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- Original  Message - 

From:|(^,  I L. 

Sent:  Wednesday,  February  22,  2017  03:19  PM  Eastern  Standard  Time 
To:  Shulkin,  David  J.,  MD 
Subject:  LPMHC's  in  the  VA 


Good  afternoon  Dr.  Shulkin, 


I  watched  your  confirmation  and  the  Town  Hall  this  afternoon.  I  hope  that  you  will  read  my  letter  and 
help  get  the  answers  I  would  like  to  have  regarding  the  use  of  Licensed  Professional  Mental  Health 
Counselors  and  Licensed  Marriage  and  Family  Therapists  in  the  VA.  The  letter  and  the  questions 
documents  pertain  to  my  concerns.  The  RAND  report  and  Commission  on  Care  are  supplemental 
evidence  to  support  my  argument.  Thank  you  for  your  consideration. 


Regards, 


['(b)(6) 


J_.  |(bj^  M.S.,  L.C.P.C. 


Licensed  Professional  Mental  Health  Counselor 
Substance  Abuse  Rehabilitation  Program 
VA  Uliana  Health  Care  System 
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COMMISSION  ON  CABE 

1575  I  Street,  NW  ■  Washington,  DC  20005 


June  30,  2016 

We  are  honored  to  submit  to  the  President,  through  the  Secretary  of  Veterans  Affairs,  in 
accordance  with  the  Veterans  Access,  Choice,  and  Accountability  Act  of  2014  (VACAA), 
the  enclosed  recommendations  for  transforming  veterans'  health  care.  We  believe  these 
recommendations  are  essential  to  ensure  that  our  nation's  veterans  receive  the  health 
care  they  need  and  deserve,  both  now  and  in  the  future. 

We  worked  with  an  absolute  commitment  to  putting  veterans  at  the  heart  of  our 
deliberations,  and  believe  our  recommendations  will  create  an  integrated,  community- 
based  health  care  system  for  veterans  that  will  be  sustainable  for  the  long  term.  During 
the  term  of  the  Commission  on  Care,  we  evaluated  the  4,000-page  Independent 
Assessment  Report"  held  public  meetings;  listened  to  a  broad  range  of  stakeholders, 
including  veterans  and  leaders  of  veterans  service  organizations;  made  site  visits  to 
Veterans  Health  Administration  (VHA)  facilities;  and  exchanged  ideas  with  individual 
veterans,  VA  and  VHA  leaders,  VHA  employees  and  health  care  providers,  members  of 
Congress,  economists,  and  health  care  experts. 

Overall,  the  Commissioners  agree  with  the  findings  of  the  Independent  Assessment  Report, 
which  are  consistent  with  the  expansive  body  of  other  evidence  the  Commissioners  have 
reviewed.  This  evidence  shows  that  although  care  delivered  by  VA  is  in  many  ways 
comparable  or  better  in  clinical  quality  to  that  generally  available  in  the  private  sector,  it 
is  inconsistent  from  facility  to  facility,  and  can  be  substantially  compromised  by 
problems  with  access,  service,  and  poorly  functioning  operational  systems  and 
processes.  The  Commissioners  also  agree  that  America's  veterans  deserve  much  better, 
that  many  profound  deficiencies  in  VHA  operations  require  urgent  reform,  and  that 
America's  veterans  deserve  a  better  organized,  high-performing  health  care  system. 
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The  most  public  and  glaring  deficiency  was  access  problems.  Congress  attempted  to 
solve  this  problem  through  a  provision  in  VACAA  that  directed  VHA  to  implement  a 
temporary  program  allowing  for  greater  choice.  The  Commission  finds,  however,  that 
the  design  and  execution  of  the  Choice  Program  are  flawed.  In  its  place,  we  offer  specific 
recommendations  for  standing  up  integrated  veteran-centric,  community -based 
delivery  networks  that  will  optimize  the  balance  of  access,  quality,  and  cost- 
effectiveness. 

The  Commission  also  finds  that  the  long-term  viability  of  VHA  care  is  threatened  by 
problems  with  staffing,  facilities,  capital  needs,  information  systems,  health  care 
disparities  and  procurement.  Fixing  these  problems  requires  deliberate,  concurrent,  and 
sequential  actions.  It  also  requires  fundamental  changes  in  governance  and  leadership 
of  VHA  to  guide  the  organization  during  the  next  two  decades  through  the  rapid 
changes  coming  in  demographics,  technology,  and  in  the  structure  of  the  overall 
U.S.  health  care  system. 

VHA  has  many  excellent  clinical  programs,  as  well  as  research  and  educational 
programs,  that  provide  a  firm  foundation  on  which  to  build.  As  the  transformation 
process  takes  place,  VHA  must  ensure  that  the  current  quality  of  care  is  not 
compromised,  and  that  all  care  is  on  a  trajectory  of  improvement.  VHA  has  begun  to 
make  some  of  the  most  urgently  needed  changes  outlined  in  the  Independent  Assessment 
Report,  and  we  support  this  important  work. 

Implementing  the  recommendations  in  this  report  will  greatly  enhance  VHA's  ongoing 
reform  efforts  by  providing  both  a  systems-oriented  framework  and  vitally  needed 
changes  in  organizational  structure.  Foundational  among  these  changes  is  forming  a 
governing  board  to  set  long-term  strategy  and  oversee  the  implementation  of  the 
transformation  process,  and  building  a  strong,  competency-based  leadership  system. 

The  remaining  recommendations  work  in  harmony  to  ensure  veterans  receive  timely 
access  to  care,  have  options  for  where  and  how  they  receive  care,  are  cared  for  in  an 
environment  that  embraces  diversity  and  inclusion,  and  are  supported  in  making 
informed  decisions  about  their  own  health  and  well-being.  These  recommendations  are 
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not  small-scale  fixes  to  finite  problems.  Instead^  they  constitute  a  bold  transformation  of 
a  complex  system  that  will  take  years  to  fully  realize,  but  that  our  country  must 
undertake  to  provide  our  veterans  with  the  high-quality  health  care  they  richly  deserve. 

Respectfully  Submitted, 


The  Hon.  Ikram  U.  Khan,  MD  Phillip  J.  Longman 

Commissioner  Commissioner 


Commissioner 


Charlene  M.  Tavlor 
Conunissione 


Lt.  Gen.  Martin  R.  Steele,  USMC  (ret.) 
Commissioner 


Commissioner 
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EXECUTIVE  SUMMARY 


Two  years  ago,  a  scandal  over  VHA  employees'  manipulation  of  data  systems  to  cover  up  long 
appointment  scheduling  delays  made  headlines  and  left  the  veterans'  health  care  system 
reeling*  The  White  House  and  Congress  investigated  the  situation  and  identified  chronic 
management  and  system  failures,  along  with  a  troubled  organizational  culture.  The  White 
House  appointed  new  leadership,  including  the  secretary  of  veterans  affairs  (SECVA)  and  the 
undersecretar}^  of  health  (USH),  and  Congress  enacted  substantial  legislation  that  established  a 
temporary  program,  the  Choice  Program,  to  fund  expanded  community  care  to  alleviate  wait 
times;  directed  a  comprehensive  independent  assessment  of  VHA  care  delivery  and 
management  systems;  and  established  this  commission  to  review  that  assessment,  examine 
access  to  care,  and  look  more  expansively  at  how  veterans'  care  should  be  organized  and 
delivered  during  the  next  2  decades. 

The  independent  assessment  included  an  examination  of  the  hospital  care,  medical  services, 
and  other  health  care  provided  in  VA  medical  facilities,^  The  legislation  identified  12  specific 
areas  for  in-depth  evaluation: 


■  Demographics 

■  Health  Care  Capabilities 

■  Care  Authorities 

■  Access  Standards 

■  Workflow-Scheduling 

■  Workflow-Clinical 


Staffing/ Productivity 

Health  Information  Technology 

Business  Processes 

Supplies 

Facilities 

Leadership 


The  Independent  Assessment  Report  provided  a  detailed  analysis  of  the  assessment  and  associated 
findings*  The  Commission  work  during  the  past  10  months  was  informed  by  the  Independent 
Assessment  Report,  as  well  as  by  26  days  of  public  meetings  (held  in  12  sessions)  with  testimony 
by  a  broad  range  of  experts  and  stakeholders,  intensive  deliberations,  site  visits  to  VHA 
facilities,  and  very  importantly  by  the  wide-ranging  experience  and  expertise  of  commission 
members  appointed  by  congressional  leaders  and  the  President* 

In  an  effort  to  focus  the  Commission's  recommendations  and  set  the  tone  for  subsequent 
change,  the  Commissioners  developed  a  vision,  a  mission,  and  a  set  of  values  to  drive  reform  as 
shown  below.  The  vision  provides  the  conceptual  framework  for  the  model  of  veterans'  health 
care  put  forth  in  this  report,  and  the  mission  and  values  shape  the  content  of  the 
recommendations. 

Vision 

Transforming  veterans'  health  care  to  enhance  quality,  access,  choice,  and  well-being. 

■  Quality:  Provide  community-based,  innovative  care  that  drives  improved  outcomes. 

■  Access:  Ensure  timely  access  to  the  best  providers  for  meeting  veterans'  health  care  needs. 


’  Veterans  Access,  fjlioice,  and  Acctiuntabiliff  Act  of  2014,  Pub.  L.  No.  113—146,  §  201(a)(1). 
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■  Choice:  Integrate  health  care  within  communities  to  foster  convenience  and  efficiency. 

■  Well-Being:  Support  veterans  in  achieving  optimal  physical  and  mental  health. 

Mission 

Provide  eligible  veterans  prompt  access  to  quality  health  care. 

Values 

■  Provide  veteran-centric  care. 

■  Involve  all  stakeholders^  and  especially  veterans  and  their  families^  in  designing  the 
evolving  future  health  care  for  veterans. 

■  Assimilate  veterans  into  the  greater  community. 

■  Create  community-based  integrated  netwt^rks  to  improve  health  care  access  and  choice 
for  veterans. 

The  recommendations  in  this  report  acknowledge  that  although  VHA  provides  health  care  that 
is  in  many  ways  comparable  or  better  in  clinical  quality  to  that  generally  available  in  the  private 
sector^  it  is  inconsistent  from  facility  to  facility^  and  can  be  substantially  compromised  by 
problems  with  access^  service,  and  poorly  functioning  operational  systems  and  processes. 

Some  of  these  challenges  are  not  exclusive  to  VHA,  and  reflect  large-scale  problems  in  the 
U.S.  health  system  in  general,  such  as  acute  shortages  of  primary  care  doctors  and  lack  of  health 
care  capacity  in  poor  and  rural  areas.  Other  challenges  reflect  deficiencies  within  VHA  itself,  in 
areas  such  as  staffing,  facilities,  capital  needs,  information  systems,  healthcare  disparities  and 
procurement. 

It  is  important  to  understand  VA's  long  history  as  a  health  care  provider,  which  has  included 
previous  cycles  of  crisis  and  renewal  that  offer  lessons  for  the  present.  It  is  also  important  to 
consider  how  VHA  can  implement  major  reform  in  a  manner  that  is  sustainable.  This  report 
addresses  both  of  these  issues. 

The  Commission's  focus  on  access  to  care  clearly  highlighted  the  need  for  a  long-range  strategic 
evaluation  of  the  veterans'  health  system.  Access  problems  were  the  primary  catalyst  for  the 
law  establishing  this  body,  and  an  examination  of  access  has  necessarily  been  central  to  the 
commission's  work;  however,  Congress  wisely  directed  the  Commission  to  undertake  a 
strategic  examination  as  well. 

The  report  begins  with  an  Introduction  that  addresses  the  controversy  over  veterans'  health  care 
and  gives  a  brief  description  of  the  Commission's  vision  for  improving  it.  There  are  three  main 
recommendation  sections:  Redesigning  the  Veterans'  Health  Care  Delivery  System;  Governance, 
Leadership,  and  Workforce;  and  Eligibility.  Each  section  includes  detailed  discussions  of  the  high- 
level  areas  in  which  change  must  occur  in  the  respective  areas  to  facilitate  bold  reform.  The 
format  for  each  discussion  includes  identification  of  the  problem,  the  Commission's 
recommendations  for  addressing  the  problem,  background  information,  analysis,  and 
implementation  steps  for  Congress,  VA,  and  other  agencies.  This  executive  summary  provides  a 
brief  overview  of  each  of  the  recommendations. 
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For  the  ease  of  our  readers^  the  appendices  contain  all  additional  content.  Of  particular  interest 
are  appendices  on  Financing  the  Vision  and  Model,  Leadership  Implemen  tation,  History  as  a  Context 
for  Systemic  Transformation,  Veteran  Feedback,  and  Additional  Resources.  These  and  other 
appendices  provide  policymakers  and  those  charged  with  implementing  the  plan  with  a  clear 
picture  of  the  rationale  for  the  recommendations  and  the  context  that  frames  them. 


Recommendations 


The  Commission  does  not  intend  for  these  recommendations  to  be  piecemeal  fixes  to  everyday 
problems.  Instead,  they  are  presented  as  the  foundation  for  far-reaching  organizational 
transformation  that  adheres  to  a  systems  approach.  The  Commission's  recommendations 
comprise  the  essential  elements  for  such  transformation. 

Redesigning  the  Veterans’  Health  Care  Delivery  System 

The  VHA  Care  System 

Recommencfat/on  #1:  Across  the  United  States,  with  /oca/  input  and  knowledge,  VHA 
should  estabiish  high-performing,  integrated  community  health  care  networks,  to  be  known 
as  the  VHA  Care  System,  from  which  veterans  wili  access  high-quaiity  health  care  services. 

Due  to  changing  veteran  demographics,  increasing  demand  for  VHA  care  in  some  markets  and 
declining  demand  in  other  markets,  more  veterans  being  adjudicated  as  having  service- 
connected  conditions,  aging  facilities,  provider  shortages  and  vacancies,  and  other  factors,  VHA 
faces  a  misalignment  of  capacity  and  demand  that  threatens  to  become  worse  over  time.  Some 
facilities  and  services  have  low  volumes  of  care  that  can  create  quality  concerns,  and  in  high 
demand  areas,  VHA  often  lacks  the  capacity  to  avoid  lengthy  wait  times  and  other  access 
issues. 

With  passage  of  the  Veterans  Access,  Choice,  and  Accountability  Act  of  2014  (VACAA), 
Congress  tasked  VHA  with  creating  the  temporary  Choice  Program.  It  was  designed  to  alleviate 
access  issues  by  allowing  for  greater  use  of  community  care  for  enrolled  veterans  who  meet  the 
law's  wait-time  or  distance-to-a-VHA-facility  requirements. 

Both  the  design  and  implementation  of  the  law  have  proven  to  be  flawed.  VHA  must  instead 
establish  high-performing,  integrated,  community-based  health  care  networks,  to  be  known  as 
the  VHA  Care  System. 

The  Commissio72  Recommends  That .  .  . 

■  VHA  Care  System  governing  board  (see  recommendation  on  p.  94)  develop  a  national 
delivery  system  strategy,  including  criteria  and  standards  for  creating  the  VHA  Care 
System,  comprising  high-performing,  integrated,  community -based  health  care 
networks,  including  VHA  providers  and  facilities.  Department  of  Defense  and  other 
federally-funded  providers  and  facilities,  and  VHA-credentialed  community  providers 
and  facilities. 
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■  Integrated  community-based  health  care  networks  be  developed  with  local  VHA 
leadership  input  and  knowledge  to  ensure  their  composition  is  reflective  of  local  needs 
and  veterans'  preferences- 

■  Integrated,  community -based  health  care  networks  must  include  existing  VHA  special- 
emphasis  resources  (e*g.,  spinal  cord  injury  (SCI),  blind  rehabilitation,  mental  health, 
prosthetics,  etc.).  In  areas  for  which  VHA  has  special  expertise,  VHA  should  also  play 
the  role  of  enhancing  care  in  the  local  communities  by  collaborating  with  community 
care  providers  to  implement  services  that  may  not  exist,  focused  on  the  needs  of 
veterans  (e.g.,  expansion  of  integrated  primary  care/ mental  health  care). 

■  Networks  be  built  out  in  a  well-planned,  phased  approach,  overseen  by  the  new 
governing  board,  which  determines  the  criteria  for  the  phases  to  ensure  effective 
execution  of  the  strategy. 

■  VHA  credential  community  providers.  To  qualify  for  participation  in  community 
networks,  providers  must  be  fully  credentialed  with  appropriate  education,  training, 
and  experience,  provide  veteran  access  that  meets  VHA  standards,  demonstrate  high- 
quality  clinical  and  utilization  outcomes,  demonstrate  military  cultural  competency,  and 
have  capability  for  interoperable  data  exchange. 

■  Providers  in  the  networks  should  be  paid  using  the  most  contemporary  payment 
approaches  available  to  incentivize  quality  and  appropriate  utilization  of  health  care 
services  (i.e,,  using  Medicare  Access  and  CHIP  Reauthorization  Act  of  2015  (MACRA) 
physician  payment  methodology  being  proposed  by  CMS). 

■  The  highest  priority  access  to  the  VHA  Care  System  be  provided  to  service-connected 
veterans,  and  low-income  veterans  also  be  of  high  priority. 

■  The  current  time  and  distance  criteria  for  community  care  access  (30  days  and  40  miles) 
be  eliminated. 

■  Veterans  choose  a  primary  care  provider  from  all  credentialed  primary  care  providers  in 
the  VHA  Care  System. 

■  All  primary  care  providers  in  the  VHA  Care  System  coordinate  care  for  veterans. 

■  VHA  Care  System  provide  overall  health  care  coordination  and  navigation  support  for 
veterans. 

■  Veterans  choose  their  specialty  care  providers  from  all  credentialed  specialty  care 
providers  in  the  VHA  Care  System  with  a  referral  from  their  primary  care  provider. 

The  recommendations  above  work  together  to  support  the  VHA  Care  System,  as  outlined  in 
Table  1  below. 
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Vabk  1.  VtiA.  Care  System  Operations 


Key  Component 


Expectations 


Choice 


Care  Coordination 


■  Veterans  can  choose  a  primary  care  provider  from  all  credentialed  primary 
care  providers  in  the  VHA  Care  System, 

■  Veterans  can  receive  their  care  at  any  VHA  Care  System  location  across  the 
country  with  coordination  by  their  primary  care  provider. 

■  All  primary  care  providers  in  the  VHA  Care  System  must  coordinate  care  for 
veterans.  Specialty  care  is  exclusively  accessed  through  referrals  from 
primary  care  providers. 

■  Veterans  can  choose  their  specialty  care  providers  from  all  credentialed 
specialty  care  providers  in  the  VHA  Care  System  with  a  referral  from  their 
primary  care  provider. 

■  Although  primary  care  is  traditionally  defined  as  internal  medicine  or  family 
practice,  VHA  may  designate  other  specialty  providers  as  primary  care 
coordinators  based  on  veterans'  specific  health  needs  (e.g,,  endocrinologists 
for  diabetic  patients,  neurologists  for  patients  with  Parkinson's  disease, 
OB/GYN  for  female  patients}. 

■  VHA  will  have  overall  responsibility  of  ensuring  care  coordination  for 
veterans,  including  complex  care  navigation. 


Clinical  Operations 

Recommencfat/on  #2;  Enhance  cUnioal  operations  through  more  effective  use  of  providers 
and  other  health  profess/ona/s,  and  improved  data  co//ect/on  and  management 

A  shortage  of  providers  and  clinical  managers,  combined  with  inadequate  support  staff  and 
policies  that  fail  to  optimize  the  talents  and  efficiency  of  all  health  professionals,  detract  from 
the  effectiveness  of  VHA  health  care. 

The  problem  starts  with  inadequate  numbers  of  providers.  Ninety-four  percent  of  VHA  sites 
with  clinically  meaningful  access  delays  indicated  that  increasing  the  number  of  licensed 
independent  practitioners  was  critical  or  very  important  to  increasing  access,^ 

At  the  same  time,  ineffective  use  of  providers  and  other  health  professionals  contributes  to 
suboptimal  productivity.  Highly  trained  clinical  personnel  are  often  unable  to  perform  at  the 
top  of  their  license,  meaning  they  spend  much  of  their  time  performing  tasks  that  should  be 
done  by  support  staff.^  For  example,  doctors  and  nurses  often  escort  patients;  clean  examination 
rooms;  take  vital  signs;  schedule;  document  care;  and  place  the  orders  for  consultations, 
prescriptions,  or  other  necessary  care  that  could  be  done  more  cost  effectively  by  support  staff. 
Twenty  “three  percent  of  VHA  providers  identified  "not  working  to  top  of  provider  licensure" 
as  a  barrier  in  health  care  provision.^ 


^  RAND  Corporation,  In^epe/^cknf  Assessmenf  of  Health  Care  De/mry  System  aaei  jMamgemat  Processes  of  the  Departmer^t  of 

\Ceferans  Affairs,  Assessment  B  (Health  Cat^  Capahi/Uksf  95,  accessed  June  3,  2016, 

http:/ va.gov/ opa/ choiceact/documcnts/ assessments/assessment_b_health_care_capabilities.pdh 
Grant  Thornton,  hJepeneient  Assessment  of  the  Health  Care  Deiimy  Systems  and  Management  Frveesses  of  the  Department  of 
Veterans  Affairs,  Assessment  G  (Staffing/  lime  Allocation f  ix,  accessed  June  3,  2016, 

http:/  /mvw.va,gov/opa/  choiceact/  documents/  assessments/ As  scssment__G_Staffing_Pioductivif\^pdf. 

Ibid.,  95. 
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VHA  is  also  currently  failing  to  optimize  use  of  advanced  practice  registered  nurses  (APRNs). 
APRNs  are  clinicians  with  advanced  degrees  who  provide  primary,  acute,  and  specialty  health 
care  services* 

The  Commission  Recommends  That.  .  . 

■  VHA  increase  the  efficiency  and  effectiveness  of  providers  and  other  health 
professionals  and  support  staff  by  adopting  policies  to  allow  them  to  make  full  use  of 
their  skills* 

■  Congress  relieve  VHA  of  bed  closure  reporting  requirements  under  the  Millennium  Act 

■  VHA  continue  to  hire  clinical  managers  and  move  forward  on  initiatives  to  increase  the 
supply  of  medical  support  assistants* 

Recommendation  #3;  De ve/op  a  process  for  appealing  ciinicai  decisions  that  provides 
veterans  protections  at  least  comparable  to  those  afforded  patients  under  other  federaiiy 
supported  programs. 

All  federal  providers  and  most  health  insurers  have  processes  to  ensure  that  beneficiaries  have 
enforceable  protections  that  allow  them  to  obtain  medically  necessary  care  within  their  health 
benefits  package.^  Such  processes  are  imperative,  particularly  for  care  plans  using  capitated 
payment  models  for  which  there  are  incentives  to  conserve  resources.  Most  veterans,  and  even 
their  advocates,  are  unsure  of  VHA's  process  for  resolving  clinical  disputes*  This  may  be 
because  there  is  not  one  policy  in  place  for  VHA,  but  18  {one  for  each  Veteran  Integrated  Service 
Network  IVISN])*^ 

As  part  of  the  MyVA  initiative,  the  Secretary  of  Veterans  Affairs  has  set  a  goal  of  world-class 
service  for  veterans,  including  a  proactive  patient  advocacy  team  that  is  integrated  into  patient- 
centered  care  and  cultural  transformation  plans7  The  processes  in  place  for  patient  grievances 
and  central  protections  to  ensure  access  to  medically  necessary  care  remain  poorly  understood 
despite  these  efforts.  Also,  they  may  be  less  comprehensive  and  fair  than  appeals  processes 
private  health  insurers  and  other  federal  payers  are  required  to  provide.® 

The  Commission  Recommends  That .  .  . 

■  VHA  convene  an  interdisciplinary  panel  to  assist  in  developing  a  revised  clinical- 
appeals  process* 


^  ManBeth  Musumeci,  .T  Gmde  to  NLedkmd  Appeals  accessed  June  3,  2016, 

https://kaiserfami]yfoundation*0le&,wordpress*com/2013/01/82S7*pd0 
^  VHA  Clinical  Appeals,  VHA  Directive  2006-057  {2006). 

^  “About  rhc  VHA  Patient  Advocate  and  Veteran  Experience  Program  (\^HA  PA  &  VHP),”  accessed  from  VA  Intranet, 
May  31,  2016,  littp://vaw\v.i nfosliaire.va.gov/  sites/ OPCC/VEP/SitePages/vep-abouLaspx. 

®  Man  Beth  Musumeci,  A  Guide  to  the  Medicaid  Appeuh  Pmcess^  accessed  June  3,  2016, 

hitps://kaiscrfaniilyfouncktion*files*wordpress*com/20 13/01/8287. pdf.  VI  lA  Climcal  Appeals,  VHA  Directive  2006- 
057  (2006). 
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Recommendation  #4:  Adopt  a  continuous  improvement  methodology  to  support  VHA 
transformation,  and  consolidate  best  practices  and  continuous  improvement  efforts  under 
the  Veterans  Engineering  Resource  Center 

VHA  has  not  effectively  empowered  its  staff  to  identify  problems  and  make  changes  to  improve 
the  overall  quality  of  care. 

Best  practices  exist  in  pockets  of  VHA;  however,  communication  and  support  for 
implementation  appear  to  be  challenges.  Various  facilities  indicate  best  practices  are  in  place 
but  seem  isolated  rather  than  widely  adopted.  Facilities  often  struggle  to  implement  best 
practices,  and  information  sharing  is  limited  and  ad  hoc.^ 

VHA  has  a  program  of  system  engineering  — Veterans  Engineering  Resource  Center  (VERC)  — 
that  can  assist  with  transformation  efforts,  but  it  is  not  well  known  throughout  VHA  and  until 
recently  has  been  underutilized. 

The  Connmssion  Recommends  TImt . . . 

■  The  Veterans  Engineering  Resource  Center  (VERC)  be  tasked  to  assist  in  transformation 
efforts,  particularly  in  areas  such  as  access  and  in  areas  that  affect  systemwide  activities 
and  require  substantial  change,  such  as  human  resources  management,  contracting, 
purchasing,  and  information  technology. 

■  The  many  idea  and  innovation  portals  within  VHA  be  consolidated  under  VERC. 

■  A  culture  to  inspire  and  support  continuous  improvement  of  workflow  processes  be 
developed  and  fully  funded. 

■  VHA's  reengineering  centers  be  enabled  to  identify  proactively  problem  areas  within  the 
system  and  offer  assistance. 

Health  Care  Equity 

Recommendation  #5:  Eliminate  health  care  disparities  among  veterans  treated  in  the  VHA 
Care  System  by  committing  adequate  personnel  and  monetary  resources  to  address  the 
causes  of  the  problem  and  ensuring  the  VHA  Health  Equity  Action  Pian  is  fuliy 
impiemented. 

The  Office  of  Health  Equity  (OHE),  tasked  with  eliminating  health  disparities  by  building 
cultural  and  military  competence  within  VHA,  has  not  been  given  the  resources  or  level  of 
authority  needed  to  be  successful.  Until  VHA  leadership  establishes  the  elimination  of  health 
care  disparities  as  a  critical  strategic  priority  and  commits  the  resources  required  to  address  this 
problem,  health  care  disparities  will  continue  to  persist  among  veteran  patients. 


^  The  MITRE  C]fjrp(>i:adoii^  oj  the  HEakh  Clare  Tyekveiy  Systems  and hlanagement  Tmeesses  oj  the  D^ariment 

of  Veterans  Affam  ^  Assessment  F  CfC^orkfiow — Clinical),  14  and  A-2,  accessed  Januan'^  1, 2016^ 

http:  /  /  ^v\v■u^va.g()v/^>pa/choicea{:t/d(  jcuments  /  assessments  /  Asses  snient_F_Wt)i:kflow_C,dinical.pdf. 
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A  systematic  review  of  VHA  in  2007  identified  the  existence  of  racial  and  etlmic  health 
inequalities.  Health  care  disparities  exist  among  veterans  and  especially  among  minority  and 
vulnerable  veterans.^^  VHA  cannot  transform  veterans"  health  care  to  enhance  quality^  access, 
choice,  and  well-being  unless  these  health  care  disparities  are  addressed  and  eliminated.  VHA 
has  a  plan  for  addressing  these  issues  — the  Health  Equity  Action  Plan  (HEAP)  —  but  it  has  not 
been  fully  implemented. 

The  Commission  Recommends  That .  .  . 

■  VHA  work  to  eliminate  health  disparities  by  establishing  health  care  equity  as  a  strategic 
priority. 

■  VHA  provide  the  Office  of  Health  Equity  adequate  resources  and  level  of  authority  to 
successfully  build  cultural  and  military  competence  among  all  VHA  Care  System 
providers  and  employees. 

■  VHA  ensure  that  the  Health  Equity  Action  Plan  is  fully  implemented  with  adequate 
staffing,  resources,  and  support. 

■  VHA  increase  the  availability,  quality,  and  use  of  race,  ethnicity,  and  language  data  to 
improve  the  health  of  minority  veterans  and  other  vulnerable  veteran  populations  with 
strong  surveillance  systems  that  monitor  trends  in  health  status,  patient  satisfaction,  and 
quality  measuresJ^ 

Facility  and  Capital  Assets 

Recommendation  #6:  Develop  and  implement  a  robust  strategy  for  meeting  and  managing 
VHA 's  fac///ty  and  capital-asset  needs. 

Veterans  who  turn  to  VHA  to  meet  health  care  needs  should  expect  that  its  facilities  have  been 
designed  and  equipped  to  provide  state-of-the-art  care.  As  health  care  continues  to  move  to 
ever  greater  use  of  ambulatory  care  delivery,  VHA  not  only  lacks  modern  health  care  facilities 
in  many  areas,  but  generally  lacks  the  means  to  readily  finance  and  acquire  space,  to  realign  its 
facilities  as  needed,  or  even  to  divest  itself  easily  of  unneeded  buildings.  Many  of  those  barriers 
are  statutory  in  nature,  although  VA's  own  internal  processes  compound  its  capital  asset 
challenges.  Establishing  integrated  care  networks  holds  the  promise  of  markedly  improving 
veterans'  access  to  care.  That  promise  cannot  be  realized  without  transformative  changes  to 
VHA's  capital  structure.  Political  resistance  doomed  previous  attempts  to  better  align  VHA's 
capital  assets  and  veterans"  needs.  It  is  critical  that  an  objective  process  be  established  to 
streamline  and  modernize  VHA  facilities  in  the  context  of  building  out  the  VHA  Care  System's 
integrated  networks  to  ensure  the  ideal  balance  of  facilities  within  each  network.  VHA  needs  as 


Somnath  Saha  et  al.,  Rj^aa/  and  Tibnk  Dhparilks  tn  the  \^A  Ihalihcan  System:  A  Systematic  Rivkw,  LhS.  Department  of 
Veterans  Affairs,  Health  Ser\4ces  Research  &  Development  Service,  June  2007,  accessed  June  22,  2016, 
http:/  /  wvTO".  hsrd.research.va.gov/ publications  /  esp/RacialDisparitics-2007.pdf. 

Kathleen  Cj.  Sebelius,  Secretar}-,  Department  of  Health  and  Human  Ser%hces.,  HHS  Aetim  IHan  to  Kednce  Rndal  and 
Tthnk  Health  Disparities:  A  lAatmi  Free  of  Disparities  in  Health  and  Health  Care,,  accessed  March  30,  2016, 
h  ttp :  /  /  minor  i  ty- health .  h  h  s.gov/  npa  /  flies  /  P  Ian  s  /  H  HS  /  H  HS_Pian_comp  lete.pd  f. 
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much  control  as  possible  to  drive  the  process  to  ensure  that  all  facility  plans  are  fully  integrated 
with  the  strategic  vision  for  the  VHA  Care  System. 

The  Commission  Recommends  That .  .  . 

■  VA  leaders  streamline  and  strengthen  the  facility  and  capital  asset  program 
management  and  operations. 

■  The  VHA  Care  System  governing  board  be  responsible  for  oversight  of  facility  and 
capital  asset  management* 

■  Congress  provide  VHA  greater  budgetary  flexibility  to  meets  its  facility  and  capital  asset 
needs  and  greater  statutory  authority  to  divest  itself  of  unneeded  buildings* 

■  Congress  enact  legislation  to  establish  a  VHA  facility  and  capital  asset  realignment 
process  based  on  the  DoD  Base  Realignment  and  Closure  Commission  (BRAC)  process 
to  be  implemented  as  soon  as  practicable.  The  Commission  recommends  the  VHA  Care 
System  governing  board  subsequently  make  facility  decisions  in  alignment  with  system 
needs. 

■  New  capital  be  focused  on  ambulatory  care  development  to  reflect  health  care  trends. 

■  VHA  move  forward  immediately  with  repurposing  or  selling  facilities  that  have  already 
been  identified  as  being  in  need  of  closing. 

Information  Technology 

Recommendat/on  #7:  Modernize  VA's  IT  systems  and  infrastructure  to  improve  veterans' 
health  and  well-being  and  provide  the  foundation  needed  to  transform  VHA's  clinical  and 
business  processes. 

To  operate  a  high-performing  VHA  Care  System^  VA  requires  a  comprehensive  electronic 
health  care  information  platform  that  is  interoperable  with  other  systems;  enables  schedulings 
billings  claims^  and  payments  and  provides  tools  that  empower  veterans  to  better  manage  their 
health.  Creating  a  singles  uniforms  integrated  IT  platform  will  promote  care  continuitys  cost 
savingSs  and  consistent  care  delivery  and  business  processes.^^  VA's  antiquated,  disjointed 
clinical  and  administrative  systems  cannot  support  these  essential  clinical  and  business 
processes  and  consequently  are  unable  to  support  the  Commission's  transformation  vision  for 
VHA*  In  addition,  VHA  lacks  an  experienced  senior  health  care  IT  leader  focusing  on  the 
strategic  health  care  IT  needs  of  veterans* 

The  Commissio72  Recommends  That .  *  . 

■  VHA  establish  a  Senior  Executive  Service  (SES)-level  position  of  VHA  Care  System  chief 
information  officer  (CIO),  selected  by  and  reporting  to  the  chief  of  VHA  Care  System 
(CVCS)  with  a  dotted  line  to  the  VA  CIO*  The  VHA  CIO  is  responsible  for  developing 


The  MITRE  hidepe^i^enf  Assessmefit  of  Hmltb  Care  Deimfy  Systems  and'hiiinagemmt  Tmcessts  of  the 

Department  of  Vetermis  Affairs^  Volume  1 :  Integrated  Report ^  43-44,  accessed  Feb  mat)'  25,  2016, 
http:/  .va.gov  /  opa/choiceact/ documents  /  assessments /integj:ated_report.p<it*. 
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and  implementing  a  comprehensive  health  IT  strategy  and  developing  and  managing 
the  health  IT  budget. 

■  VHA  procure  and  implement  a  comprehensive,  commercial  off-the-shelf  (COTS) 
information  technology  solution  to  include  clinical,  operational  and  financial  systems 
that  can  support  the  transformation  of  VHA  as  described  in  this  report. 

Supply  Chain 

Recommendation  #8:  Transform  the  management  of  the  supply  chain  in  VHA. 

Effective  management  of  all  aspects  of  the  supply  chain  has  become  a  competitive  differentiator 
for  health  care  delivery  systems.  Modernization  and  automation  of  the  supply  chain  in  health 
care  have  the  potential  to  save  hundreds  of  millions  of  dollars,  if  done  well.  VHA  cannot 
modernize  its  supply  chain  management  and  create  cost  efficiencies  because  it  is  encumbered 
with  confusing  organizational  structures,  no  expert  leadership,  antiquated  IT  systems  that 
inhibit  automation,  bureaucratic  purchasing  requirements  and  procedures,  and  an  ineffective 
approach  to  talent  management. 

The  problems  are  systemic.  The  organizational  structure  is  chaotic,  contracting  operations  are 
not  aligned  to  business  functions,  and  processes  are  poorly  constructed,  lacking  standardization 
across  the  organization.  Information  technology  infrastructure  is  inadequate,  and  it  lacks 
appropriate  interoperability  among  IT  systems.  VHA  is  unable  to  produce  high-quality  data  on 
supply  chain  utilization  and  does  not  effectively  manage  the  process  using  the  insights  such 
data  could  provide.^^ 

The  Commission  Recommends  That . . . 

■  VHA  establish  an  executive  position  for  supply  chain  management,  the  VHA  chief 
supply  chain  officer  (CSCO),  to  drive  supply  chain  transformation  in  VHA.  This 
individual  should  be  compensated  relative  to  market  factors. 

■  VA  and  VHA  reorganize  all  procurement  and  logistics  operations  for  VHA  under  the 
CSCO  to  achieve  a  vertically  integrated  business  unit  extending  from  the  front  line  to 
central  office.  This  business  unit  would  be  responsible  for  all  functions  in  a  fully 
integrated  procure-to-pay  cycle  management  that  includes  policy  and  procedures, 
contract  development  and  solicitation,  ordering,  payment,  logistics  and  inventory 
management,  vendor  relations  and  integration,  data  analytics  and  supply  chain 
visibility,  IT  alignment,  clinician  engagement  and  value  analysis,  and  talent 
management  across  all  these  supply  chain  functions. 

■  VA  and  VHA  establish  an  integrated  IT  system  to  support  business  functions  and 
supply  chain  management;  appropriately  train  contracting  and  administrative  staff  in 
supply  chain  management;  and  update  supply  chain  management  policy  and 
procedures  to  be  consistent  with  best  practice  standards  in  health  care. 


The  MITRE  Clorpomticin,  Assessmefii  of  fM  Hmltb  Care  Deimry  Systems  and'hiiinagemmt  Tmeessts  of  the 

Department  of  Veterans  Affairs^  Assessment ]  (Supplies f  vi,  accessed  April  29,  2016, 
h  ttp :  /  /  \v\vu\  va  .g( )  v/  opa/  c  hoiceact  /  d  nc  u  ments  /  a  s  ses  sments  /  As  ses  smen  t_J  _Supplies .  pdf. 
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■  VHA  support  the  Veterans  Engineering  Resource  Center  (VERC)  Supply  Chain 
Modernization  Initiative  including  consistent  support  from  leaderships  continued 
funding  and  personnel,  and  the  alignment  of  plans  and  funding  within  OIT  to 
accomplish  the  modernization  goals. 

Governance,  Leadership,  and  Workforce 

Board  of  Directors 

Recommendation  #9:  Establish  a  board  of  directors  to  provide  overall  VHA  Care  System 
governance,  set  long-term  strategy,  and  direct  and  oversee  the  transformation  process. 

The  existence  —  and  concealment  —  of  unacceptably  long  delays  in  care  at  the  Phoenix  VA 
Medical  Center,  and  similar  problems  at  multiple  other  VA  medical  centers,  had  both  direct  and 
indirect  causes.  Weak  governance  was  found  to  be  among  those  indirect  causes.^^  As  the 
authors  of  a  root-cause  analysis  of  the  Phoenix  scandal  highlighted,  ''a  governance  gap  in 
leadership  continuity  and  strategic  oversight  from  one  executive  leadership  team  to  another" 
contributed  to  the  wait-time  problems.^^  The  report  authors  observed,  "Unlike  other  health  care 
systems,  VHA  does  not  have  a  governance  mechanism  to  fill  the  role  of  a  board  of  directors/" 
The  governance  limitations  made  evident  in  the  Phoenix  scandal  have  profound  implications 
for  the  long  term.  As  discussed  in  this  report,  the  Commission  believes  VHA  must  institute  a 
far-reaching  transformation  of  both  its  care  delivery  system  and  the  management  processes 
supporting  it.  Changes  of  the  magnitude  facing  VHA  would  be  difficult  for  any  health  care 
system  to  achieve.  A  transformation  will  take  years  to  accomplish  and  must  be  sustained  over 
time.  Yet  the  short  tenure  of  senior  political  appointees,  each  administration's  expectations  for 
short-term  results,^ ^  and  VHA's  operating  in  a  "dynamic  environment  [in  which  it  is]  answering 
to  a  large  number  of  stakeholders,  sometimes  with  competing  demands" offer  little  reason  for 
optimism  that  real  transformation  could  take  hold  without  fundamental  changes  in  governance. 

The  CoiJimission  Recommends  That . . . 

■  Congress  provide  for  the  establishment  of  an  11 -member  board  of  directors  accountable 
to  the  President,  responsible  for  overall  VHA  Care  System  governance,  and  with 
decision-making  authority  to  direct  the  transformation  process  and  set  long-term 
strategy.  The  Commission  also  recommends  the  governing  board  not  be  subject  to  the 
Federal  Advisory  Committee  Act  (FACA)  and  be  structured  based  on  the  key  elements 
included  in  Table  5. 


The  MITRE  Assessme^it  oj  the  Health  Care  Delivery  Sj-stems  and  Management  Processes  of  the 

Depafiment  of  Veterans  Affairs,  V oimm  1:  Integrated  Report,  xvi,  accessed  June  15,  2016, 
http:/  /www.va.gov/  opa/choiceact/  documents /assessments /Integra  ted_report.pdf. 

Booz  Allen  Ha  nisi  ton,  Veterans  Health  Admimstration  (I  HA)  National  Center  for  Patient  Safety  (NCPS)  Systems  Kerieip:  Fma! 
Ri^pofiy  September  22,  2015,  3. 

Ibid. 

Ibki 

The  MITRE  Corporation,  Independent  Assessment  of  the  Health  Care  Delivery  Systems  and  Management  Processes  of  the 
Department  of  Veterans  Affairs,  Volume  1 :  Integrated  Kepoii,  xiv,  accessed  June  15,2016, 
http:  /  /\v\\^v.  va.gov  /  opa/choiceact/ documents  /  assessmeiits  /integrated_report.p<lt*. 
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■  The  Board  recommend  a  chief  of  VHA  Care  System  (CVCS)  to  be  approved  by  the 
President  for  an  initial  5-year  appointment.  Additionally,  the  Commission  recommends 
the  governing  board  be  empowered  to  reappoint  this  individual  for  a  second  5-year 
term,  to  allow  for  continuity  and  to  protect  the  CVCS  from  political  transitions.  If 
necessary,  the  CVCS  can  be  removed  by  mutual  agreement  of  the  President  and  the 
governing  board. 

Leadership 

Recommendaf/on  #10:  Require  leaders  at  all  levels  of  the  organ/zaf/on  fo  champ/on  a 
focused,  clear,  benchmarked  strategy  to  transform  VHA  culture  and  sustain  staff 
engagement 

High-performing  organizations  have  healthy  cultures  in  which  diverse  staff  feel  respected  and 
engaged  at  work.  These  workers,  in  turn,  are  better  able  to  demonstrate  compassion  and  caring 
toward  customers  in  their  delivery  of  high-quality  services.  Leaders  at  all  levels  of  the 
organization  are  responsible  for  promoting  a  positive  organizational  environment  and  culture 
tlirough  how  they  treat  staff  and  the  systematic  approach  they  take  to  decision  making  and 
management,  VHA  has  among  the  lowest  scores  in  organizational  health  in  government.  For 
the  past  decade,  VHA^s  executives  have  not  emphasized  the  importance  of  leadership  attention 
to  cultural  health,  and  it  has  not  been  well  integrated  in  training,  assessments,  and  performance 
accountability  systems, 

Tlw  Commission  Recommends  That ,  ,  . 

■  VHA  create  an  integrated  and  sustainable  cultural  transformation  by  aligning  all 
programs  and  activities  around  a  single,  benchmarked  concept, 

■  VHA  align  leaders  at  all  levels  of  the  organization  in  support  of  the  cultural 
transformation  strategy  and  hold  them  accountable  for  this  change. 

■  VHA  establish  a  transformation  office  to  drive  progress  of  this  transformation  and 
report  on  it  to  the  CVCS  and  the  new  VHA  Care  System  board  of  directors  (see 
governance  discussion  in  the  previous  section). 

Recommendation  #11:  Rebuild  a  system  for  leadership  succession  based  on  a 
benchmarked  health  care  competency  model  that  is  cons/stent/y  app//ed  fo  recru/fment 
development^  and  advancement  within  the  leadership  pipeline. 

VHA,  like  any  large  organization,  requires  excellent  leaders  to  succeed.  Succession  planning 
and  robust  structured  programs  to  recruit,  retain,  develop,  and  advance  high  potential  staff  are 
essential  to  maintaining  a  pipeline  of  new  leaders.  In  health  care,  leadership  programs  must 
prepare  candidates  with  the  specialized  knowledge  and  skills  required  of  health  care 
executives,  while  also  helping  to  mature  their  leadership  traits,  VHA  does  not  use  a  single 
leadership  competency  model,  and  what  it  does  use  is  not  specific  to  health  care  or 
benchmarked  to  the  private  sector.  VHA  also  does  not  use  competency  models  as  a  tool  to 
establish  standards  for  hiring,  assessment,  and  promotion.  As  a  result,  executive  leaders  and 
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promising  staff  members  do  not  have  the  tools  they  need  to  guide  career  transitions  and  ensure 
VHA  has  the  leaders  it  needs  for  the  future. 

The  Commission  Recommends  That .  .  . 

■  VA  establish^  as  an  OMB  management  priority  for  VHA,  the  goal  of  implementing  an 
effective  leadership  management  system  in  the  agency. 

■  VHA  executives  prioritize  the  leadership  system  for  funding,  strategic  planning,  and 
investment  of  their  own  time  and  attention. 

■  VHA  adopt  and  implement  a  comprehensive  system  for  leadership  development  and 
management  that  includes  a  strategic  priority  of  diversity  and  inclusion. 

■  Congress  create  more  opportunities  to  attract  outside  leaders  and  experts  to  serve  in 
VHA  through  new  and  expanded  authority  for  temporary  rotations  and  direct  hiring  of 
health  care  management  training  graduates,  senior  military  treatment  facility  leaders, 
and  private  not-for-profit  and  for-profit  health  care  leaders  and  technical  experts. 

Recommenc/at/on  #12:  Transform  organizational  structures  and  management  processes  to 
ensure  adherence  to  national  VHA  standards,  while  also  promoting  decision  making  at  the 
lowest  level  of  the  organization,  eliminating  waste  and  redundancy,  promoting  innovation, 
and  fostering  the  spread  of  best  practices. 

Leadership  structures  and  processes  should  be  organized  to  promote  agile,  clear  decision 
making,  the  free  flow  of  ideas,  and  identification  of  organizational  priorities,  as  well  as  make 
clear  reporting  relationships  and  lines  of  accountability  within  the  organization.  VHA  currently 
lacks  effective  national  policies,  a  rational  organizational  structure,  and  clear  role  definitions 
that  would  support  effective  leadership  of  the  organization.  The  responsibilities  of  VHA  Central 
Office  (VHA CO)  program  offices  are  unclear,  and  the  functions  overlap  or  arc  duplicated.  The 
role  of  the  VISN  is  not  clear,  and  the  delegated  responsibilities  of  the  medical  center  director  are 
not  defined. 

The  Commission  Recommends  That .  .  . 

■  VHA  redesign  VHACO  to  create  high-performing  support  functions  that  serve  VISNs 
and  facilities  in  their  delivery  of  veteran-centric  care. 

■  VHA  clarify  and  define  the  roles  and  responsibilities  of  the  VISNs,  facilities,  and 
reorganized  VHA  program  offices  in  relation  to  one  another,  and  within  national 
standards,  push  decision  making  down  to  the  lowest  executive  level  with  policies, 
budget,  and  tools  that  support  this  change. 

■  VHA  establish  leadership  communication  mechanisms  within  VHACO  and  between 
VHACO  and  the  field  to  promote  transparency,  dialogue,  and  collaboration. 


VHA  establish  a  transformation  office,  reporting  to  the  CVCS  with  broad  authority  and 
a  supporting  budget  to  accomplish  the  transformation  of  VHA  and  manage  the 
large-scale  changes  outlined  throughout  this  report. 
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Recommendation  #13:  Streamline  and  focus  organizationai  performance  measurement  in 
VHA  using  core  metrics  that  are  identicai  to  those  used  in  the  private  sector,  and  establish 
a  personnel  performance  management  system  for  health  care  leaders  in  VHA  that  is 
distinct  from  performance  measurement,  is  based  on  the  leadership  competency  model, 
assesses  leadership  ability,  and  measures  the  achievement  of  important  organizational 
strategies. 

To  achieve  the  Commission's  vision  of  quality^  access,  and  choice  for  veterans,  VHA  must 
effectively  measure  outcomes  and  hold  leaders  accountable  for  improvement  VHA  can 
measure  itself  against  internal  best  practices,  but  veterans  deserve  care  that  uniformly  meets  or 
exceeds  private-sector  quality  standards.  A  clear,  concise,  balanced  measure  set— identical  to 
private-sector  standards  — will  give  leadership,  staff,  and  administrators  focus  and  direction  for 
their  work.  VHA  leaders  are  responsible  for  delivering  these  quality  outcomes  to  veterans.  They 
do  so  by  exercising  leadership  skills  and  traits  in  their  management  and  direction  to  staff.  Short¬ 
term  gains  can  be  realized  at  the  expense  of  staff  morale  and  well-being,  but  the  long-term 
health  of  the  organization  cannot.  Therefore,  organizations  must  be  sure  to  assess  leaders' 
performance  not  just  on  zvhaf  they  achieve  but  how  they  achieve  it. 

7776’  Commission  Recommends  TJmt .  .  . 

Orgonizatlonaf  Performance  Measurement 

■  VHA  streamline  organizational  performance  measures,  emphasize  strategic  alignment 
and  meaningful  effect,  and  use  benchmarked  measures  that  allow  a  direct  comparison  to 
the  private  sector. 

■  The  new  Office  for  Organizational  Excellence  work  with  experts  to  reorganize  its 
internal  structure  to  align  business  functions  with  field  needs  and  consolidate  and 
eliminate  redundant  or  low -priority  activities. 

Personnel  Performance  Management  System 

■  VHA  create  a  new  performance  management  system  appropriate  for  health  care 
executives,  tied  to  health  care  executive  competencies,  and  benchmarked  to  the  private 
sector, 

■  The  eves  and  all  secondary  raters  hold  primary  raters  accountable  for  creating 
meaningful  distinctions  in  performance  among  leaders. 

■  VHA  recognize  meaningful  distinctions  in  performance  with  meaningful  awards. 

Diversity  and  Cultural  Competence 

Recommenofat/on  #14:  Foster  cultural  and  military  competence  among  all  VHA  Care 
System  leadership,  providers,  and  staff  to  embrace  diversity,  promote  cultural  sensitivity, 
and  improve  veteran  health  outcomes. 

The  VHA  Care  System  must  implement  a  systemic  approach  to  developing  the  cultural  and 
military  competence  of  its  leadership,  staff,  and  providers,  as  well  as  measure  the  effects  of 
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these  efforts  on  improving  health  outcomes  for  vulnerable  veterans.  Although  VHA  has  made 
some  strides  in  specific  program  areas^  cultural  competency  is  an  essential  part  of  providing 
effective  care  to  veterans  because  of  the  unique  needs  military  service^  and  especially 
participation  in  combat  operations,  may  cause. 

Jlie  Commission  Recommends  TJmt .  .  . 

■  VHA  implement  a  systemic  approach  to  establishing  cultural  and  military  competence 
across  VHA  and  its  community  providers,  and  provide  the  resources  required  to  fully 
integrate  the  related  strategy  into  veterans'  care  delivery. 

■  Cultural  and  military  competency  training  be  required  on  a  regular  basis  for  VHA  Care 
System  leadership,  staff,  and  providers. 

■  Cultural  and  military  competency  be  criteria  for  allowing  community  providers  to 
participate  in  the  VHA  Care  System. 

Workforce 

Recommendation  #15:  Create  a  simpie-to-administer  alternative  personnel  system,  in  law 
and  regulation,  which  governs  all  VHA  employees,  app//es  best  practices  from  the  private 
sector  to  human  capital  management,  and  supports  pay  and  benefits  that  are  competitive 
with  the  private  sector^ 

VHA  has  staffing  shortages  and  vacancies  at  every  level  of  the  organization  and  across 
numerous  critical  positions,  including  facility  leadership,  clinical  staff,  supply  chain  personnel, 
and  customer  service  staff.  VHA  lacks  competitive  pay,  must  use  inflexible  hiring  processes, 
and  continues  to  use  a  talent  management  approach  from  the  last  century.  A  confusing  mix  of 
personnel  authorities  and  position  standards  make  staffing  and  management  a  struggle  for  both 
supervisors  and  human  resources  personnel.  Title  5  was  not  created  with  a  modern  health  care 
delivery  system  in  mind  and  falls  short  of  offering  what  is  needed  to  create  a  high-performing 
health  care  system. 

The  Commission  Recommends  That .  .  . 

■  Congress  create  a  new  alternative  personnel  system  that  applies  to  all  VHA  employees 
and  falls  under  Title  38  authority.  The  system  must  simplify  human  capital  management 
in  VHA;  increase  fairness  for  employees;  and  improve  flexibility  to  respond  to  market 
conditions  relating  to  compensation,  benefits,  and  recruitment. 

■  VHA  write  and  implement  regulations  for  the  new  alternative  personnel  system,  in 
collaboration  with  union  partners,  employees,  and  managers,  that  does  all  of  the 
following: 

Meets  benchmark  standards  for  human  capital  management  in  the  health  care  sector 
and  is  easy  for  HR  professionals  and  managers  to  administer. 

Promotes  veteran  preferences  and  hiring. 
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Embodies  merit  system  principles  (merit-based,  nonpartisan,  nondiscrimination,  due 
process)  through  simplified,  sensible  processes  that  work  for  managers  and 
employees. 

Creates  one  human  capital  management  process  for  all  employees  in  VHA  for  time 
and  leave,  compensation,  advancement,  performance  evaluation,  and  disciplinary 
standards/  processes . 

Provides  due  process  and  appeals  standards  to  adverse  personnel  actions. 

Allows  for  pay  advancement  based  on  professional  expertise,  training,  and 
demonstrated  performance  (not  time-in-grade). 

Promotes  flexibility  in  organizational  structure  to  allow  positions  and  staff  to  grow 
as  the  needs  of  the  organization  change  and  the  success  of  each  individual  merits. 

Establishes  simplified  job  documentation  that  is  consistent  across  job  categories  and 
describes  a  clear  path  for  staff  professional  development  and  career  trajectories  for 
advancement. 

Eliminates  most  distinctions  (except  for  benefits)  between  part-time  and  full-time 
employees. 

Grandfathers  current  employees  with  respect  to  pay  and  benefits. 

■  VHA  ensure  all  positions,  to  include  human  resources  management  staff,  are  adequately 
trained  to  fulfill  duties. 

Recommendation  #16:  Require  top  executives  to  iead  the  transformation  of  HR,  commit 
funds,  and  assign  expert  resources  to  achieve  an  effective  human  capital  management 
system. 

Effective  plamiing  for  and  management  of  human  capital  are  core  enabling  requirements  for 
any  business:  If  the  system  that  supports  the  employees  fails,  then  the  organization  fails. 
Executive  leaders  must  ensure  the  success  of  human  capital  management;  however,  for  too  long 
in  VA,  human  capital  management  has  not  been  a  top  priority  for  leadership  time,  attention, 
and  funding  support.  Human  capital  management  personnel  must  be  equal  members  of  the 
leadership  team,  contributing  fully  to  strategic  decisions  and  planning  for  future  initiatives. 

The  Commission  Recommends  That . , . 

■  VHA  hire  a  chief  talent  leader  who  holds  responsibility  for  the  operation's  entire  HR 
enterprise,  is  invested  with  the  authority  and  budget  to  accomplish  the  envisioned 
transformation,  and  reports  directly  to  the  chief  of  VHA  Care  System. 

■  VA  and  VHA  prioritize  the  transformation  of  human  capital  management  with  adequate 
attention,  funding,  and  continuity  of  vision  from  executive  leaders. 

■  VA  align  HR  functions  and  processes  to  be  consistent  with  best  practice  standards  of 
high-performing  health  care  systems. 
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■  VA  Human  Resources  and  Administration  and  the  Office  of  Information  and 

Technology  should  create  an  HR  information  technology  plan  to  support  modernization 
of  the  HR  processes  and  to  provide  meaningful  data  for  trackings  quality  improvement, 
and  accountability. 


Eligibility 

Recommencfaf/on  #17:  Provide  a  streamlined  path  to  eligibility  for  health  care  for  those 
with  an  other-than-honorab/e  discharge  who  have  substantial  honorable  service. 

Addressing  access  issues  is  at  the  core  of  the  Commission's  charge*  Veterans  face  a  range  of 
barriers  to  care,  from  geographic  barriers  to  facility-specific  problems,  such  as  long  wait  times 
for  an  appointment  or  lack  of  evening  or  weekend  hours*  These  barriers,  which  affect  even 
those  with  service-incurred  health  conditions,  can  be  overcome*  Some  former  service  members, 
however,  have  encountered  a  more  fundamental  barrier  when  applying  for  care*  Because  of  the 
character  of  their  discharge,  they  are  not  considered  veterans,  and  thus  are  not  eligible  for  VA 
care. 

In  some  cases,  individuals  have  been  dismissed  from  military  services  with  an  other-than- 
honorable  (OTH)  discharge  because  of  actions  that  resulted  from  health  conditions  (such  as 
traumatic  brain  injury  [TBI],  posttrauma  tic  stress  disorder  [PTSD],  or  substance  use)  caused  by, 
or  exacerbated  by,  their  service*  Under  VA  regulations,  these  individuals  do  not  meet  the 
definition  of  a  veteran,  and  are  therefore  ineligible  for  VHA  medical  care*  This  situation  leaves  a 
group  of  former  service  members  who  have  service-incurred  health  issues  (namely  mental 
health  issues)  unable  to  receive  the  specialized  care  VHA  provides. 

The  Commission  Recommends  That .  *  . 

■  VA  revise  its  regulations  to  provide  tentative  eligibility  to  receive  health  care  to  former 
service  members  with  an  OTH  discharge  who  are  likely  to  be  deemed  eligible  because  of 
their  substantial  favorable  service  or  extenuating  circumstances  that  mitigate  a  finding 
of  disqualifying  conduct, 

Recommendat/on  #18:  Establish  an  expert  body  to  develop  recommendations  for  VA  care 
e//g/jb/7/ty  and  benefit  design. 

Although  VHA  continues  to  offer  the  promise  of  health  care  to  all  eligible  veterans,  its  capacity 
to  meet  that  promise  is  constrained  by  appropriated  funding.^^ 

The  Commission  Recommends  That .  .  . 

■  The  President  or  Congress  task  another  body  to  examine  the  need  for  changes  in 
eligibility  for  VA  care  and/or  benefits  design,  which  would  include  simplifying 
eligibility  criteria,  and  may  include  pilots  for  expanded  eligibility  for  nonveterans  to  use 


The  MITRE  Assessment  the  Health  care  DeiiPery  Systems  and  Aiamgement  Pmasses  of  the  Depa:rt?nent 

(fl'^etermsAffam,  l^olnme  1 :  Integrated  Kepo-^i,  24,  accessed  April  It,  2016, 
http:/  /\v\\^v  .va.gov  /  opa/c  hoiceact/ documents  /  assessments /integj:ated_report.p<it'. 
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underutilized  VH A  providers  and  facilities,  providing  payment  through  private 
insurance. 

■  The  SECVA  revise  VA  regulations  to  provide  that  service-connected-disabled  veterans 
be  afforded  priority  access  to  care,  subject  only  to  a  higher  priority  dictated  by  clinical 
care  needs. 


Conclusion 


The  next  20  years  will  see  continued  dynamic  change  in  health  care,  well  beyond  the 
Commission's  capacity  to  forecast  the  future.  What  is  clear,  though,  is  that  the  concept  of  access 
to  care  is  itself  undergoing  marked  change.  The  potentially  explosive  growth  of  telemedicine, 
increasing  emphasis  on  preventive  care,  and  likely  proliferation  of  technologies  that  permit 
routine  home^based  health  monitoring  and  care  of  patients  with  chronic  illnesses  will 
dramatically  affect  access  needs.  We  are  also  witnessing  profound  changes  in  the  nature  of 
patient-provider  engagement  and  in  where  and  how  care  is  delivered.  VHA  must  keep  pace 
with,  and  even  be  a  leader  in,  these  changes. 

Patient-access  is  a  sharp  lens  through  which  to  gauge  how  well  a  health  system  is  functioning, 
particularly  if  we  understand  access  to  reflect  not  only  timeliness,  but  care  quality,  and  patient 
expectations.  Providing  veterans  timely  care  remains  a  challenge  today,  notwithstanding 
establishment  of  the  Choice  Program  and  VHA  leadership's  focus  on  improving  access.  Access  is 
not  a  problem  for  VHA  alone:  Delivering  timely  care  is  challenging  for  many  providers  and 
health  systems,  in  part  due  to  the  unavailability  of  providers  in  some  communities  and  national 
shortages  of  some  categories  of  health  professionals. 

For  VHA,  an  important  conclusion  is  that  providing  timely  access  to  care  is  not  simply  a  matter 
of  increasing  staffing,  modernizing  IT  systems,  installing  new  leadership,  or  any  other  single 
effort,  although  all  of  these  changes  are  needed.  As  the  Independent  Assessment  Report 
emphasized,  multiple  systemic  problems  have  contributed  to  VHA's  access  problems,  and  an 
integrated  systems  approach  is  essential  to  address  the  myriad  issues  affecting  access  to  care 
and  the  service  veterans  receive. 

The  Commission's  report  underscores  the  importance  of  transforming  VA  health  care  delivery 
and  the  systems  that  underlie  it.  In  employing  the  term  transformation,  the  Commission  means 
fundamental,  dramatic  change  — change  that  requires  new  direction,  new  investment,  and 
profound  reengineering.  Some  will  question  that  view,  and  perhaps  challenge  the  notion  that 
the  nation  should  invest  further  in  the  VA  health  care  system.  None,  however,  should  question 
the  nation's  obligation  to  those  who  sustained  injury  or  illness  in  service,  or  who  are  at 
increased  health  risk  as  a  result  of  deployments  to  combat  zones  or  other  service-related 
experiences. 

In  this  report,  the  Commission  fully  acknowledges  the  deep  problems  the  Independent 
Assessment  Report  described.  Importantly,  though,  the  Commission  recognizes  the  VA  health 
care  system  has  valuable  strengths,  including  some  unique  and  exceptional  clinical  programs 
and  services  tailored  to  the  needs  of  the  millions  of  veterans  who  turn  to  VA  for  care.  For 
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example,  VHA's  behavioral  health  programs,  particularly  with  their  integration  of  behavioral 
health  and  primary  care,  are  largely  unrivalled,  and  profoundly  important  to  many  who  have 
suffered  from  the  effects  of  battle  and  for  whom  VHA  is  a  safety  net*  Even  considering  these 
strengths,  some  may  question  how  a  system  beleaguered  with  the  problems  VHA  faces  can 
achieve  lofty  transformation  goals*  This  is  not  the  first  time  VHA  has  faced  challenges;  however, 
and  history  has  demonstrated  that  with  appropriate  structure  and  strategies  in  place, 
transformation  can  be  achieved  and  sustained* 

Transformation  is  a  difficult  process  that  will  require  careful  stewardship,  sustainable 
leadership,  and  unwavering  focus  and  commitment  to  the  long-term  vision  and  strategy.  The 
Commission's  recommendations  in  some  areas  acknowledge  VHA's  efforts  to  begin  the 
transformation  process  and  suggest  that  where  these  efforts  align  with  the  Commission's 
recommendations,  they  should  be  sustained.  Reaping  the  fruits  of  transformation  will  take 
more  than  a  single  Congress  or  a  single  4-year  administration.  For  this  reason,  the  Commission 
strongly  recommends  a  new  governance  model  and  an  extended  term  for  the  leader  of  the  VHA 
Care  System  to  sustain  a  continuing  transformation.  Even  should  VHA  implement  all  the 
Commission's  recommendations,  it  will  not  succeed  in  transforming  on  its  own;  it  will  require 
the  full  support  from  both  the  White  House  and  Congress.  Our  nation's  veterans  deserve  no 
less. 
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Two  years  ago,  a  scandal  over  VHA  employees  manipulating  data  systems  to  cover  up  long 
delays  in  scheduling  care  left  the  veterans'  health  care  system  reeling.  The  White  House  and 
Congress  investigated  the  situation  and  identified  chronic  management  and  system  failures, 
along  with  a  troubled  organizational  culture*  In  response,  the  White  House  appointed  new 
leadership,  including  the  secretary  of  veterans  affairs  (SECVA)  and  undersecretary  of  health 
(USH),  and  Congress  enacted  substantial  legislation  that  established  a  temporary  program,  the 
Choice  Program,  to  fund  expanded  community  care  to  alleviate  wait  times;  directed  a 
comprehensive  independent  assessment  of  VHA  care  delivery  and  management  systems;  and 
established  this  commission  to  review  that  assessment,  examine  access  to  care,  and  look  more 
expansively  at  how  veterans'  care  should  be  organized  and  delivered  during  the  next  2  decades. 

The  Commission  on  Care's  work  during  the  past  10  months  was  informed  by  the  Independent 
Assessment  Report,  as  well  as  by  26  days  of  public  meetings  (held  in  12  sessions)  with  testimony 
by  a  broad  range  of  experts  and  stakeholders,  intensive  deliberations,  site  visits  to  VHA 
facilities,  and  very  importantly  by  the  wide-ranging  experience  and  expertise  of  commission 
members  appointed  by  congressional  leaders  and  the  President. 

The  charge  given  this  Commission,  with  its  emphasis  on  access  to  care,  reflects  the  need  for  a 
long-range  strategic  evaluation  of  the  veterans'  health  system.  Access  problems  were  the 
primary  catalyst  for  the  law  establishing  this  body,  and  an  examination  of  access  has  necessarily 
been  central  to  the  Commission's  work;  however.  Congress  wisely  directed  the  Commission  to 
undertake  a  strategic  examination  as  well. 

The  next  20  years  will  see  continued  dynamic  change  in  health  care,  well  beyond  the 
Commission's  capacity  to  forecast  the  future.  What  is  clear,  however,  is  that  the  concept  of 
access  to  care  is  itself  undergoing  marked  change.  The  potentially  explosive  growth  of 
telemedicine,  increasing  emphasis  on  preventive  care,  and  likely  proliferation  of  technologies 
that  permit  routine  home-based  health  monitoring  and  care  of  patients  with  chronic  illnesses 
will  dramatically  affect  access  needs.  We  are  also  witnessing  profound  changes  in  the  nature  of 
patient-provider  engagement,  and  in  where  and  how  care  is  delivered.  VHA  must  keep  pace 
with,  and  even  be  a  leader,  in  these  changes. 

Patient-access  is  a  sharp  lens  through  which  to  gauge  how  well  a  health  system  is  functioning, 
particularly  if  we  understand  access  to  reflect  not  only  timeliness,  but  care  quality  and  patient 
expectations.  Providing  veterans  timely  care  remains  a  challenge  today,  notwithstanding 
establishment  of  the  Choice  Program  and  VHA  leadership's  focus  on  improving  access.  Access  is 
not  a  problem  for  VHA  alone;  Delivering  timely  care  is  challenging  for  many  providers  and 
health  systems,  in  part  due  to  the  unavailability  of  providers  in  some  communities  and  national 
shortages  of  some  categories  of  health  professionals. 


For  VHA,  an  important  conclusion  is  that  providing  timely  access  to  care  is  not  simply  a  matter 
of  increasing  staffing,  modernizing  IT  systems,  installing  new  leadership,  or  any  other  single 
effort,  although  all  of  these  changes  are  needed.  As  the  Independent  Assessment  Report 
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emphasized,  multiple  systemic  problems  have  contributed  to  VHA's  access  problems,  and  an 
integrated  systems  approach  is  essential  to  address  the  myriad  issues  affecting  access  to  care 
and  the  service  veterans  receive* 

The  commission's  report  underscores  the  importance  of  transforming  VA  health  care  delivery 
and  the  systems  that  underlie  it.  In  employing  the  term  transformation,  the  commission  means 
fundamental,  dramatic  change  — change  that  requires  new  direction,  new  investment,  and 
profound  reengineering.  Some  will  question  that  view,  and  perhaps  challenge  the  notion  that 
the  nation  should  invest  further  in  the  VA  health  care  system.  None,  however,  should  question 
the  obligation  owed  those  who  sustained  injury  or  illness  in  service,  or  who  are  at  increased 
health  risk  as  a  result  of  deployments  to  combat  zones  or  other  service-related  experiences. 

In  this  report,  the  Commission  acknowledges  the  deep  problems  the  Independent  Assessment 
Report  described.  Importantly,  though,  the  commission  recognizes  the  VA  health  care  system 
has  valuable  strengths,  including  some  unique  and  exceptional  clinical  programs  and  services 
tailored  to  the  needs  of  the  millions  of  veterans  who  turn  to  VA  for  care.  For  example,  VHA's 
behavioral  health  programs,  particularly  with  their  integration  of  behavioral  health  and 
primary  care,  are  largely  unrivalled,  and  profoundly  important  to  many  who  have  suffered 
from  the  effects  of  battle  and  for  whom  VHA  is  a  safety  net. 

Others  may  question  how  a  system  with  the  range  of  problems  VHA  faces  can  meaningfully 
improve,  let  alone  realize  a  transformation.  Mindful  of  its  20-year  charge,  the  Commission  notes 
that  VA  health  care  faced  similar  challenges  20  years  ago  and  underwent  a  historic 
transformation.  The  long  history  of  the  VA  health  care  system  has  seen  highs  and  lows.  Among 
the  lessons  in  that  history  is  that  the  mission  —  to  care  for  those  who  have  borne  the  battle  — is 
not  only  powerful,  but  enduring.  History  has  demonstrated  that  transformation  can  be 
achieved,  but  also  that  structures  and  strategies  for  sustainability  must  be  built  into  the 
framework* 

As  the  commission  report  emphasizes,  transformation  is  difficult.  It  is  a  process  that  will  require 
careful  stewardship,  sustainable  leadership,  and  unwavering  focus  and  commitment  to  the 
long-term  vision  and  strategy.  VHA  has  begun  some  of  this  work;  our  recommendations  in 
some  areas  acknowledge  VHA's  efforts  and  suggest  that  where  they  are  aligned  with  the 
Commission's  recommendations,  they  should  be  sustained.  The  fruits  of  the  transformation, 
though,  will  not  be  realized  over  the  course  of  a  single  Congress  or  a  single  4-year 
administration.  For  this  reason,  the  Commission,  strongly  recommends  a  new  form  of 
governance  and  an  extended  term  for  the  leader  of  the  VHA  Care  System  to  sustain  a 
continuing  transformation*  Even  should  VHA  implement  all  the  Commission  recommends,  it 
will  not  succeed  in  transforming  on  its  own;  it  will  require  the  full  support  from  both  the  White 
House  and  Congress*  Our  nation's  veterans  deserve  no  less. 
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Redesigning  the  Veterans’ 

Health  Care  Deiivery  System 

The  VHA  Care  System 

Recommendation  #1:  Across  the  United  States,  with  local  input  and 
knowledge,  VHA  should  establish  high-performing,  integrated  community- 
based  health  care  networks,  to  be  known  as  the  VHA  Care  System,  from 
which  veterans  will  access  high-quality  health  care  services. 

Problem 

Due  to  changing  veteran 
demographics^  increasing  demand  for 
VHA  care  in  some  markets^  and 
declining  demand  in  other  markets^ 
more  veterans  being  adjudicated  as 
having  service-connected  conditions, 
aging  facilities,  provider  shortages  and 
vacancies,  and  other  factors,  VHA 
faces  a  misalignment  of  capacity  and 
demand  that  threatens  to  become 
worse  over  time.  Some  facilities  and 
services  have  low  volumes  of  care  that 
can  create  quality  concerns,  and  in 
high  demand  areas,  VHA  often  lacks 
the  capacity  to  avoid  lengthy  wait 
times  and  other  access  issues. 

With  the  passage  of  the  Veterans 
Access,  Choice,  and  Accountability  Act 
of  2014  (VACAA),  Congress  tasked 
VHA  with  creating  the  temporary 
Choice  Program.  It  was  intended  to 
alleviate  access  issues  by  allowing  for 
greater  use  of  community  care  for 
enrolled  veterans  who  meet  the  law's 
wait-time  or  distance-to-a-VHA-facility  requirements. 


The  Commission  Recommends  That 


■  VHA  Care  System  governing  board  (see  Recommendation  #9) 
develop  a  national  delivery  system  strategy,  including  criteria 
and  standards  for  creating  the  VHA  Care  System,  comprising 
high-performing,  integrated,  community-based  health  care 
networks,  Including  VHA  providers  and  facilities.  Department 
of  Defense  and  other  federally-funded  providers  and  facilities, 
and  VHA-credentialed  community  providers  and  facilities. 

■  Integrated,  community-based  health  care  networks  be 
developed  with  IocqI  VHA  leadership  input  and  knowledge  to 
ensure  their  composition  is  reflective  of  local  needs  and 
veterans'  preferences. 

■  Integrated,  community-based  health  care  networks  must 
include  existing  VHA  special-emphasis  resources  (e.g.,  spinal 
cord  injury  (SCI),  blind  rehabilitation,  mental  health, 
prosthetics,  etc.).  In  areas  for  which  VHA  has  special 
expertise,  VHA  should  also  play  the  role  of  enhancing  care  in 
the  local  communities  by  collaborating  with  community  care 
providers  to  implement  services  that  may  not  exist,  focused 
on  the  needs  of  veterans  (e.g.,  expansion  of  integrated 
primary  care/mental  health  care). 

■  Networks  be  built  out  in  a  well-planned,  phased  approach, 
overseen  by  the  new  governing  board,  which  determines  the 
criteria  for  the  phases  to  ensure  effective  execution  of  the 
strategy. 

Recommendations  continue  on  next  page.  => 
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Both  the  design  and  implementation  of 
the  law  have  proven  to  be  flawed.  VHA 
must  instead  establish  high- 
performing,  integrated,  community- 
based  health  care  networks,  to  be 
known  as  the  VHA  Care  System. 

Background 

VHA  has  long  had  authority  to 
purchase  hospital  care  and  medical 
services  based  on  geographic 
inaccessibility  or  VHA's  lack  of  a 
required  service.^^  In  2013,  VA  moved 
beyond  the  use  of  individual 
purchased-care  authorizations  to 
regional  contracting  under  the  Patient- 
Centered  Community  Care  (PC3) 

Program.^^  In  all  cases,  purchased  care 
was  a  secondary  means  of  providing 
care,  to  be  used  ''when  VA  health  care 
facilities  are  not  feasibly  available/''^ 

Even  before  the  creation  of  the  Choice 
Program  in  2014,  some  10  percent  of 
VHA  medical  spending  went  for 
purchased-care  services. 

When  Congress  enabled  what  became 
known  as  the  Choice  Program,  it  tasked 
VHA  with  implementing  a 
fundamentally  new  mechanism  for 
purchasing  care.  Unlike  traditional  purchased-care  authority  (which  still  exists),  the  Choice 
Program  promises  veterans  who  meet  specific  geographic  or  wait-time-related  criteria  that  they 
can  elect  to  receive  treatment  from  within  a  network  of  a  community  providers.^^ 


The  Commission  Recommends  That . 


<=  RecommendatiDns  continued  from  previous  page. 

■  VHA  credential  community  providers.  To  qualify  for 
participation  in  community  networks,  providers  must  be  fully 
credentialed  with  appropriate  education,  training,  and 
experience,  provide  veteran  access  that  meets  VHA 
standards,  demonstrate  high-quality  clinical  and  utilization 
outcomes,  demonstrate  military  cultural  competency,  and 
have  capability  for  interoperable  data  exchange. 

■  Providers  in  the  networks  be  paid  using  the  most 
contemporary  payment  approaches  available  to  incentivize 
quality  and  appropriate  utilization  of  health  care  services 
(i.e.,  using  Medicare  Access  and  CHIP  Reauthorization  Act  of 
2015  [MACRA]  physician  payment  methodology  being 
proposed  by  CMS). 

■  The  highest  priority  access  to  the  VHA  Care  System  be 
provided  to  service-connected  veterans,  and  low-income 
veterans  also  be  of  high  priority. 

■  The  current  time  and  distance  criteria  for  community  care 
access  (30  days  and  40  miles)  be  eliminated. 

■  Veterans  choose  a  primary  care  provider  from  all 
credentialed  primary  care  providers  in  the  VHA  Care  System. 

■  All  primary  care  providers  in  the  VHA  Care  System  coordinate 
care  for  veterans. 

■  The  VHA  Care  System  provide  overall  health  care 
coordination  and  navigation  support  for  veterans. 

■  Veterans  choose  their  specialty  care  providers  from  all 
credentialed  specialty  care  providers  in  the  VHA  Care  System 
with  a  referral  from  their  primary  care  provider. 


Under  the  current  Choice  Program,  however,  most  VHA  patients  are  promised  little  or  no  actual 
choice  of  providers  outside  VHA.  To  be  eligible  for  the  program,  VHA  patients  must  meet  the 
following  criteria:^^ 


Cootracts  for  ilospital  Care  and  Medical  Semces  in  Non-Department  Fadlities,  38  U.S.C.  §  1703(a). 

RAND  Ciorp  oration^  1 of  the  Health  Ctire  Delwefy  Systems  Mamyement  Processes  of  the  Department  of 

\  ^etera ns  Affairs f  Assessment  C  (Care  Authorities f  37,  accessed  February^  16,  2016, 
http://  WWW. va.gov  /  opa/choiceact/  documents /assessments/ As  sessment_C_Care_Autliori  ties.  pd£ 

2^Non-VA  Medical  Care  Program,  VHA  Directive  1601,  (2013). 

Veterans  Access,  Choice,  and  Accountability  Act  of  2014,  Pub.  L.  113-146,  128  Stat.  1754,  (2014). 

Veterans  Access,  Choice,  and  Accountability  Act  of  2014,  Pub.  113-146,  128  Stat.  1754,  (2014),  as  amended  by 
Construction  Authorisation  and  Choice  Improvement  Act,  Pub.  L.  No.  114-19,  129  Stat.  215,  (2015).  The  independent 
Assessment  proposed  that  VA  should  “Develcjp  and  implement  more  sensitive  standards  of  geographic  access  tt>  care. 
VA  should  compare  the  'one-si^c-fits-air  approach  of  driving  distance  to  alternative  standards  that  arc  more  sensidve  to 
differences  bet>veen  Veteran  suhgrc^ips,  cHnic^tl  pctpulations,  geographic  regions,  and  individual  facilities.  Tliis 
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■  Live  more  than  40  miles  from  the  closest  VHA  facility  with  a  full-time  primary  care 
provider 

■  Cannot  be  seen  within  30  days  of  the  date  veterans'  providers  indicate  they  need  to  be 
seen. 

■  Cannot  be  seen  within  30  days  of  veterans'  preferred  appointment  date  if  providers  have 
not  provided  a  specific  appointment  date. 

This  standard  is  difficult  to  reconcile  with  other  statutory  priorities  for  VA  care.^^  For  example, 
under  the  Choice  Program^  a  veteran  with  severe  service-incurred  health  conditions  may  have  no 
access  to  providers  outside  VHA,  yet  a  veteran  with  no  service-related  disabilities  does  have 
such  a  choice.^^  Implementing  the  Choice  Program  has  posed  challenges,  including  difficulties 
arising  from  overlapping,  but  fundamentally  different,  care-purchasing  authorities.  Veterans, 
VHA  staff,  and  community  providers^^  have  been  confused  because  of  conflicting  requirements 
and  processes  in  eligibility  rules,  referrals  and  authorizations,  provider  credentialing  and 
network  development,  care  coordination,  and  claims  management.^® 

Adding  to  the  confusion  is  the  fact  that  VHA,  facing  a  90-day  deadline  for  implementing  the 
program,  outsourced  the  creation  and  management  of  its  provider  networks  to  two  private 
contractors,  thus  blurring  lines  of  responsibility  and  leaving  both  patients  and  providers 
confused  about  who  exactly  holds  responsibility  for  what  In  execution,  the  program  has 
aggravated  wait  times  and  frustrated  veterans,  private-sector  health  care  providers 
participating  in  networks,  and  VHA  alike.^^ 

In  October  2015,  VA  submitted  a  report  to  Congress  that  proposed  legislation  to  harmonize  the 
different  purchased-care  authorities  into  a  single  approach.®^  VA's  report  also  set  out  a  plan  for 
establishing  high-performing  networks.  The  report  acknowledged  that  "[n]o  organization  can 
excel  at  every  capability,"  and  that  "  [sjervice  delivery  systems  designed  around  core 
competencies  .  .  *  provide  the  highest  potential  value  to  their  customers/'®^  As  further 
articulated  by  Dr.  David  Shulkin,  USH: 


assessment  highlighted  the  impt>ftance  of  time  spent  drivingj  mode  of  transptntation^  traffie,  and  availabihu^  of  needed 
ser\'^iccs  as  key  consider  ado  ns  in  assessing  geographic  access  to  care.” 

Management  of  Health  Care:  Patient  Jinrollment  System,  38  D.S.C.  §  1705. 

Ibid. 

R^\ND  Corporation,  Assessmnf  of  the  Health  Care  Ddive^^  Systems  and  Management  Processes  of  the  Department  of 

Veterans  Affairs,  Assessment  C  (Care  Anthorities),  43,  accessed  June  2,  2016, 

http:/ /\vw\v.va.gov/opa/ choiceact/ documents/ assessments /As  sessment_C_Care_Authorities.pdf  Pete  J  Icnty,  retired 
VA  medical  center  director,  response  to  questions  about  the  challenges  facing  field  officials,  email  to  Cajmmission  on 
Care  staff,  Jan uar)^  18,  2016. 

Department  of  Veterans  Affairs,  Plan  to  Consolidate  Programs  of  Department  of  Veterans  Affairs  to  Improve  Access  to  Care^  30, 
accessed  Jan uar\^  13,  2016,  http:/ /\v\\^v.va.gov/opa/publicatiQns/VA_Communit}i_Care__RepQrr_l  l_03_2015.pdf 

“Despite  $10B  ^Fix/  Veterans  are  Waiting  liven  Longer  to  See  Doctors,”  Quil  Lawrence,  Lric  Whitney,  and  Michael 
Tomsk,  accessed  May  16,  2016,  http://wu^,npr,org/sections/heaJth-shats/2016/05/ 16/47781 421  S/attempted-fix-for- 
va-  heal  th-d  clay  s  -ere  ates  -ne  w-bur  e  aucr  acy . 

Departinent  of  Veterans  Affairs,  Plan  to  Consolidate  Programs  of  Department  of  Veterans  Affairs  to  Improve  Access  to  Cartf  30, 
accessed  Januan"^  13,  2016,  http:/ /w\to. va.gov/opa/publications/VA_Community_Carc_Rcport_l  l_03_2015.pdf. 

Ibid.,  18. 
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It's  become  apparent  that  the  VA  alone  cannot  meet  all  the  health  care  needs  of 
U.S.  veterans.  The  VA's  mission  and  scope  are  not  comparable  to  those  of  other 
U.S.  health  systems.  Few  other  systems  enroll  patients  in  areas  where  they  have  no 
facilities  for  delivering  care.  Fewer  still  provide  comprehensive  medical,  behavioral,  and 
social  services  to  a  defined  population  of  patients,  establishing  lifelong  relationships  with 
them.  These  realities,  combined  with  the  wait-time  crisis,  have  led  the  VA  to  reexamine 
its  approach  to  care  delivery .  .  .  .[A]ddressing  veterans'  needs  requires  a  new  model  of 
care:  rather  than  remaining  primarily  a  direct  cure  provider,  the  VA  should  become  an 
integrated  payer  and  provider.  This  new  vision  would  compel  the  VA  to  strengthen  its 
current  components  that  are  uniquely  positioned  to  meet  veterans'  needs,  while  working 
with  the  private  sector  to  address  critical  access  issues,^^ 

Analysis 

VHA  needs  systemic  transformation^  and  merely  clarifying  and  simplifying  the  rules  for 
purchased  care,  as  proposed  in  the  Independent  Assessment  Report,  is  not  sufficient  to  achieve  that 
goal.  VHA  must  replace  the  arbitrary  eligibility  requirements  and  unworkable  clinical  and 
administrative  restrictions  of  current  purchased  programs  with  the  new  VHA  Care  System, 
available  to  all  enrolled  veterans. 

The  VHA  Care  System  is  defined  as  VHA  employed  providers  and  facilities;  Department  of 
Defense  (DoD)  and  other  federally-funded  providers  and  facilities;  and  community -based, 
VHA-credentialed  community  providers  and  facilities,  forming  integrated  networks  to  deliver 
high-quality  and  high-access  care  to  enrolled  veterans  across  the  United  States.  VHA  may 
establish  the  networks  with  the  use  of  national  contractors  or  with  internal  resources,  but 
networks  should  be  developed  with  local  VHA  leadership  input  and  knowledge  to  ensure  their 
composition  is  reflective  of  local  needs  and  veterans'  preferences. 

This  new  delivery  model  must  preserve  critical  VHA  programs  and  competencies  that  are 
unique  to  VHA  or  that  are  of  higher  quality  or  greater  scope  than  is  available  in  the  private 
sector,  either  locally  or  nationally^^  They  include  specialized  behavioral  health  care  programs, 
integrated  behavioral  health  and  primary  care  (in  patient-aligned  care  teams),  specialized 
rehabilitation  services,  spinal  cord  injury  centers,  and  services  for  homeless  veterans,^^  These 
and  similar  programs  and  services  are  core  competencies  and  special  capabilities  that  serve  the 
needs  of  combat  veterans,  veterans  with  conditions  incurred  or  aggravated  in  service,  and 
veterans  reliant  on  safety-net  services  and  supportsA^  Because  of  its  unique  capabilities  and 
competencies,  VHA  should  play  an  important  role  in  expanding  and  enhancing  the  care  of 
veterans  across  the  United  States  by  collaborating  with  local  network  providers  to  improve  the 


David  J.  Shulkin,  “Beyond  the  VA  Crisis  —  Becoming  a  High-Perfomiance  Nctu^ork,”  Neti>  England  Journal  ofMedklney 
374,  (2016):  1 003^1005,  accessed  June  15,  201 6,  http://doi.org/ 10, 1056/NEJMpl  600.307, 

IbAND  Corporation,  Independent  Assessment  of  the  Health  Care  Deimty  Systems  andMamgement  Processes  of  the  Department  of 
Veterans  Affairs f  Assessment  A  (Demographks)^  accessed  June  2,  2016, 

http://\\"ww,  va.gov/ opa/ choiceact/ documents/ assessments/ Assessment_A_Demographics,pdO 

Special  capabilities  like  spinal  cord  injury  care,  which  draw  from  specialty  care  available  in  the  full-ser\ice  hospitals  in 
which  they  are  currently  provided,  merit  continued  support  and  investment.  Thus,  in  instances  wliere  VHA  might  no 
longer  operate  a  full -service  hospital  that  had  once  housed  a  spinal  cord  injun^  center,  it  would  need  to  establish 
community  partnerships  to  assure  veterans  would  continue  to  receive  the  same  high  quality  care. 

35  David  j.  Shulkin,  “Why  VA  nealtli  Care  Is  Different,”  Tederai  Praettkoner,  33,  no.  5  (2016):  9-1 1, 

http:  /  /  tedprac.com /home /article /why ’Va-health-c  are-is™diffe  rent/ c8da5bal  261  bdbe726bddcbceea8 1  f27.html. 
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availability  and  quality  of  care  in  areas  especially  needed  by  veterans,  such  as  mental  health 
and  rehabilitation. 

Management  and  Oversight 

VHA  Care  System  networks  will  be  built  out  in  a  well-planned,  phased  approach  overseen  by 
the  new  governing  board,  which  will  determine  the  criteria  and  sequencing  for  the  phases,  to 
ensure  effective  execution  of  the  strategy.  The  timing  and  phasing  criteria  may  include  veteran 
service  needs,  access  issues,  quality  issues,  facility  issues,  and  IT  capabilities. 

The  networks  within  the  VHA  Care  System  will  require  ongoing  management  and  evaluation 
of  their  performance.  This  process  will  be  the  responsibility  of  VHA  management  and  board, 
with  board  oversight  of  network  performance. 

The  governing  board  will  oversee  the  budget  for  the  VHA  Care  System.  Local  leadership  will 
provide  input  on  funding,  and  the  local  networks  will  determine  their  funding  needs  and 
submit  their  respective  requests  to  the  chief  of  VHA  Care  System  (CVCS),  formerly  the 
undersecretary  of  health  for  VHA,  The  governing  board  will  recommend  to  Congress  the 
budget  required  to  implement  the  VHA  Care  System,  with  multiyear  appropriations.  The  local 
network  leaders  will  have  the  flexibility  to  manage  their  respective  netw^ork  budgets  based 
upon  local  needs.  A  key  element  of  the  new  system  will  be  combining  a  national  strategy  and 
local  flexibility  for  managing  the  budget  to  allow  for  effective  decision  making  to  ensure 
veterans^  needs  are  met 

Provider  Payment 

Providers  in  the  networks  should  be  paid  using  the  most  contemporary  payment  approaches 
available  to  incentivize  quality  and  appropriate  utilization  of  health  care  services  (i.e.,  using 
Medicare  Access  and  CHIP  Reauthorization  Act  of  2015  [MACRA]  physician  payment 
methodology  being  proposed  by  CMS).  MACRA  is  intended  to  move  the  health  care  industry 
away  from  a  fee-for-service  model  to  value-based  payments.^^  Such  a  system  is  expected  to 
drive  improved  quality  and  lower  costs. 

Care  Administration 

From  a  strategic  perspective,  service-connected  disabled  veterans  should  receive  the  highest 
priority  access  to  the  VHA  Care  System.  This  principle  should  guide  access  to  all  types  and 
points  of  care.  Veterans  with  limited  financial  means  should  also  have  high  priority.  If  needed, 
cost  sharing  (applicable  only  to  those  who  are  non-service-connected  disabled  and  not 
financially  needy)  can  provide  a  means  for  offering  broader  choice.  The  current  time  and 
distance  criteria  for  community  care  access  (30  days  and  40  miles)  should  be  eliminated.  VISN 
geography  should  also  be  eliminated  as  a  factor  in  determining  where  veterans  can  access  care. 
Eligible  veterans  should  be  permitted  to  receive  care  at  any  facility  and  by  any  provider  in  the 
VHA  Care  System,  whether  in  a  veteran's  home  VISN  or  not. 

Choice  and  Care  Coordination 

The  topic  of  choice  was  the  most  contentious  issue  considered  by  the  Commission.  Some 
Commissioners  advocated  complete  choice  of  providers  for  veterans,  with  no  requirement  for 


'‘The  Medicare  Access  C^HIP  Reauthoti^aticm  Act  Nadonal  Partnership  for  Families  and  Women^ 

accessed  June  6,  2016,  http‘//mv\v.nadonalpartncrship,org/issues/hea]th/macra.html. 

Ibid. 


27 

Page  44  of  974 


Commission‘On-Care_nnal“Report_06301 6_F0R-WEB.pdf  for  Printed  Item:  1  {  Attachment  1  of  4) 


Commission  on  Care  Final  Report 


care  coordination  by  primary  care  physicians.  Others  advocated  for  a  tightly  managed  model 
with  VHA  controlling  access  to  community  providers,  as  is  done  today.  After  considering  the 
costs  of  various  design  options,  the  importance  of  care  coordination,  and  the  need  for  greater 
veteran  access  to  both  primary  care  and  specialty  care  services,  the  Commission  agreed  to  the 
following  design  principles: 

■  VHA  will  establish  and  credential  community  networks  with  a  focus  on  quality  of 
providers,  access  to  comprehensive  services,  and  utilization  of  VHA  resources. 

■  Veterans  will  have  complete  choice  of  primary  care  providers  within  the  VHA  Care 
System. 

■  All  primary  care  providers  in  the  VHA  Care  System  (including  VHA  providers,  DoD 
and  other  federally  funded  providers,  and  community  providers)  will  coordinate 
veterans'  care. 

■  Specialty  care  will  require  a  referral  from  a  primary  care  provider. 

■  VHA  will  assume  overall  responsibility  for  care  coordination  and  navigation  for  all 
enrolled  veterans. 

Quality  of  care  must  be  a  core  element  of  network  design  and  consistently  monitored  with 
metrics  that  are  routinely  used  by  the  private  sector.  Accordingly,  VHA  must  adopt  standards 
that  both  ensure  networks  are  composed  of  high-quality  providers  and  set  appropriate 
expectations  of  those  providers.  Critically,  all  providers  in  the  networks  must  have  fully 
interoperable  IT  platforms  to  allow  for  complete  data  exchange.  Providers  must  work  together 
to  maximize  patients'  well-being  using  evidence-based  protocols  of  care. 

Lack  of  coordination  among  providers  is  a  major  quality  and  patient-safety  issue  throughout 
the  U.S.  health  care  system.  It  is  important  for  VHA  to  coordinate  the  care  it  provides  because  it 
serves  an  especially  vulnerable  population  that  has  more  chronic  medical  conditions,  behavioral 
health  conditions,  and  individuals  of  lower  socioeconomic  status  than  the  general  medical 
population.^  Veterans  who  receive  health  care  exclusively  through  VHA  generally  receive  well- 
coordinated  care,  yet  care  is  often  highly  fragmented  among  those  combining  VHA  care  with 
care  secured  through  private  health  plans.  Medicare,  and  TRICARE.  This  fragmentation  often 
results  in  lower  quality,  threatens  patient  safety,  and  shifts  cost  among  payers.^^^ 


Kenneth  Kiztr^  “V^etemns  ^ind  the  Affordable  C^are  of  Ameman  MeScal  tio.  8^  (2012): 

7 89-7 90,  accc  s  sed  J  one  20,  2016,  http :  /  /  doi.org/ 1 0 . 1 00 1  /  j  am  a . 20 1 2. 1 9 6 . 

39  Impact  of  the  Affordable  C]at  e  Act  on  VA's  Dual  Eligible  Population/’  Patricia  Vandenberg  et  al.,  Department 
of  Veterans  Affairs,  accessed  June  2,  2016,  http://mvw.hsrd.rescarch.va.gov/pubiicadons/forum/aprl3/aprl3-l.cfra. 
Kenneth  Kizer,  "Veterans  and  the  Affordable  Care  Act^”  of  i/je  Amemati  Assodafm^^  307,  no,  8,  (2012): 

789-790,  accessed  June  20,  2016,  http://doi.org/10.1001/jama.2012.196,  Brigham  R.  Frandsen  etal,  "Care 
Fragmentadon.,  Quality,  and  Costs  Among  Chronically  111  Patients/’  Ammam  Jotmia!  of  Managed  Can^  21,  no,  5,  (2015): 
355-362,  accessed  June  20,  2016,  http:/ /mTOtajmc. com/ journals/issuc/201 5/201 5-vol21-n5/care- fragmentation- 
qualit}^-costs-among-chronically-ill-paticnl:s.  Chuao-Fcn  Liu  et  aL,  "Use  of  Outpatient  Care  in  Veterans  Health 
Administradt>n  and  Medicare  among  Veterans  Recei\dng  Primarv’  Care  in  Co namunitv"^’ Based  and  Hospital  Outpatient 
Clinics,”  Health  Services  Research^  45,  no.  5  part  1,  (2010):  1268-1286,  accessed  June  20,  2016, 
http://doi.Drg/ ID.llll/j.l475<>773.201 0.01 123.x. 
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VHA  Care  System  will  operate  as  outlined  in  Table  2  below. 

Table  2.  V¥U\  Care  System  Operations 


Key  Component 


Choice 


Expectations 


Veterans  can  choose  a  primary  care  provider  from  all  credentialed  primary 
care  providers  in  the  VHA  Care  System* 

Veterans  can  receive  their  care  at  any  VHA  Care  System  location  across  the 
country  with  coordination  by  their  primary  care  provider. 


Care  Coordination 


All  primary  care  providers  in  the  VHA  Care  System  must  coordinate  care  for 
veterans*  Specialty  care  is  exclusively  accessed  through  referrals  from 
primary  care  providers. 

Veterans  can  choose  their  specialty  care  providers  from  all  credentialed 
specialty  care  providers  in  the  VHA  Care  System  with  a  referral  from  their 
primary  care  provider. 

Although  primary  care  is  traditionally  defined  as  internal  medicine  or  family 
practice,  VHA  may  designate  other  specialty  providers  as  primary  care 
coordinators  based  on  veterans'  specific  health  needs  (e*g*,  endocrinologists 
for  diabetic  patients,  neurologists  for  patients  with  Parkinson's  disease, 
OB/GYN  for  female  patients}, 

VHA  will  have  overall  responsibility  of  ensuring  care  coordination  for 
veterans,  including  complex  care  navigation. 


Scope  of  Prov/cfer  Networfis 

In  setting  up  networks  within  the  VHA  Care  System,  VHA  must  make  critical  tradeoffs 
regarding  their  size  and  scope.  For  example,  establishing  broad  networks  would  expand 
veterans'  choice,  yet  would  also  consume  far  more  financial  resources  (i.e*,  taxpayer  dollars) 
due  to  increased  utilization  or  cost  shifting.  Currently,  money  VHA  spends  on  expanding 
choice  is  not  available  to  spend  on  other  programs  and  services  vital  to  its  mission, 

Health  plans  commonly  limit  the  size  and  scope  of  networks  as  a  cost-management  tool, 
offering  insurance  products  with  narrow  networks  (managed  care  plans)  or  more  open 
networks  (preferred  provider  plans).  Well-managed,  narrow  networks  can  maximize  clinical 
quality  by  requiring  participating  clinicians  to  adhere  to  evidence-based  protocols  of  cared^ 
Achieving  high  quality  and  cost  effectiveness  may  constrain  consumer  choice,  A  patient's 
preferred  doctor,  clinic,  or  hospital  may  not  be  part  of  that  smaller  network  or  the  narrow 
network  may  not  offer  sufficient  geographic  access  for  some  patientsd^ 

VHA  must  balance  these  competing  considerations.  In  doing  so,  it  faces  a  variety  of  options*  In 
addition  to  the  scope  of  networks,  for  example,  is  the  question  of  whether  and  how  VHA  will 
play  a  role  in  steering  patients  to  different  providers  within  the  networks*  This  is  another  area 
involving  tradeoffs  among  competing  values  and  considerations.  Private-sector  health  plans 


The  MITRE  Corporation,  Indepmdmt  Assessment  of  the  'Health  Care  Delivery  Systems  and  Management  'Pmeesses  of  the 
Department  of  Hetefmis  Affairs^  Dfibime  f  :  Integrated  Report,  23  accessed  June  2^  201 6^ 
http://\\^"w.va,gov/  op  a/ choiceact/ documents/  assessments/in  tegtated_report.pdf. 

Tier  Nenx  orks  WiU  Mean  to  You/'  Ken  Terry^  accessed  June  2,  2016, 
h  ttp :  /  /  m  ed  icaleco  nom  i  cs  *  modern  m  ed  ici  n  e ,  com  /  m  ed  i  cal  -e  con  om  i  c  s  /  con  te  n  t/ wh  at- 1  i  ered  -n  e  tworks  -wi  11  -  m  e  an  -  you , 
Ibid*  U.S*  Congress,  House  of  Representatives,  Committee  on  Ways  and  Means,  Subcommittee  on  Health,  Hearing  on 
'Health  Cate  Comoiidation,  1 12^^  Congress,  P*  Session,  (2011),  (Statement  of  Paul  B.  Cunsburg,  President,  Cienter  fur 
Studying  Health  System  Change,  Research  Director,  National  Institute  for  Health  Care  Reform),  accessed  June  2,  2016, 
h  ttp :  /  /  way  sand  m  ean  s .  hous  e  .gt )  v/  U  pload  edPiles  /  C  rin  sburg^T estimt  >ny  _9  -  9  H 1  _Fi  nal.  pdf. 
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often  require  all  specialty  care  to  be  preapproved  through  a  referral  from  a  primary  care 
physician.  Managed  care  plans  may  also  use  prospective  and  concurrent  utilization  review  and 
care  management  for  hospitalization.  For  prospective  reviews,  patients  must  receive  approval 
from  their  health  plan  before  being  admitted  to  the  hospital  to  ensure  the  admission  is  clinically 
appropriate.  Plans  may  also  use  concurrent  utilization  or  case  management  for  inpatient  care  to 
ensure  the  care  and  tests  ordered  and  the  length  of  stay  in  the  hospital  are  appropriated^ 

The  Commission  carefully  weighed  these  issues  in  recommending  an  approach.  The 
Commission  considered  the  effect  of  cost  using  various  configurations  of  VHA  services  and 
community  delivered  services  (CDS).  Options  considered  by  the  commission  include  the 
following: 

■  Recommended  Option:  This  option  provides  an  integrated  network  of  VHA,  DoD  and 
other  federally  funded  providers,  and  community  providers,  credentialed  by  VHA.  It 
requires  veterans  to  attain  a  referral  from  their  primary  care  provider  to  access  specialty 
care. 

■  CDS  Alternative  1:  The  main  difference  between  this  option  and  the  Recommended 
Option  is  primary  care,  inpatient  medical  and  surgical  care,  and  some  standard  specialty 
care  would  not  be  eligible  for  CDS  networks  and  would  be  accessed  within  VHA  unless 
the  Choice  Program  distance  exception  applies. 

■  CDS  Alternative  2:  The  division  of  care  between  VHA  providers  and  CDS  network 
providers  would  be  the  same  as  for  CDS  Alternative  1;  however,  veterans  would  only 
need  to  consult  their  primary  care  provider  before  seeking  specialty  care,  rather  than 
obtaining  a  referral. 

■  CDS  Alternative  3;  This  option  would  combine  the  broad  network  in  the  Recommended 
Op^tion,  but  would  have  no  referral  or  consultation  requirement;  thus,  it  would  be  an 
extremely  generous  benefits  package. 

■  Premium  Support:  Under  this  scenario,  enrollees  who  are  younger  than  65  would 
choose  a  subsidized  insurance  premium  with  cost  sharing.  Access  to  VA  services, 
including  special  services,  would  be  eliminated. 

■  Eligibility  Expansion:  Under  this  scenario  the  VA  health  care  system  would  expand  to 
allow  all  veterans,  regardless  of  priority  group. 

■  Other-Than-Honorable  Discharges:  A  policy  change  for  which  individuals  with  other- 
than-honorable  (OTH)  discharge  is  outlined  in  Recommendation  #17.  This  option  would 
allow  temporary  eligibility  for  VA  health  care  to  those  with  an  OTH  discharge  until  the 
adjudication  process  to  determine  long-term  eligibility  took  place. 


Paul  B.  Ginsburg,  ''Achieving  Health  Care  Cost  Containment  Through  Provider  Payment  Reform  that  Engages 
Patients  and  Providers/"  HeaM  Affairs,  32,  no,  5,  (2013):  929-934,  accessed  June  20,  2016, 

http://doi.org/10.1377/hlthaff.2012.1007.  While  these  approaches  can  help  keep  costs  down,  patients,  doctors  and 
hospitals  can  experience  the  process  as  bureaucratic  interference  in  clinical  care.  To  implement  utilization  management, 
health  plans  usually  include  a  strong  clinical  appeals  process  that  both  doctors  and  patients  can  access  to  question  the 
decisitms  made  by  administrators. 
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Below  is  a  more  detailed  summary  of  the  Commission's  Recommended  Option.  Additional 
information^  including  cost  projections  for  all  of  the  options  above,  can  be  found  in 
Appendix  A* 

Cost  Mode/  for  Comm/ss/on  Recommended  Option 

This  option  would  expand  community  care.  At  least  initially,  all  care  currently  provided  by  VA 
would  continue  to  be  available  through  VA.  In  addition,  expanded  community  care,  also  called 
CDS,  would  be  provided  by  an  integrated  network  consisting  of  providers  (medical 
practitioners  including  physicians,  midlevel  practitioners  and  therapists,  and  hospitals  and 
clinics)  vetted  by  VHA.  The  CDS  netoork  would  include  all  primary  and  standard  specialty 
care;  it  would  not  include  special-emphasis  care  (care  that  is  provided  in  a  substantially 
different  way  than  by  VHA).^  In  2014,  68  percent  of  care  would  have  been  eligible  for  CDS 
networks  at  current  VHA  prices,  A  referral  from  a  primary  care  provider  would  be  required  to 
receive  specialty  care.  This  referral  could  come  from  a  provider  either  at  VHA  or  from  the 
community  network  (i.e.,  from  any  provider  in  the  VHA  Care  System).  In  this  scenario,  we 
assumed  all  other  characteristics  of  the  VHA  Care  System  would  remain  the  same  as  under 
current  policy.  We  assume  that  the  Choice  Program  ends  and  that  those  formerly  in  the  Choice 
Program  will  take  advantage  of  the  community  care  offered  in  the  CDS  networks. 

Both  CDS  networks  and  traditional  Care  in  the  Community  (CITC)  are  priced  at  Medicare 
allowable  rates  by  matching  Medicare  fee  schedule  data  to  VA  Health  Service  Categories.^^  a 
few  benefits  that  are  not  covered  by  Medicare,  such  as  dental,  are  priced  at  historic  CITC  unit 
costs.  Cost  sharing  for  CDS  networks  is  assumed  to  be  the  same  as  that  for  care  in  VA  facilities. 
For  care  shifting  into  the  CDS  networks,  we  assume  VA  is  able  to  adjust  resources  such  that 
only  the  equipment  and  national  overhead  portions  of  unit  costs  remain  in  VA  facilities.  Note 
that  unit  costs  do  not  include  costs  associated  with  the  physical  building  or  nonrecurring 
maintenance;  those  costs  are  not  modeled. 

We  expect  that  allowing  enrollees  to  get  primary  and  standard  specialty  care  in  the  community 
will  increase  reliance  for  care  provided  in  the  community  because  many  veterans  would  have  a 
choice  among  a  larger  number  of  providers  and  would  be  more  likely  to  have  the  option  to 
receive  care  at  a  more  convenient  location.  We  also  expect  enrollment  to  increase  because  some 
eligible  veterans  would  be  induced  to  enroll  by  the  prospect  of  having  VA  pay  for  them  to  see  a 
provider  in  the  community.  We  assume  that  60  percent  of  eligible  care  shifts  from  VA  facilities 
to  CDS  networks.  Currently  reliance  is  34  percent.  Under  this  scenario,  we  model  reliance  levels 
of  40,  50,  and  60  percent,  which  correspond  to  reliance  rates  increases  of  approximately  18,  47, 
and  76  percent,  respectively.  These  reliance  increases  apply  only  to  CDS  care,  not  CDS-eligible 
care  that  is  provided  in  VA  facilities.  Although  the  choice  of  providers  is  expanded  and  wait 
times  are  potentially  reduced  in  VA,  there  continues  to  be  a  requirement  for  a  referral  to  access 
specialty  care,  as  there  is  in  the  current  system.  We  modeled  enrollment  increases  of  5, 15,  and 


Special-emphasis  care  includes:  prosthetics  and  orthotics,  recreational  therapy,  rehabilitative  care,  pharmacy,  home- 
based  primary  care,  spinal  cord  injuiy^  and  disorders,  some  categories  of  long-term  services  and  supports,  mental  health, 
and  homeless  care.  We  count  all  mental  health  as  special -emphasis  because  mental  health  categories  cannot  easily  be 
differentiated  by  care  that  is  VA  special -emphasis  and  care  that  is  not. 

Medicare  Allowable  rates  were  provided  by  Milliman  at  the  request  of  V A.  They  were  prt)duced  using  repricing 
performed  at  the  area-specific  level  for  inpatient,  outpatient,  and  professional  care.  For  services  that  were  not  repriced 
within  an  HSd,  Medicare  amounts  were  estimated. 
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20  percent  for  the  low^  middle  and  high  estimates,  which  assume  integrated,  narrow,  and  well- 
managed  networks  that  are  designed  and  managed  with  cost  as  one  of  the  major  considerations. 
We  also  modeled  an  enrollment  increase  of  50  percent,  more  consistent  with  a  less-managed, 
relatively  broad  network  for  which  cost  is  a  less  important  consideration.  Finally,  we  assume 
that  newly  entering  veterans  who  receive  treatment  in  CDS  networks  because  of  this  policy 
have  a  20  percent  utilization  increase  for  new  demand  in  CDS  networks.  Much  of  this  care  was 
formerly  subject  to  sizable  cost  sharing  with  private  insurance  or  Medicare  and  now  would  be 
subject  to  little,  if  any,  cost  sharing  associated  with  VA-financed  care. 

There  are  a  number  of  caveats  associated  with  our  estimates.  These  caveats  are  important,  and 
to  the  extent  that  these  assumptions  do  not  hold,  the  estimates  will  be  inaccurate.  The  estimates 
do  not  include  savings  and  costs  of  reducing  or  repurposing  infrastructure,  or  effects  on  VA's 
teaching,  research,  and  emergency  preparedness  missions.  Medicare  allowable  rates  are 
assumed  adequate  to  provide  all  veterans  with  robust  CDS  networks  in  their  local  areas.  For 
care  priced  at  historic  CITC  rates,  national  average  rates  are  assumed  to  represent  future  rates. 
Shifting  care  into  CDS  networks  does  not  affect  the  unit  cost  of  care  that  remains  in  VA 
facilities.  Reductions  in  the  volume  of  care  within  VA  facilities,  and  potentially  adverse  effects 
on  quality,  are  not  addressed.  Other  than  equipment  and  national  overhead,  the  costs  of  care 
shifting  out  of  VA  facilities  are  phased  out  concurrently  with  other  effects  in  the  model.  Finally, 
estimates  do  not  include  administrative  costs  associated  with  CDS  networks;  these  costs  could 
be  substantial. 

Figure  1  displays  estimates  for  the  Recommended  Option.  Estimates  for  well-managed,  narrow 
networks  range  from  $65  billion  to  $85  billion  in  2019,  with  a  middle  estimate  of  $76  billion.  The 
middle  estimate  is  moderately  above  the  baseline  projection  of  $71  billion.  Although  reliance 
and  enrollment  increases  push  VA  budgetary  costs  up,  the  switch  from  VA  unit  costs  to  the  less 
costly  Medicare  allowable  rates  for  CDS  networks  and  CITC  mitigate  the  increases.  The 
estimate  for  the  less-managed,  broader  network  scenario  is  $106  billion  in  2019,  illustrating  that 
costs  could  increase  markedly  if  governance  of  the  netw^ork  places  less  importance  on  cost  or  if 
VA  were  unsuccessful  in  tightly  managing  the  network. 

This  model  is  described  more  fully  in  Appendix  A,  along  with  models  for  a  range  of  other 
options,  some  of  which  are  previously  described  in  this  section.  Consult  Appendix  A  for  more 
details  on  the  technical  assumptions  necessary  to  understand  the  results  presented  here.  The 
assumptions  and  caveats  detailed  in  Appendix  A  play  a  critical  role  in  our  estimates,  and  any 
deviation  from  these  assumptions  could  substantially  affect  the  estimates. 
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Figure  h  Projected  Costs  of  Recommended  Option 


Baseline 

Low 

Middle 

High 

Less-Managed 


Mitigating  R/s/cs 

Choice  involves  tradeoffs*  Reducing  drive  times  to  see  a  doctor  may  lead  to  longer  wait  times^ 
for  example^  if  it  induces  substantially  more  veterans  to  seek  more  care*^^  VHA  reliance  on 
contracting  could  also  have  unintended  consequences  for  already  underserved  communities* 
Providers  in  such  communities  who  join  the  local  VHA  network  may  decide  to  limit  the 
number  of  Medicare  and  Medicaid  patients  they  accept  into  their  practices.  In  other,  highly 
concentrated  health  care  markets,  which  are  increasingly  common  throughout  the  United 
States,  VHA  may  not  be  able  to  contract  for  care  in  the  community  except  at  higher  prices,^^ 
Such  circumstances  underscore  the  importance  of  VHA  retaining  the  option  of  building  its  own 
capacity. 

Policymakers  must  also  carefully  weigh  concerns  that  leaders  of  seven  major  veterans 
organizations  expressed  in  a  recent  joint  letter  in  which  they  warned  '^choice  should  never  be 
the  ultimate  goal  of  a  health  care  system  designed  to  meet  the  unique  needs  of  veterans/'^® 
These  organizations  do  not  support  providing  unfettered  choice,  and  the  VSO  leaders  stated 
that  ^'any  health  care  reform  proposal  that  elevates  the  principle  of  'choice'  above  all  other 
clinical  considerations  would  have  severe  consequences  for  veterans  who  rely  on  VA,  resulting 


Rj\ND  Corpo  radon.  Independent  Jissessmejti  of  the  Health  Care  I}eiive^>  Systems  and  Management  I^rocesses  of  the  Department  of 
Veterans  Affairs,  Assessment  3  (Health  Care  Capahilitiesf  284,  accessed  May  2,  2016, 

http:/ /w\\^v.va*gov/ opa/choiceact/  documents/ assessments/asscssment_b_hcalth_care_capabi]Jtics.pdf. 

David  M.  Cluder  and  Fiona  Scott  Morton,  “Hospinils,  Market  Share,  and  Cloiisolidation,”/'^^'^^’^^^^^  ffthe  American  Medical 
Association^  310,  no.  18,  (2013):  196^1970,  accessed  June  20,  2016,  http:/ /dohorg/ 10*1001 /jama. 201 3. 28 1675. 

Crtrr}^  J.  Augustine,  Disabled  American  Veterans  et  aL,  letter  sent  to  Commission  on  Care,  April  29,  2016. 
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in  less  'choice'  rather  than  the  intended  desire  for  more  health  care  options  for  many  disabled 
veterans. 

The  Commission  has  addressed  this  concern  in  several  ways^  including  the  following: 

■  recommendations  to  substantially  improve  VHA  operations,  thereby  enhancing  the 
attractiveness  of  using  VHA  providers  and  facilities  by  enrolled  veterans 

■  VHA  control  of  network  design 

■  VHA  Care  System  governing  board  oversight  of  network  execution  and  phasing 

■  high  standards  for  community  provider  participation,  including  credentialing,  military 
competence,  and  quality  and  utilization  performance 

■  VHA  oversight  of  care  coordination  and  navigation 

■  requirement  of  primary  care  referral  for  specialty  care 

The  Commission  recognizes  that  greater  choice  of  provider  can  result  in  higher  utilization  of 
health  care  services,  which  increases  costs.  This  risk  can  be  mitigated  by  recommendations  in 
this  report  that  will  produce  cost  savings.  To  incentivize  cost  mitigation,  all  cost  savings 
associated  with  improved  efficiency  and  operations  should  be  reinvested  into  the  VHA  Care 
System.  Examples  of  cost  mitigation  strategies  include  the  following: 

■  recovering  third-party  payments  owed  to  VHA  more  effectively 

■  maintaining  VHA  as  a  secondary  payer  when  veterans  have  other  health  insurance  and 
treatment  is  for  non-service-connected  care 

■  increasing  cost-sharing  or  changes  in  eligibility  and / or  benefit  design  could  also 
substantially  contain  the  projected  costs  of  increasing  provider -choice 

■  reducing  fixed  costs  of  underutilized  facilities  and  services 

■  managing  the  supply  chain  to  produce  cost  savings 

■  improving  facilities  to  increase  provider  productivity  (e*g.,  increase  in  outpatient  exam 
rooms) 

■  adopting  information  technology  that  improves  the  quality  and  efficiency  of  care 

Effectively  implementing  and  managing  integrated  networks  will  require  extensive  changes  in 
the  governance  and  leadership  of  VHA,  as  well  as  flexible  and  smart  procurement  policies  and 


Ibid 
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contracting  authorities,  as  discussed  elsewhere  in  this  report.  The  highest  priority  for  standing 
up  networks  should  be  locations  where  VHA  quality  of  care  is  deficient  or  capacity  is  strained. 

Where  capacity  constraints  exist  within  networks,  first  priority  for  care  should  go  to  those 
veterans  with  greatest  medical  need,  followed  by  service-connected  disabled  veterans  and 
indigent  veterans. VHA  should  develop  processes  and  procedures  for  insuring  that  veterans 
have  the  knowledge  and  assistance  they  need  to  make  informed  health  care  decision  and  to 
navigate  effectively  through  the  expanding  health  care  networks.  By  employing  strategies 
proven  by  other  managed  care  plans,  VHA  will  find  administrative  means  to  guard  against 
inappropriate  treatment,  wasteful  spending,  and  fraud. 

As  many  surgical  and  medical  procedures  that  previously  required  inpatient  hospital  stays 
have  routinely  become  outpatient  procedures,  there  continues  to  be  a  substantial  shift  from 
inpatient  to  outpatient  care.^^  Consequently,  to  ensure  improved  access  to  care  for  veterans,  the 
VHA  Care  System  and  long-term  plans  for  facilities  should  focus  on  creating  a  robust 
ambulatory  network  and  reshaping  inpatient  resources  to  match  expected  demand. 
Additionally,  to  inform  veterans'  and  providers'  decisions  and  create  increased  accountability 
for  performance,  all  VHA  and  community  network  providers  and  facilities  must  provide 
transparent  information  on  inpatient  and  outpatient  quality,  service,  and  access  using  the  same 
performance  metrics,  including  those  used  by  Medicare. 

Implementation 

Legislative  Changes 

■  Enact  legislation  amending  38  U.S.  Code,  Chapter  17  to  consolidate  existing  purchased- 
care  authorities  and  authorize  the  SECVA  to  furnish  enrolled  veterans  needed  hospital 
care  and  medical  services  through  agreements  with  providers  the  SECVA  deems  meet 
quality  standards  the  SECVA  will  establish.  Veterans  would  be  eligible  for  community 
care  on  the  same  basis  as  for  VHA-fumished  care,  and  current  wait  time  and  geographic 
distance  criteria  should  no  longer  be  applicable. 

VA  Administrative  Changes 

■  Develop  national  policy  to  govern  local  establishment  of  networks,  and  in  doing  so, 
focus  its  design  and  long-term  planning  on  creating  a  robust  ambulatory  capability  and 
reshaping  inpatient  resources  to  match  expected  demand. 

■  Establish  standards  that  community  providers  must  meet  to  qualify  for  participation  in 
community  networks,  to  include  becoming  fully  credentialed,  meeting  patient-access 
criteria,  demonstrating  high-quality  clinical  outcomes  and  appropriate  use  decisions, 
demonstrating  military  cultural  competency,  and  having  capability  for  interoperable 
data  exchange. 


Infomiadon  on  what  medical  centers  are  deficient  in  their  care  is  available,  for  example,  from  the  VHA's  own 
Strategic  Analytics  for  Improvement  and  1. earning  (SAII,)  data. 

It  would  seem  prudent  to  begin  such  phased  development  by  piloting  that  effort,  and  limiting  the  scope  of  unfettered 
choice  ttj  senice-connected  veterans. 

MehuJ  V.  Raval  et  al.,  ‘The  Importance  of  Assessing  Both  Inpatient  and  Outpatient  Surgical  Qualiw,”  Annals  of 
253,  3,  (2011):  611-618^  accessed  June  20,  2016,  http:/ /\\T^T\^ncbi.nlm.nih.gov/pubmed/211 83845. 
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■  Establish  systems  to  ensure  that  all  primary  care  providers  in  the  VHA  Care  System  can 
effectively  coordinate  veterans'  care. 

■  Provide  veterans  navigation  services  for  complex  care  needs,  including  information 
needed  by  patients  and  their  families  for  informed  decision  making  about  treatments 
and  providers.  Navigation  services  should  assist  veterans  and  their  families  with 
eligibility,  cost-sharing,  and  other  administrative  issues. 

■  Establish  policies  and  procedures  to  ensure  that  VHA  provider  as  well  as  community 
providers  within  each  network,  provide  transparent  information  (using  the  same 
metrics)  on  care-quality,  service,  and  access. 

■  Eliminate  the  practice  of  cross-country  referrals  if  quality  care  is  available  locally. 

■  Employ  the  most  current  payment  approaches  that  incentivize  quality  and  appropriate 
use  of  health  care  services. 

Other  Department  and  Agency  Administrative  Changes 

■  None  required. 


36 


Page  53  of  974 


Commission‘On-Care_nnal“Report_06301 6_F0R-WEB.pdf  for  Printed  Item:  1  {  Attachment  1  of  4) 


Commission  Recommendations 


Clinical  Operations 

Recommendation  #2:  Enhance  clinical  operations  through  more  effective  use 
of  providers  and  other  health  professionals,  and  improved  data  collection  and 
management. 

Problem 

A  shortage  of  providers  and  clinical  managers^ 
combined  with  inadequate  support  staff  and 
policies  that  fail  to  optimize  the  talents  and 
efficiency  of  all  health  professionals,  detract 
from  the  effectiveness  of  VHA  health  care* 

The  problem  starts  with  inadequate  numbers 
of  providers*  Ninety-four  percent  of  VHA  sites 
with  clinically  meaningful  access  delays 
indicated  that  increasing  the  number  of 
licensed  independent  practitioners  was  critical  or  very  important  to  increasing  access*^ 

At  the  same  time,  ineffective  use  of  providers  and  other  health  professionals  contributes  to 
suboptimal  productivity.  Highly  trained  clinical  personnel  are  often  unable  to  perform  at  the 
top  of  their  license,  meaning  they  spend  much  of  their  time  performing  tasks  that  should  be 
done  by  support  staff*^  For  example,  doctors  and  nurses  often  escort  patients;  clean 
examination  rooms;  take  vital  signs;  schedule;  document  care;  and  place  the  orders  for 
consultations,  prescriptions,  or  other  necessary  care  that  could  be  done  more  cost  effectively  by 
support  staff*  Twenty-three  percent  of  VHA  providers  identified  '^not  working  to  top  of 
provider  licensure"  as  a  barrier  in  health  care  provision.^^ 

VHA  is  also  currently  failing  to  optimize  use  of  advanced  practice  registered  nurses  (APRNs)* 
APRNs  are  clinicians  with  advanced  degrees  who  provide  primary,  acute,  and  specialty  health 
care  services* 

Background 

A  large  part  of  the  VHA's  problem  with  inadequate  clinical  support  staff  derives  from  its 
difficulties  in  hiring,  retaining,  and  training  medical  support  assistants  (MS As)*  These 
individuals  answer  phones,  schedule  care,  and  verify  health  care  eligibility,  among  other  duties* 


The  Commission  Recommends  That 


■  VHA  increase  the  efficiency  and  effectiveness  of 
providers  and  other  health  professionals  and 
support  staff  by  adopting  policies  to  allow  them  to 
make  full  use  of  their  skills. 

■  Congress  relieve  VHA  of  bed  closure  reporting 
requirements  under  the  Millennium  Act. 

■  VHA  continue  to  hire  clinical  managers  and  move 
forward  on  initiatives  to  increase  the  supply  of 
medical  support  assistants. 


RAND  Corporation,  iN^eperi^er^tAssessmefjf  HeaM  Care  Delivefy  Sjstms  a fii/ P^vcesses  of  ih  Depmfmf?/  of 

\Cekrans  Affairs t  Assessmmi  B  (I 'hath  Capabiiitksf  95,  accessed  June  3,  2016, 

http:/ /vv^vw,  va.gov/ opa/ cboiceact/documcnts/ assessments/assessment_b_health_care_capabilities.pdh 

Grant  Thornton,  Ifidepemhit  Assessmefii  of  fhe  HeaPh  Care  DePre-^^i  Sjsie/r/s  and  Aiam^emeni  Processes  of  the  Department  of 
Veterans  Affairs,  Assessment  G  (SfaffinffPhvdndmty/^VimeAilocation)^  ix,  accessed  June  3,  2016, 
hitp:/ /www.va*gov/opa/ choiceact/  documents/ assessments/ Assessment__G_Staffing_Pioductivir\^pdf. 

55  Ibid*,  95. 
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Congress  has  recently  given  VHA  the  flexibility  to  offer  MSAs  market-based  pay  rates.^^  VHA  is 
changing  cumbersome  rules  that  have  made  hiring  new  MSAs  exceptionally  time-consuming.^^ 

VHA  is  working  to  resolve  its  problems  with  resource  allocation  in  clinics*  For  example^  the 
agency  has  committed  to  increasing  use  of  clinical  managers  to  help  medical  centers  better 
match  resources  to  patient  demand.  Widely  used  by  other  health  care  systems,  clinic  managers 
enhance  operations  by  ensuring  that  telephone  protocols,  scheduling,  and  clinic  workflow  are 
operating  at  peak  efficiency.  They  also  ensure  that  staff  members  are  assigned  appropriate 
caseloads  and  are  meeting  productivity  standards  and  wait  time  targets  and  that  administrative 
staff  has  appropriate  training  in  scheduling,  coding,  and/ or  documentation. 

Many  states  have  already  taken  the  steps  to  ensure  APRNs  have  full  practice  authority.  VHA  is 
working  to  do  the  same,  which  will  allow  a  vast  increase  in  the  number  of  VHA  clinicians 
available  to  treat  patients  independently.^^ 

To  effectively  manage  clinician  supply  for  the  inpatient  setting,  administrators  require  accurate 
bed  count  data.  Currently  in  VHA,  data  integrity  of  bed  counts  is  compromised  as  a 
consequence  of  disclosure  requirements  of  Congress.  VHA  is  required  by  statute  to  complete  a 
complicated  reporting,  approval,  and  notification  process  when  it  closes  hospital  beds.^^  To 
avoid  the  reporting  requirements  some  VA  medical  centers  count  beds  as  unavailable 
indefinitely.  This  action  can  skew  occupancy  rates  and  thwart  planning  activities.  VHA 
developed  its  guidance  in  part  to  satisfy  the  Millennium  Act^“  and  other  requirements  that 
essentially  froze  beds  at  FY  1998  levels.^^ 

Analysis 

VHA  has  taken  a  number  of  measures  to  address  data  integrity  issues.  VHA  has  started  hiring 
clinical  managers  to  assist  in  managing  resources  for  effective  performance.  VHA  has  made 
efforts  to  address  problems  affecting  supply  and  training  of  MSAs.  Additionally,  VHA  has 
recently  proposed  a  rule  that  would  authorize  full  practice  for  APRNs  working  within  the 
agency 

These  measures  by  themselves,  however,  will  not  be  sufficient  to  solve  the  current  problems. 
VHA  must  ensure  all  facilities  have  enough  support  positions  — both  clerical  and  clinical  — to 


Sloan  D.  Gibson,  Deputy  Secretar)',  Department  of  Veterans  Affairs,  presentation  to  Commission  on  Care,  April  18, 
2016, 

38U.S,C.  §7401(3)(A)(iii). 

Establishing  Medication  Prescribing  Authority  for  Advanced  Practice  Nurses,  VHA  Directive  2008-049,  (2008). 

Inpatient  Bed  Change  Program  and  Procedures,  VI  L\  Handbook  1000.01,  (2010). 

The  Veterans  Mllennium  Health  Care  and  Benefits  Act,  Pub.  L.  No.  106-117, 113  Star.  1545,  Sec.  301.  Tide  Hi  of  the 
Millennium  Act  prohibits  the  secretar)^  from  closing  in  any  fiscal  year  more  than  50  percent  of  the  beds  within  a 
department  medical  center  unless  the  secretary'  first  submits  to  the  veterans*  committees  a  justification  for  such  closure 
and  waits  to  take  action  on  a  closure  until  21  days  after  the  submission  of  the  report.  It  also  requires  the  secretary  to 
report  annually  to  the  veterans  committees  on  bed  closures  during  the  preceding  fiscal  year. 

Extended  Care  Services,  38  U.S.C.  §  1710B(b)  requires  staffing  for  extended  care  to  remain  at  FY  1998  levels. 

62  Proposes  to  Grant  Full  Practice  Authority  to  Advanced  Practice  Registered  Nurses,**  Department  of  Veterans 
Affairs,  accessed  June  3,  2016,  http://www.va.gov/opa/pressrel/pressrelease.cfm?id=2793. 
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enable  all  clinicians  to  work  at  the  top  of  their  licenses  and  to  avoid  problems  with  turnover, 
unexpected  staff  absences,  and  surges  in  patient  demand.^^ 

VHA  must  have  authority  to  pay  competitive  rates  for  the  personnel  it  needs.  This  goal  would 
be  accomplished  in  part  by  adopting  Recommendation  #15  of  this  report  for  creating  a  new 
personnel  system  under  Title  38  for  all  VHA  employees.  Currently,  for  example,  clinical 
managers  and  practitioners  earn  far  more  in  the  private  sector/"'^ 

As  VHA  develops  improved  clinic  management  tools  such  as  the  Health  Operations 
Dashboard,  these  tools  draw  from  clinical  data,  patient  data,  and  other  sources  to  allow 
managers  to  make  decisions  using  real-time  data.^^  To  be  effective  tools,  the  data  fed  into  them 
must  be  accurate.  Relieving  VHA  from  some  of  the  reporting  requirements  of  the  Millennium 
Act  will  help  accomplish  effective  use  of  the  dashboard  for  inpatient  management. 

Implementation 
Legislative  Changes 

■  Create  a  new  alternative  personnel  system  under  Title  38  authority  as  mentioned  in 
Recommendation  #15, 

■  Eliminate  bed  reporting  requirements  under  the  Millennium  Bill,  and  require  VHA  to 
report  new  beds  as  closed,  authorized,  operating,  staffed,  or  temporarily  inactive  within 
90  days  of  enactment. 

VA  Administrative  Changes 

■  Develop  policy  to  allow  full  practice  authority  for  APRNs. 

■  Develop  leadership  tracks,  including  clinical  and  group  practice  managers,  for 
ambulatory  settings. 

■  Develop  training  programs  for  medical  support  assistants  (MSAs), 

■  Modify  policy  in  VHA  Handbook  1000.01,  Inpatient  Bed  Change  Program  and 
Procedures,  as  appropriate. 

Other  Department  and  Agency  Administrative  Changes 

■  None  required. 


McKinscy  &  Company,  Inc.,  hukpendent  Assessment  of  fh  HeaM  Care  De/imy  Syste^ns  and  Alamgemenf  Processes  of  dre 
Deparfment  of  I'^ekrans  ^AffairSf  ^4ssessmenCIz  (ll^'orA/hip — 17-18^  accessed  Jane  3  201 6^ 
h  ttp :  /  /  va,go  V  /  opa  /  c  h  oiceact  /  d  ocu  men  ts  /  a  s  ses  smen  ts  /  A  s  ses  s  m  en  t_E_Wor  k  fl  o  w_Sc  h  edn  1  i  ngpd  f. 

For  example.  Salaries. com  listed  a  median  salary  for  Clinic  Manager  lit  (a  manager  of  a  clinic  with  more  than 
50  physicians)  in  Dallas,  IX,  as  S94,000,^  ITe  pay  grade  assigned  for  this  position  is  GS-13,  which  pays  about  S73,800 
in  the  first  step  and  increases  up  to  396,000.  C.)ffice  of  Personnel  Management,  Schednk  1  General  Scheduk^  accessed 
March  31, 2016,  https:/ /’u.'ww.opm.gtw/policy-data-oversight/pay’leave/  salarieS'Wages/pay-executive-order-2C)16” 
ad  j  ustments-o  f-  certain-  rate  s-o  f-pay  .pd  f. 

Sloan  D.  Gibson,  Deput)^  Secretar)^  for  Veterans  Affairs,  presentation  to  Gomniission  on  Gare,  April  18,  2016. 
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Recommendation  #3:  Develop  a  process  for  appealing  clinical  decisions  that 
provides  veterans  protections  at  least  comparable  to  those  afforded  patients 
under  other  federally-supported  programs. 

Probfem 

All  federal  prewiders  and  most  health  insurers 
have  processes  to  ensure  that  beneficiaries 
have  enforceable  protections  that  allow  them 
to  obtain  medically  necessary  care  within  their 
health  benefits  package*^^  Such  processes  are  imperative,  particularly  for  care  plans  using 
capitated  payment  models  for  which  there  are  incentives  to  conserve  resources*  Most  veterans, 
and  even  their  advocates,  are  unsure  of  VHA^s  process  for  resolving  clinical  disputes.  This  may 
be  because  there  is  not  one  policy  in  place  for  VHA,  but  18  (one  for  each  Veteran  Integrated 
Service  Network  [VISN])*^^ 

As  part  of  the  MyVA  initiative,  the  SECVA  has  set  a  goal  of  world-class  service  for  veterans, 
including  a  proactive  patient  advocacy  team  that  is  integrated  into  patient-centered  care  and 
cultural  transformation  plans*^®  The  processes  in  place  for  patient  grievances  and  central 
protections  to  ensure  access  to  medically  necessary  care  remain  poorly  understood  despite  these 
efforts.  Also,  they  may  be  less  comprehensive  and  fair  than  appeals  processes  private  health 
insurers  and  other  federal  payers  are  required  to  provide*^^ 

Background 

VHA  policy  has  long  required  medical  centers  to  operate  a  patient  advocate  program  to  address 
patient  complaints 7^  In  1996,  Congress  enacted  an  eligibility  reform  statute  that,  for  the  first 
time,  gave  enrolled  veterans  access  to  a  uniform  benefits  package*^^  In  implementing  that  law, 
VHA  conducted  a  systemwide  review  of  how  clinical  disputes  were  handled  and  consequently 
instituted  an  external  appeal  system  in  FY  2000.  The  policy,  as  outlined  in  a  subsequent 
directive,  allowed  VISNs  to  request  external  professional  boards  to  conduct  impartial  reviews  of 
clinical  determinations*^  That  directive  also  addressed  a  process  for  internal  clinical  appeals*  It 
stated  as  policy  that  patients  or  their  representatives  who  have  disputes  regarding  clinical 
determinations  or  services  pertaining  to  provision  or  denial  of  care  that  are  not  resolved  at  the 
facility  level  must  have  access  to  a  fair  and  impartial  review  of  those  disputes  that  could  result 
in  a  different  and/or  improved  clinical  outcome.  That  policy  requires  VISN  directors  to  have 
written  policy  and  procedures  in  place  for  how  internal  appeals  are  to  be  handled.  Under  this 
policy,  VISNs  still  have  authority  to  request  an  external  review  at  any  time  during  the  clinical 


Tlie  Commission  Recommends  That 


■  VHA  convene  an  interdisciplinary  panel  to  assist  in 
developing  a  national  revised  clinical-appeals 
process. 


66  Marj^Bcth  Musumcci,^^  Guide  io  the  Medicmd  Appeals  Process^  accessed  June  3,  2016, 
https:  /  /kaisei:faniilyfoundatiun.fiks.wotdpress.cc>m/2()l  3/01  /  82B7.pdf. 

VHA  Clinical  Appeals,  VJ  lA  Directive  2006-057,  (2006). 

“About  the  VHA  Patient  Advocate  and  Veteran  Experience  Program  (\"HA  PA  &  VEP)/'  accessed  from  VA 
Intranet,  May  31,  2016,  http://vaww.infoshare.va,gov/sites/OPCC/\TtP/SitePages/vep-about,aspx. 

MaryBeth  Miisumeci,^  Guide  /o  die  Adedkaid Appea/s  ProeesSt  aceessed  June  3,  2016, 
https://kaLserfamilyfoyndanon.files.wordpressxom/201 3/01/8287. pdf.  VHA  Clinical  Appeals,  VHA  Directive  2006- 
057  (2006). 

VHA  CHnical  Appeals,  VHA  Directive  20064)57  (2006). 

Veterans’  Health  Care  Eligibility  Reform  Act  of  1996,  Pub.  L.  No.  104-262,  1 10  Stat.  3177  (1996). 

VHA  Clinical  Appeals,  VHA  Directive  2006A)57  (2006). 
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appeals  process^^  Although  the  directive  itself  expired  in  2011,  it  continues  to  serve  as  guidance 
because  it  has  not  been  renewed  or  replaced. 

VHA  policy  directs  that  all  facilities  have  a  patient  advocate  office  to  manage  and  attempt  to 
resolve  complaints.  That  office,  which  can  serve  as  the  liaison  between  patients  and  clinicians, 
is  generally  the  first  stop  for  veterans  who  are  dissatisfied  with  a  clinical  decision/"^  If  a  clinical 
issue  is  not  resolved  at  the  point  of  the  service,  it  generally  goes  to  the  facility  director,  who  is  to 
provide  veterans  written  notification  of  the  facility's  decision  and  inform  veterans  about  the 
VlSN's  appeals  process.  Under  the  same  policy  directive,  veterans  may  appeal  the  facility 
decision  to  the  VISN  director.  That  official,  or  a  clinical  review  panel  that  he  or  she  establishes, 
is  to  render  a  decision  within  30  days  (or  45  days  if  the  director  requests  an  external  clinical 
review).^  Should  the  VISN  director  agree  with  the  facility,  he  or  she  must  notify  the  veteran 
that  the  decision  is  final  or  may  refer  the  matter  to  a  VACO  office  to  arrange  for  an  external 
review.^^ 

The  VHA  process  does  not  appear  fully  comparable  to  procedures  required  under  other  federal 
and  federally-supported  health  care  programs.  For  example,  under  the  Affordable  Care  Act, 
health  care  plans  are  required  to  provide  external  reviews  to  beneficiaries  whose  internal 
appeals  have  been  denied.^  Unlike  those  and  other  appeals  processes,  veterans  have  no  right  to 
external  review;  such  review  is  at  the  discretion  of  the  VISN  director.  Medicare  has  an  extensive 
review  process  for  clinical  disputes  between  its  managed  care  organizations  and  beneficiaries. 
Beneficiaries  have  the  right  to  an  internal  appeal  with  an  option  for  an  expedited  review,  an 
internal  reconsideration  of  the  initial  review,  an  independent  review,  a  hearing  with  an 
administrative  law  judge,  a  review  by  the  Medicare  Appeals  Council  and,  finally,  a  federal 
district  court  review.^®  Medicaid  has  requirements  for  localities  to  review  appeals  from  its 
beneficiaries  and  for  states  to  offer  timely  access  to  fair  hearings  to  determine  whether  managed 
care  organizations  have  denied  or  terminated  medically  necessary  care.^^  Although  VHA's 
timeframe  for  decision  making  seems  reasonable,  the  national  policy  makes  no  provision  for  an 
expedited  review,  unlike  Medicare  managed  care  organizations  and  plans  providing  health 
benefits  to  federal  employees.  VHA's  policy  is  also  silent  on  meeting  with  veterans  to  hear  their 
cases  much  less  hold  hearings  during  any  point  of  the  appeal.  Unlike  Medicaid,  VHA  also  lacks 
any  provision  for  service-continuity  while  the  matter  is  being  appealed.  The  Commission 
recommends  that  VHA  develop  a  revised  clinical-appeals  process  that  provides  veterans 
protections  at  least  comparable  to  those  afforded  patients  under  other  federal  and  federally- 
supported  programs,  including,  at  a  minimum,  a  right  to  an  external  review  at  the  veteran's 
discretion. 


Ibid. 

VHA  Patient  AdvtJcacy  Piogratii,  VHA  Handbook  1003.4,  (2{)05). 

VHA  Clinical  Appeals  AO  lA  Directive  2006-057,  (2006). 

Ibid. 

“Appealing  Health  Plan  Decisions/'  Department  of  Health  &  Human  Sendees,  accessed  June  1,  2016, 
http:/ /  mvw.hhs.gov/liealthcare/about-the-law/ caiicellations-and-appeals/ app  ealing-lie^alth -plan-decisions/ index,  html. 

Centers  for  Medicare  &  Medicaid  Services,  Managed  Can  Appeals  Fiomharf  CY2016^  accessed  May  26,  2016, 
https:  /  /  vn^^v.cms.gov  /  Medicare  /  Appeals-and-Grievances/MMCAG/Dounloads /xManaged-Care- Appeals-  Flow- Chart- 
.pdf. 

MaryBeth  Musumcci,  ^-4  Guide  lo  the  Medicaid  Appeals  Process^  accessed  June  3,  2016, 
https:  //kaiserfamilyfoundation.files.wordpress. com/201 3/01  /  82B7.pdf. 
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Implementation 

Legislative  Changes 

■  None  required. 

VA  Administrative  Changes 

■  Convene  an  interdisciplinary  panel  to  assist  in  developing  a  revised  clinical-appeals 
process  and  policy  that  includes  all  care  provided  v^ithin  the  VHA  Care  System,  to 
include  representation  from  Patient  Care  Services,  MyVA's  Patient  Advocates  and 
Veterans  Experience  Program,  the  Office  of  Equity,  the  National  Center  for  Ethics  in 
Health  Care,  and  the  Office  of  Access  and  Clinical  Administration.  VHA  should  have 
that  panel  examine  and  offer  recommendations  regarding  the  following: 

Each  level  of  review  in  the  clinical-appeals  process  — from  the  facility's  initial 
reconsideration  to  a  final  decision  by  the  VISN  director  to  assess  the  fairness  and 
impartiality  in  those  processes  compared  to  Medicare  Managed  Care  and  Medicaid 
appeals  processes  and  private-sector  managed  care  providers'  best  practices. 

Whether  VHA  should  establish  a  uniform  national  clinical  appeals  process. 

The  advisability  of  requiring  review  panels  consisting  of  individuals  such  as 
attorneys,  clinicians,  case  managers,  patient  advocates,  and  administrators  to  review 
clinical  appeals. 

Whether  hearings  or  judicial  reviews  are  appropriate  at  any  level  of  the  appeals 
process. 

Whether  resolutions  of  clmical  appeals  are  equitable  for  all  types  of  veterans 
(service-connected  or  non-service-connected,  by  racial  or  ethnic  group,  by  age,  or 
gender). 

Options  for  increasing  veterans'  awareness  of  the  clinical-appeals  process. 

■  Publish  the  new  clinical  appeals  policy  and  process  for  comment  and  input  by  veterans, 
VHA  business  partners,  and  other  stakeholders. 

■  Once  the  new  policy  is  finalized,  VHA  must  train  staff  on  the  new  process. 

Other  Department  and  Agency  Administrative  Changes 

■  None  required. 
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Recommendatfon  #4:  Adopt  a  continuous  improvement  methodology  to 
support  VHA  transformation^  and  consolidate  best  practices  and  continuous 
improvement  efforts  under  the  Veterans  Engineering  Resource  Center. 

Problem 

VHA  has  not  effectively  empowered  its  staff  to 
identify  problems  and  make  changes  to 
improve  the  overall  quality  of  care. 

Best  practices  exist  in  pockets  of  VHA; 
however^  communication  and  support  for 
implementation  appear  to  be  challenges. 

Various  facilities  indicate  best  practices  are  in 
place  but  seem  isolated  rather  than  widely 
adopted.  Facilities  often  struggle  to  implement 
best  practices,  and  information  sharing  is 
limited  and  ad  hoc.^o 

VHA  has  a  program  of  systems  engineering  — 
the  Veterans  Engineering  Resource  Center 
(VERC)  —  that  can  assist  with  transformation 
efforts,  but  it  is  not  well  known  throughout  VHA 

Background 

To  become  a  truly  veteranH:entric  care  provider,  VHA  is  working  to  become  a  learning 
organization. Learning  organizations  focus  on  worker  competency  rather  than  on  rules 
compliance.  Instead  of  using  results  to  identify  high-  and  low-performers,  VHA  will  use  this 
information  to  identify  opportunities  to  intervene  with  training  or  other  resources  to  improve 
employees'  performance  universally.  Employees  and  patients  should  benefit  from  this  approach 
because  it  values  listening  and  encourages  risk  taking  and  innovation. 

VA  and  VHA  have  adopted  the  tenets  of  LEAN  Six  Sigma  as  a  systemic  change  approach  to 
move  the  system  forward.  This  methodology  employs  a  rigorous  define,  measure,  analyze, 
improve,  and  control  approach  to  systemic  change.  LEAN,  initially  used  by  manufacturers,  has 
been  used  successfully  by  many  health  care  organizations.®^  The  goal  of  implementing  LEAN 
practices  is  to  eliminate  waste,  ensuring  that  any  work  done  adds  value.  The  MyVA  plan  calls 
for  MyVA  districts  and  the  Office  of  Policy  and  Planning  to  ensure  the  transmission  of  best 
practices  and  the  adopting  of  LEAN  throughout  the  enterprise  to  provide  a  more 
comprehensive  view  of  quality  that  balances  a  results-oriented  approach  with  more  process- 


The  Commission  Recommends  That 


■  The  Veterans  Engineering  Resource  Center  (VERC} 
be  tasked  to  assist  in  transformation  efforts, 
particularly  in  areas  such  as  access  and  in  areas  that 
affect  systemwide  activities  and  require  substantial 
change,  such  as  human  resources  management, 
contracting,  purchasing,  and  information 
technology, 

■  The  many  idea  and  innovation  portals  within  VHA  be 
consolidated  under  VERC. 

•  A  culture  to  inspire  and  support  continuous 
improvement  of  workflow  processes  be  developed 
and  fully  funded, 

■  VHAs  reengineering  centers  be  enabled  to 
proactively  identify  problem  areas  within  the  system 
and  offer  assistance. 


and  until  recently  has  been  underutilized. 


The  Ml'CRF.  Corporation,  of  f/je  HeaUb  Care  Systems  and  Management  Processes  of  the 

Department  of  1/eterans  Affairs ,  Assessment  F  (lY^orkflow — Cltnkaif  14  and  A- 2  accessed  J  an  uar}'  1,  2016, 
http:/ va.gov/opa/choiceact/  documents/ assessments/ Assessment_F_Workflow_C]inica],pdf, 

Sloan  D.  Gibson,  Deputy  Secrctar}^  for  Veterans  Affairs,  Department  of  Veterans  Affairs,  Building  on  Excellence,  67, 
presentation  to  Clominission  on  dare,  April  18,  2016. 

MyVA  Integrated  Plan,  Department  of  Veterans  Affairs,  July  30,  2015,  12,  accessed  June  30,  2016, 
http:  /  /\v\vu^  va.gov  /  opa /myva/  docs  /  m\"\?'a_in  tegrated_plaji.pdf 
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oriented  practice.®^  So  far  these  efforts  have  been  guided  by  trial  and  error,  rather  than 
directives  and  adopting  a  LEAN,  process-driven  model.^  VHA  must  sustain  its  commitment  to 
LEAN  Six  Sigma  as  a  continuous  improvement  methodology* 

VHA  will  have  to  use  VERC  staff  and  other  trained  staff  members  to  ensure  that  principles  of 
LEAN  Six  Sigma  are  applied  at  every  level  of  the  system.  VERC  has  the  mission  to  propose, 
develop,  and  facilitate  innovative  solutions  to  challenges  within  VHA  health  care  delivery 
through  the  integration  of  systems  engineering  principles* 

With  VERC's  reach  already  extending  into  access  to  care,  health  policy,  population  health, 
LEAN  management,  business  systems,  clinical  systems,  safety  systems,  and  innovation,  all 
other  programs  and  initiatives  become  redundant  or  ancillary,  VHA  must  assess  its  new  system 
for  best  practice  diffusion  to  ensure  that  selected  practices  are  being  appropriately  scaled.  This 
goal  can  best  be  achieved  by  collapsing  all  related  efforts  into  VERC. 

There  are  a  number  of  emerging  best  practices  within  the  health  care  sector  that  apply  to  all 
aspects  of  VHA  — health  care  capabilities,  staffing,  access,  supplies,  and  facilities  —  and  involve 
the  testing,  dissemination,  and  application  of  procedures  or  systems  that  have  been  shown  to 
improve  approaches,  processes,  or  systems*^^  VHA  needs  to  have  the  opportunity  to  fully 
leverage  and  build  on  institutional  strengths  by  implementing  best  practices* 

VHA  has  recently  developed  the  Diffusion  of  Excellence  Initiative,  which  is  designed  to  serve  as 
the  mechanism  for  improving  practice  through  a  combination  of  targeted  national  guidance  and 
nationally-supported  local  best  practice  sharing  and  innovation,®^  Its  organizational  structure 
includes  a  governance  board  chaired  by  the  USH,  a  Diffusion  Council,  and  action  teams 
responsible  for  implementing  promising  practices* 

VHA  also  has  many  business  lines  charged  with  disseminating  best  practices  iirformation, 
including  VERC,  Systems  Redesign  SharePoint  — Center  for  Improvement  Education,  VA 
Center  for  Innovation,  My  VA  —  Best  Practices  in  LEAN,  MyVA  Blog,  MyVA  Performance 
Improvement  Hub,  Knowledge  Management  System-Improvement  in  Action  (1-ACT),  VA  Idea 
House,  VA  Pulse:  Promising  Practices  Consortium,  Evidence-based  Synthesis  Program  (ESP), 
Quality  Enhancement  Research  Initiative  (QUERl),  the  Annual  Conference  on  the  Science  of 
Dissemination  and  Implementation,  and  the  Diffusion  of  Excellence  Initiative. 

Anafysis 

LEAN  Six  Sigma  offers  VHA  a  methodology  to  effect  change  and  VERC  offers  VHA  the  agents 
to  lead  its  implementation  VHA  must  consolidate  its  transformational  tools,  including  its  best 


MyVA  Integrated  Plan,  Department  nf  Veterans  Affairs,  Jnly  30,  20 15^  21,  accessed  June  30,  2016, 
http:/ /mv\v.va*gov/ opa/m\a^a/ docs/m)^^a_in  regrated_plan.pdf 
The  M1TRJ2  Corporation,  Independent  Assessment  of  die  Health  Care  Delivery  Systems  and  Management  Processes 
of  the  Department  of  Veterans  Affairs ,  Assessment  F  (Workflow — Clinical),  viu  accessed  Januar}^  1,  2016, 
http:/ /  WWW.  va*gov/opa/clioiceact/documents/assessments/ Assessment_lCWbrkflow_Clinical.pdf. 

Institute  of  Medicine  of  the  National  Academies,  Traurfoming  Health  Care  Scbedulmg  and  Access:  Getting  to  Noip,  41, 
acce  s  sed  J  an  ua  ry  1  ^  20 1 6, 

http:/  /w^vw.  va.gov/ opa/choiceact/documents /assessments  /  Assessment_D_Access_Standards.pdf. 

Sloan  D.  Gibson,  Dcput}^  Secretar}^  for  Veterans  Affairs,  Department  of  Veterans  Affairs,  Building  on  Excellence,  67, 
presentation  to  Commission  on  Care,  April  18,  2(116. 
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practice  repositories  within  VERC.  The  VERC  uses  a  systemic  change  process  to  streamline 
workflow  and  procedures  by  eliminating  waste  and  redundancy  to  ensure  that  every  step  in  the 
process  adds  value*  The  VERC  offers  services  to  VHA  health  care  facilities  upon  request,  but 
VHA  would  substantially  benefit  if  the  service  was  authorized  to  perform  outreach  to  ensure 
awareness  across  the  VHA  Care  System*®^ 

Until  developing  the  Diffusion  of  Excellence  Initiative,  VHA  lacked  a  uniform  way  to  scale  and 
optimize  best  practices  throughout  the  enterprise*  Although  the  Diffusion  Initiative  is  initially 
targeting  best  practices  from  within  VHA,  to  be  successful,  a  long-term  plan  should  also  allow 
for  the  adoption  of  best  practices  from  the  private  sector  and  other  government  sectors  (e,g„  the 
Medicare  program  related  to  pricing,  contracting,  privatization,  value-based  purchasing, 
management,  and  oversight).  Plans  should  also  allow  for  adaptation  at  the  local  and  regional 
levels  to  reflect  respective  differences  in  provider  supply,  veteran  needs,  and  marketplace 
characteristics.^® 

VHA  has  multiple  offices  and  sites  invested  in  system  reengineering,  continuous  process 
improvement,  and  best  practices  implementation.  Repositories  of  best  practices  do  not  get 
information  to  the  intended  person  or  group  that  could  benefit  from  the  information  and  are 
dependent  upon  VHA  employees  knowing  they  exist*®^ 

VHA's  National  Leadership  Council  has  proposed  consolidating  these  best  practice  repositories 
under  the  VERC,  which  now  serves  within  the  Office  of  Organizational  Excellence*  Until 
recently,  VERC  has  been  underutilized  because  it  is  not  known  throughout  the  enterprise.^° 

QUERI  is  a  system  that  identifies  evidence-based  care  practices  that  may  be  scaled  for 
systemwide  implementation.  QUERI  was  integrally  involved  in  the  transformation  of  VHA 
from  a  largely  hospital-based  system  to  one  centered  on  primary  care^^  and  is  now  integral  to 
the  collaborative  endeavor  to  transform  VHA  into  a  learning  organization.  QUERI  recently 
released  a  policy  brief  that  indicated  veterans'  reliance  on  VHA  was  strongly  correlated  to 
economic  factors  such  as  unemployment  rates  and  availability  of  other  health  care  coverage*^^ 

VA  should  use  a  systematic,  continuous  performance  improvement  process  to  improve  access 
to  care*  Although  many  VA  facilities  achieve  very  high-performance  ratings  on  key  access  and 
quality  measures,  a  systematic  effort  is  needed  to  improve  performance.  These  efforts  need  to 


Heather  W  oociward-Hagg,  PhD,  Acting  Director,  VERC,  briefing  to  Commission  on  Care,  Eebruarv  8,  2016. 

Cxrant  Thornton,  indepmdent  Assessmmt  of  the  hieeiith  Ciire  DeiiPer^^  Systems  mid  Aianeigement  Proeesses  of  the  Department  oj 
l^etemns  Affain,  Assessment  I  (Business  Frocesses),  28,  accessed  January  1,  2016, 

http:/  /  va.gov/opa/choiceact/documents/  assessments/ Assessnient_I_Business_Processes.pdf 

Heather  Woodward-Hagg,  PliD,  Acting  Director,  VERC,  briefing  to  Commission  on  Care,  February  8,  2016. 

Institute  of  Medicine  of  the  National  Academies,  Tranrf&rming  I  lea/th  Care  Schedulmg  andAixess:  Getting  to  Nou>,  27, 
accessed  J  anuan^  1 ,  20 1 6, 

h  ttp :  /  /  WWW .  V  a.go  v  /  opa  /  clioiceact  /documents  /  as  ses  sments  /  As  se  s  sme  n  t_D_Acce  ss_Sta  nciai  d  s .  pdf 
'‘HSR&D  Perspectives  Blog,  QURRI  Corner:  Siir\4ving  and  TTiriving,”  Amy  Kilboutne,  QUERI  Program  Director, 
January  20,  2015,  accessed  from  VA  Intranet,  xVpril  4,  2016,  http:/ / vaww.blog.va.gov/hsrd/category/tiueri-corner/. 

(diristine  Yee,  Austin  Frakt,  and  Steven  Pizer,  E  .S.  Department  of  Veterans  Affairs,  “Economic  and  Pc:>licy  Effects  on 
Demand  for  VA  Care,”  Partnered  Evidence-based  Policy  Resource  Center,  Policy  Brief,  March  2016,  accessed  June  21, 
2016,  http: /  / wv^^ queri.research.va.gov/ parmered_evaluation /YeeFraktPizer.pdf 
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be  embedded  into  routine  use  across  the  VA  system.  The  best  solutions  should  be  adjusted  to 
reflect  local  needs  and  designed  to  respond  to  veterans'  preferences,  needs,  and  values.^^ 

A  systems  approach  to  health  care  is  ''one  that  applies  scientific  insights  to  understand  the 
elements  that  influence  health  outcomes,  models  the  relationships  between  those  elements,  and 
alters  design,  processes,  or  policies  based  on  the  resultant  knowledge  in  order  to  produce  better 
health  at  lower  cost"^'^  and  would  benefit  VA  greatly,  especially  with  resources  like  VERC  to 
serve  as  a  guide. 

Emerging  best  practices  have  improved  health  care  access  and  scheduling  in  various  locations 
and  serve  as  promising  bases  for  research,  validation,  and  implementation.^^  A  variety  of 
quality  improvement  organizations  are  involved  in  establishing  and  maintaining  standards  in 
health  care  as  well  as  developing  measures  for  the  monitoring  and  assessment  of  these 
standards,  including  The  Centers  for  Medicare  &  Medicaid  Services,  the  Joint  Commission,  the 
National  Committee  for  Quality  Assurance,  and  the  National  Quality  Forum.^^ 

The  tools  of  operations  management,  industrial  engineering,  and  systems  approaches  are 
successful  in  increasing  process  gains  and  efficiencies.  In  particular,  a  wide  range  of  industries 
have  employed  systems-based  engineering  approaches  to  address  scheduling  issues,  among 
other  logistical  challenges.*^^ 

Implementation 

Legislative  Changes 

■  None  required. 

VA  Acfm/n/strat/ve  Changes 

■  Consolidate  all  best  practices  and  continuous  improvement  portals  under  VERC  to 
provide  a  more  accessible  and  comprehensive  approach  to  best  practice  sharing  and 
adoption. 

Other  Department  and  Agency  Admm/sfrat/ve  Changes 

■  None  required. 


Ib\ND  Corporation,  hJepemkfif  AssessmnS  of  the  HeaM  Care  System  aad  Mamgemefit  Processes  of  the  Departmnt  of 

V^eterans  Affairs f  Assessment  B  (Health  {.are  Ciipahilities)^  110  and  297  accessed  Januaw  h  2016, 

va.gov/ opa/choiceact/  documents/  assessments/  assessment_b_health_care_capabt]if.ies,pdf 
Institute  of  Medicine  of  the  National  Academies,  Transfom/ing  Health  Can  Scheduling  and  Access:  Getting  to  Now,  27 
accessed  januaw  1,  20 16^ 

http:/  /\v\\^v.  va.gov/ opa/ choiceact/  documents/  a  s  se  s  sments  /  As  sessmenj:_D_  A  ccess_Standards.pdf. 

Ibid.,  15. 

Ibid.,  60. 

Ibid.,  27-28. 
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Health  Care  Equity 

Recommendatfon  #5:  Eliminate  health  care  disparities  among  veterans 
treated  in  the  VHA  Care  System  by  committing  adequate  personnel  and 
monetary  resources  to  address  the  causes  of  the  problem  and  ensuring  the 
VHA  Health  Equity  Action  Plan  is  fully  implemented. 

Problem 

The  Office  of  Health  Equity  (OHE)^ 
tasked  with  eliminating  health 
disparities  by  building  cultural  and 
military  competence  within  VHA^  has 
not  been  given  the  resources  or  level 
of  authority  needed  to  be  successful 
Until  VHA  leadership  establishes  the 
elimination  of  health  care  disparities 
as  a  critical  strategic  priority  and 
commits  the  resources  required  to 
address  this  problem^  health  care 
disparities  will  continue  to  persist 
among  veteran  patients. 

A  systematic  review  of  VHA  in  2015  identified  the  existence  of  racial  and  ethnic  health 
inequalities.  Health  care  disparities  exist  among  veterans  and  especially  among  minority  and 
vulnerable  veterans.^^  VHA  cannot  transform  veterans'  health  care  to  enhance  quality^  access^ 
choice,  and  well-being  unless  these  health  care  disparities  are  addressed  and  eliminated.  VHA 
has  a  plan  for  addressing  these  issues  —  the  Health  Equity  Action  Plan  (HEAP)  —  but  it  has  not 
been  fully  implemented. 

Background 

Jt  is  time  to  refocus,  reinforce,  and  repeat  the  message  that  health 
disparities  exist  and  that  health  equity  benefits  everyone.^^^ 

Across  the  nation,  health  care  systems  are  raising  awareness  about  health  care  equity, 
inequality,  and  disparities.^^^  The  growing  incidence  of  health  care  disparities  and  inequities  is 
said  to  be  ascribed  to  individual  and  collective  cultural  indifference  on  the  part  of  health  care 


The  Commlssfon  Recommends  That 


■  VHA  work  to  eliminate  health  disparities  by  establishing 
health  care  equity  as  a  strategic  priority, 

■  VHA  provide  the  Office  of  Health  Equity  adequate  resources 
and  level  of  authority  to  successfully  build  cultural  and 
military  competence  among  all  VHA  Care  System  providers 
and  employees. 

■  VHA  ensure  that  the  Health  Equity  Action  Plan  is  fully 
implemented  with  adequate  staffing,  resources,  and  support. 

■  VHA  increase  the  availability,  quality,  and  use  of  race, 
ethnicity,  and  language  data  to  improve  the  health  of  minority 
veterans  and  other  vulnerable  veteran  populations  with 
strong  surveillance  systems  that  monitor  trends  in  health 
status,  patient  satisfaction,  and  quality  measures.^^ 


Kiithleen  Ct.  Sebelius^  Secretary',  Department  of  Health  and  Human  Sendees,  HHS  Plaf!  to  Ufdme  Pjidal  and 

'Bthnic  Health  Disparities:  A  Nation  Pm  of  Disparities  in  Health  and  Health  Care,  accessed  Match  30,  2016, 
http:/  /  \vy/"vv.  minority  health,  hhs.gov/ npa/files/ Plans/ HHS/ HHS_Plan_complete,pdf. 

Departnienr  of  Veterans  Affairs,  Evidence  Brief:  Update  on  Premlenre  of  and  Interventions  to  Redam  R/uiai  and  Elthnk  Disparities 
imthm  the  HA,  accessed  May  19,  2016,  http:/ /mvw.hsrd.research.va.gov/publications/esp/ HealtbDisparities.pdf. 

Kathleen  G.  Sebelius,  Secretar\^,  Department  of  Health  and  Human  Services,  HHS  Action  Plan  to  Reduce  Radai and 
Ethnk  Health  Disparities:  A  Nation  Free  of  Disparities  in  Ilea/th  and  Health  Care,  accessed  March  30,  2016, 
http :  /  /\Yw\v.  mint  >ri  tyhealth.  h  h  s.go  v  /  npa  /  hies  /  Plan  s  /  H  HS  /  H  H  S_Pian_ct  >mplete.pd  f . 

Centers  for  Disease  Control  and  Prevention,  CDC  Health  Disparities  and  Inequalities  Report  —  United  States,  2013^ 
acces sed  April  5 ,  20 1 6 ^  http: /  / ede .gov / m nwr/ pdf/ 1 >tli e r / so 6203 .pdf. 
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providers  and  the  health  care  system  as  a  whole.^02  ^  health  disparity  is  a  particular  type  of 
health  difference  that  is  closely  linked  with  social  or  economic  disadvantage.  Health  disparities 
adversely  affect  groups  of  people  who  have  systematically  experienced  greater  social  and/or 
economic  obstacles  to  health  based  on  racial  or  ethnic  groups  gender^  age,  sexual  orientation, 
military  era,  geographic  location,  religion,  socioeconomic  status,  mental  health, 
cognitive/ sensory/  physical  disability,  and  other  characteristics  historically  linked  to 
discrimination  or  exclusion 

The  United  States  is  becoming  increasingly  diverse,  with  racial  and  ethnic  minorities  making  up 
more  than  36  percent  of  the  population3^^  Indicators  of  overall  health,  such  as  life  expectancy 
and  infant  mortality,  have  improved  for  most  Americans;  however,  some  minorities  still  face 
comparatively  greater  likelihood  of  preventable  disease,  death,  and  disability 3^^ 

Although  the  country's  veteran  population  is  projected  to  decline  from  22  million  to  14.5  million 
by  2040,  the  percentage  of  minority  veterans  will  increase  from  20  percent  to  34  percent  during 
the  same  periodd^^  Currently,  African  Americans  make  up  11  percent  of  the  veteran  population, 
and  Hispanics,  6  percentd^^ 

Survey  data  show  that  minority  veterans  use  VA  health  care  more  than  White  veterans,  as 
shown  below: 

■  African  American:  38  percent 

■  Hispanic;  34  percent 

■  American  Indian/ Alaska  Native:  38  percent 

■  White:  32  percent 


GJ.,A,  Harris,  “Reducing  Healthcare  Disparities  in  the  Militan  Through  Cultural  Competence,”  /HHXd  (2011),  146. 
]Q3  *^0£fice  of  Health  liquity,”  Ll.S.  Department  of  V'^eterans  Affairs,  accessed  June  12,  2016, 
http :  /  /  .va.gov  /HE  AT  .T  H  H  QU  FI  Y  /  i  n  dex.asp. 

“Minority  ficalth  and  Health  Equity  —  CDC,”  Centers  for  Disease  Control  and  Prevention  (CDC),  accessed 
March  28,  2016,  http: //v^^v.cdc. gov/ minorit^health/index.htniL 

Ibid. 

National  Center  of  Veterans  .Analysis  and  Statistics,  201  f  May  2013,  accessed  April  6,  2016, 

h  ttp:/  /  va.gov/ vetdata/docs/Special  Reports/Mi  norit}"_Veterans_201 1  .pdf. 

U.S.  Census  Bureau,  Ammcmi  Cmmmmty  Pt4blk  Use  SaPipk  (PUA4Sp  2011.  Department  of  Defense, 

Popfkcitkn  Keprese.f4/a1io&  in  the  MUitmy  Semces  Fiscal  Year  2011  Report ,  accessed  April  5,  2016, 
http:/  /w%\^v.  va.gov/  vetdata/ docs/SpecialReports/Minorit5^_Vcterans_201 1  .pdf 

Reliance  prtjjections  here  are  based  on  ambulator}"  care  utilization.  Westag  2015  Sim^ej  of  Veteran  Iznmlkes''  Health  aPtd 
of  Health  Can^  82,  accessed  May  19,  2016, 

bttp://%vx^rvv.va.gov/ RE  ALTHPOLK:YPLANN1NG/SoE201  5/201 5_VHA_SoE_Full_FLndings_Report.pdti 
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Survey  data  on  racial  and  ethnic  minority  veterans'  use  of  VHA  health  care  offer  revealing 
insights  on  current  equity  issues:^^^ 

■  Fifty-seven  percent  of  African  Americans  indicated  they  are  more  likely  to  use  VA  as 
their  primary  source  of  health  care  as  compared  to  45  percent  of  Whites.^^“ 

■  The  percentage  of  African  Americans  who  reported  they  use  VA  for  all  or  most  of  their 
care  needs  is  18  percent  higher  than  the  percentage  of  Whites  who  do 

■  A  higher  percentage  of  Whites  assessed  their  health  to  be  good  or  excellent  than  did 
African  Americans4^^ 

Analysis 

VHA  Office  of  Health  Equity 

VA  created  the  OHE  in  2012  to  identify  health  care  inequities^  understand  the  cause  of  them, 
and  bring  to  clinical  practice  interventions  intended  to  reduce  disparity  drivers  within  VA. 

OHE  partners  with  other  VA  offices,  federal  government  offices,  and  nongovernment 
institutions  with  missions  aimed  at  promoting  health  equityd^^  OHE  has  substantial  stakeholder 
involvement  from  minority  veterans  groups,  including  the  Advisory  Committee  on  Minority 
Veterans  (ACMV),  rural  veterans  groups,  women  veterans,  and  the  Office  of  Diversity  and 
Inclusion  {ODl)d^^  A  staunch  internal  partner  and  stakeholder  of  OHE,  ODFs  mission  is  to 
foster  a  diverse  workforce  and  an  inclusive  work  environment.  The  OHE  and  ODl  missions 
intersect  with  ODf  s  special  emphasis  programs,  intended  to  engage  affinity  groups  and 
agencies  to  raise  the  awareness  of  the  importance  of  diversity  and  demonstrate  VA's 
commitment  to  a  diversity  modek^^^ 

OHE's  foundational  work  included  updated  systematic  reviews  and  data  analyses  that  not  only 
revalidated  VA's  previous  findings  on  health  care  inequities,  but  also  identified  more  areas  of 
health  care  disparity  among  veterans.  For  instance,  hepatitis  C  virus  (HCV)  was  noted  to  have 
disparate  effect  on  racial/ ethnic  minority  veterans  and  Vietnam-era  veterans.  Additionally, 
OHE  convened  stakeholders  and  worked  with  the  Health  Equity  Coalition  to  develop  the  VHA 
Health  Equity  Action  Plan  (HEAP),  which  aligns  with  the  VHA  Strategic  Plan  Objective  le: 
Quality  &  Equity,  which  states,  "Veterans  will  receive  timely,  high  quality,  personalized,  safe 
effective  and  equitable  health  care  irrespective  of  geography,  gender,  race,  age,  culture  or  sexual 


Department  of  Veterans  Affairs,  20  ft  S/m^ey  of  Veteran  Hnmikes' I  haith  and  Keitance  Upon  VA^  accessed  April  2,  2016, 
lutp://^^w.va.gov/HEAT;rHPOT  JCY?T.ANNING/SOF^^  1  /SoE201  l_Reportpdf. 

Departmcni:  of  Veterans  Affairs,  2011  Snmy  of  Veteran  HnroikeA  Health  and  Reliance  Upon  VA^  S5,  accessed  April  2, 
2016,  http:/ /mw.va.gov/HEALTHPOLK:YPIANNINCT/^^OE201 1  /SoE2()l  l_Report.pdf 
Ibid. 

’^Tlbid. 

Department  of  Veterans  Affairs,  Office  of  Health  F.quity,  DA  Department  (flVtet'ans  Affairs  Office  of  Health 
Altssion  and  Accomplishments,  accessed  March  30,  2016, 

http:  /  /  mw.va.gov/  H  E  ATftHEQU  ITY  /  docs/O  HE_Mission_and_Accomplishments_November_201 5,pd  f. 

’  “Office  of  Diversin^  and  Inclusion  (GDI),”  Department  of  Veterans  Affairs,  accessed  May  13,  2016, 
http :  /  /\vw\v.  di  versity.  va  .gov  / . 

]  15  “Office  of  Diversiu"  and  Inclusion  (GDI),  Special  Emphasis  Programs,”  Department  of  Veterans  Affairs,  accessed 
May  17,  2016,  http:/ /\vu^v. diversity. va.gov/programs/defauit.aspx. 
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orientation/' HEAP  aims  to  address  five  strategic  areas:  awareness,  leadership,  health  system 
and  life  experience,  cultural  and  linguistic  competency,  and  data  that  are  vital  for  effectively 
implementing  its  mission-  HEAP  implementation  strategies  are  conceptually  modeled  after  the 
goals  and  strategies  of  the  National  Partnership  for  Action  to  End  Health  Disparities'  National 
Stakeholder  Strategy  for  Achieving  Health  Equity  sponsored  by  the  U*S*  Department  of  Health 
and  Human  Services/^^ 

Despite  OHE's  best  efforts,  HEAP  was  not  fully  implemented  because  VHA  leadership  failed  to 
establish  it  as  a  strategic  priority  with  adequate  staffing,  resources,  and  support,  and  the 
departure  of  the  then  USH,  a  champion  for  health  equity.  These  factors  led  to  the  reduction  of 
OHE  staffing  from  8  to  2  FTEs  in  FY  2013  and  a  realignment  of  OHE  to  several  layers  down  in 
the  organization.  As  a  result  of  an  FY  2015  budget  reduction,  OHE  continues  to  operate  with  a 
two-person  staffd^®  The  reduced  staffing  level  is  inadequate  to  meet  the  requirements  and 
mission  of  the  office. 

OHE  has  a  broad  and  challenging  mission,  particularly  given  the  number  of  minority  veterans 
who  rely  on  VA  health  care,  the  health  risks  in  those  populations,  and  the  health  care  disparities 
those  populations  experienced^^  OHE  faces  serious  challenges  in  its  efforts  to  carry  out  its  action 
plan  and  to  realize  its  broad  and  critical  mission,  challenges  intensified  by  its  limited  staffing 
and  the  downgrade  of  this  office  within  VHA's  organization  structure.  These  include  the 
following:  ™ 

■  lack  of  quality  data  on  vulnerable  populations  and  disparate  health  outcomes 

■  health  equity  projects  that  have  been  delayed  or  halted  due  to  staff  and  resource 
limitations 

■  lack  of  data  on  the  overall  impact  of  existing  health  equity  initiatives  at  facilities 

■  lack  of  common  definitions  on  vulnerable  populations  and  health  equity  concepts 

Notwithstanding  its  limited  staffing,  OHE  has  compiled  a  substantial  record  of 
accomplishments.  Among  its  initiatives,  OHE  embarked  in  2015  on  a  strategy  of  working 
collaboratively  with  the  Quality  Enhancement  Research  Initiative  (QUERI)  to  advance  health 
equity.  The  two  collaborative  efforts  focus  on  using  a  population  health  approach  to  examine 
the  distribution  of  diagnosed  health  conditions,  mortality,  and  health  care  quality  across  the  VA 
health  care  system.  A  fully  staffed  OHE  would  have  the  capability  of  creating  additional 


116  Department  of  Veterans  Affairs,  DihL  t  P/an:  F)[^  201 3—201 8^  accessed  May  17,  2016, 

hitp:/ A^w.va.gov/hcalth/docs/VI  1A_STR.\TEGIC_PLAN_F\"20 13-201 8.pdf. 

“Niitionai  Parmership  For  Action  (NPA),  National  Stakehfdder  Strateg}'  for  Achieving  Health 
“U.S.  Department  of  Health  &  Human  Scnices,  accessed  May  16,  2016, 
http:  /  /  minoritvhealth.hhs.gov  /  npa/  templates/  content.aspx?lvl= 1  &lvlid=33&lD=286 

Uche  S,  Uchendu,  Executive  Director,  OHE,  briefing  to  Commission  on  Care,  December  14,  2015. 

“Management  Brief  no.  99,^''  Department  of  Veterans  Affairs,  accessed  May  19,  2016, 
b  ttp:/  /  hsrd.  research  .va.gcjv/ publ  ications  /  management_briefs/ default.cfm?ManagementBricfsMenu=eBrief-no99. 

Somnath  Saha  ct  ah,  “Racial  and  Ethnic  Disparities  in  the  VA  Health  Care  System:  A  Systematic  Rcy'icw”  Jo^^rfia/ of 
Omera/  23,  no.  5,  (2008):  654’671. 

Uche  S.  Uchendu,  Executive  Director,  Office  of  Health  Equity,  briefing  to  Commission  on  Care,  December  14, 


2015. 
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analytical  tools  to  manage  the  daily  health  care  equity  program  and  provide  needed  services  to 
advance  health  equity 

Health  Care  Disparities  Among  Minority  Veterans 

Minority  groups  are  at  increased  risk  of  major,  life-threatening  health  conditions,  as 
documented  in  a  substantial  body  of  research^-^  and  illustrated  in  the  table  below 


Table  3.  Major  HeaJfb  Conditiom  in  Racial/  Ethnic  Mmorit)>  Gronps 


Major  Health  Conditions  1 

dentified  ar^d  Examined 

in  Racial/Ethnic  Minority  Groups 

African  Americans 

Hispanics 

American  Indian  or  Alaska  Natives 

■ 

Colon  Cancer 

■  Hepatitis  C 

■  Major  Non-cardiac  Surgery 

■ 

HIV 

■  Cancer 

■  Pregnant  Women  with  PTSD 

■ 

Chronic  Kidney  Disease 

■  Heart  disease 

■ 

Diabetes 

■ 

Stroke 

■ 

Venous  Thromboembolism  (VTE) 

R 

Cancer 

■ 

Heart  Disease 

HCV  is  more  prominent  among  some  racial  and  ethnic  minority  veterans  and  they  are  less 
likely  to  receive  treatment  for  HCV.  In  VHA,  some  racial  and  ethnic  minorities  diagnosed  with 
HCV  are  disproportionately  more  at  risk  for  having  associated  liver  disease  (ALD).  Disparities 
among  veterans  in  the  incidence  of  HCV,  illustrated  in  the  graphs  below,  show  the  important 
policy  and  resource  implications  for  VA-^^^ 


Ibid, 

Andy  1.  Choi  et  al.,  “White/Bkck  Racial  Differences  in  Risk  of  End-Stage  Renal  Disease  and  Death,”  Tin  Ammcan 
of  bcUduine,  122,  no.  7,  (2009):  672-678.  Andy  1.  Cihoi  et  aL.,  “Racial  Differences  in  End-Stage  Renal  Disease  Rates 
in  IIIV  Infection  with  Diabetes,”  of  the  Amencm  Sodep^  oJNepbrolo^\  18,  no*  1 1  (2007):  2968-2974.  I  las  hem  B. 

El-Serag  et  al.,  “Raciid  Differences  in  the  Progression  to  Cirrhosis  and  Hepatocellular  Earcinoma  In  H(iV-Infected 
Veterans,”  The  American  journal  of  Gastroenterology^  109,  no.  9,  (2014):  1427-1435*  Cieo  A*  Samuel  et  al.,  “Racial  Disparities 
in  Cancer  Care  in  the  Veterans  Affairs  Health  Care  System  and  the  Role  of  Site  of  Care,”  American  Journal  o/Puhik  Ihalib^ 
104,  Supplement  4,  (2014):  S562-571* 

Department  of  Veterans  /\f fairs,  Evidence  Bnef:  Update  on  Pm*aknce  of  and  Infenmitlons  to  Rednce  Rcicial  and  Ethnic 
Disparities  ndthin  the  accessed  May  19,  2016, 

http://  WWW .  h  sr  d .  re  search  .  va.gov  /  pu  blicatio  ns/  esp  / 1  lealthD  ispa  ritics .  pd  f 

124  Department  of  Veterans  Affairs,  Office  of  Healdi  Equips  Hepatitis  C  Eactsheetf  Hepatitis  Cj  Advanced  LJver  Disease 
Health  Care  DispmitleSf  accessed  May  25,  2016,  https://github*com/department-ot-veterans-affairs/VIIA- 
Asset/ra\v/ master/  Hep'k)20C7M)20FAC:Tyo20SHEETO2()FIN  AL%2()1 01 6201 5.pdf. 
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Figure  2.  Disparities  A^mong  Deterans  in  the  Incidence  of  Hepatitis  C  Virus 


VHA 

Population  By  Race 


VHAHCV  with  ALD 


■  American  Indian/Aiaska  Native 

■  Native  llawanan/Pa.citir.Klanider 

■  Asian 

■  Black 

■  OLher/Uri  known 

■  Jlispanic/Latino 
Multiple 


Population  By  Race 


A  recent  review  of  evidence  related  to  racial  and  ethnic  differences  in  outcomes  for  VA  patients 
showed  moderate-  and  low-strength  evidence  suggestive  of  gaps  in  morbidity  and  mortality 
outcomes  among  vulnerable  veteran  populations  with  major  health  conditions.  These  data, 
presented  in  the  table  below,  highlight  targets  for  further  researchd^^ 


l  ahk  4.  Comparison  of  Health  Outcomes  by  Race 


Comparison 

Worse  Health  Outcomes  For  Racial  Minority  Group  Relative 
to  Reference  Population  (usually  White] 

Mode  rate -Strength  Evidence 
{based  on  VA  data  from  the  early  2000s) 

African  American  v.  White 

Increased  end-stage  renal  disease  among  chronic  kidney  disease  patients 

Increased  end-stage  renal  disease  among  HIV  patients  (with  or  without 
diabetes) 

Decreased  colon  cancer  survival  3  years  after  diagnosis 

Hispanic  v.  White 

Increased  cirrhosis  and  hepatocellular  carcinoma  among  hepatitis  C  patients 

Low-Strength  Evidence 

(each  finding  supported  by  only  a  single  retrospective  study  with  important  methodological  limitations) 

African  American  v.  White 

Increased  mortality  among  diabetes  patients 

Increased  risk  of  preterm  birth  among  PTSD  patients 

Increased  mortality  at  2  years  post-hospitalization  among  stroke  patients 

Decreased  survival  3  years  after  diagnosis  of  rectal  cancer 

American  Indian  or 

Alaskan  Native  v.  White 

Increased  risk  of  30-day  post-op  mortality  after  major  noncardiac  surgery 

Increased  risk  of  preterm  birth  among  PTSD  patients 

Combined  other  raciat/ethnic  minority 
groups  V.  African  American 

Increased  injury-related  death  among  alcohol  use  disorder  patients 

“Management  Brief  no.  99,”  Department  of  Veterans  Affairs,  accessed  May  19,  2016, 
http :  /  /  WWW.  hsrd. resea  tch.va  .gov  /  p  u  b!ic  atio  n  s  /  manageme  n  t_briefs  /  de  fault,  c  fm?M  anagementB  riefsMenti = e  B  rief-  no  9  9 . 
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OHE"s  focuS/  health  equity,  is  intended  to  combat  health  care  disparities,  namely,  the 
differences  in  the  preventive,  diagnostic,  or  treatment  services  offered  to  veterans  with  similar 
health  conditions.  Health  care  disparities  stem  from  a  combination  of  complex  factors  occurring 
at  the  level  of  the  health  system,  provider,  and  patient.^^e  Health  care  disparities  can  result  from 
biological  differences  among  various  racial/ ethnic  groups  as  well  as  from  social  disparities/^^ 
also  termed  social  determinants,  which  stem  from  such  factors  as  socioeconomic  status, 
discrimination,  education  levels,  housing,  transportation,  and  crime  and  violence,  and  are 
causally  linked  to  subsequent  adult  disease.^^^  For  example,  poor-quality  housing  poses  a  risk  of 
exposure  to  many  conditions  that  can  contribute  to  poor  health,  such  as  indoor  allergens  that 
can  lead  to  and  exacerbate  asthma,  injuries,  and  exposure  to  lead  and  other  toxic  substances 
Social  determinants  that  drive  health  disparities  among  African  Americans,  Hispanics, 
American  Indians,  and  Alaska  Natives  include  race/  ethnicity;  gender;  age;  geographic  location 
religion;  socio-economic  status;  sexual  orientation;  military  era;  disabilities,  including  cognitive, 
sensory,  or  physical;  and  other  characteristics  historically  linked  to  discrimination  or  exclusion. 
Positioned  in  a  department  that  also  provides  benefits  that  fall  within  the  social  determinants  of 
health,  OHE  is  in  a  unique  position  to  improve  veterans'  health. 

The  Henry  Ford  Health  System  (HFHS)  is  an  example  of  a  health  system  that  is  committed  to 
health  equity  and  one  VHA  can  emulate  as  it  works  to  improve  health  equity.  HFHS  is  a 
nonprofit,  vertically  integrated  health  care  organization  that  serves  the  primary  and  specialty 
health  care  needs  of  residents  in  southeastern  Michigan,  including  Detroit  and  its  surrounding 
metropolitan  area.^^  HFHS's  comprehensive  health  equity  staff  has  a  health  care  equity 
campaign  with  a  goal  of  increasing  knowledge,  awareness,  and  opportunities  to  ensure  health 
care  equity  is  understood  and  practiced  by  HFHS  providers  and  other  staff,  the  research 
community,  and  the  community -at-large/^^  The  campaign  is  also  intended  to  make  health  care 
equity  a  key,  measurable  aspect  of  clinical  quality/^^  A  similar  effort  by  VHA  would  create  a 
system  for  tracking  improvement  of  health  equity  over  time  and  holding  the  organization 
accountable  for  ongoing  efforts  in  this  regard* 

The  VHA  strategic  plan  for  FY  2013-2018  states  that  veterans  will  receive  timely,  high  quality, 
personalized,  safe,  effective,  and  equitable  health  care,  irrespective  of  geography,  gender,  race, 
age,  culture,  or  sexual  orientation Although  that  statement  signals  a  sensitivity  to  health 
equity,  the  level  of  funding  support  for  the  VHA  office  with  the  lead  role  in  promoting  health 
equity  and  reducing  disparity  calls  into  serious  question  the  leadership  priority  and 
commitment  to  that  strategic  goal.  VHA  leadership  must  make  health  care  equity  a  strategic 


Henry  Ford  Healrh  System,  Hea/i/xm^  Campaign!  2009 -20 Fimi  Report^  accessed  April  1, 2016, 

h  ttp :  /  /  m™ .  henry  ford .  com  /  doc  u  men  ts  /  Di  v  er  s  i  t y  /He  althc  are%20 12q  ui ty mpaign%20Repor  t.  pd  f . 

Janies  H.  Price,  Molly  A*  McKinney,  and  Robert  F^.  Braun,  Social  Deierrmnants  ufKaciai/Ethik  Health  Disparitus  in 
Children  and  Adolescents,  accessed  April  1,  2016,  http://vvww.sophe.org/Sophe/PDF/\Vebinars/20120416i5l902.pdf 
^^Ibid. 

129  -  - 

“What  Drives  Health,”  Robert  Wood  Johnson  Foundation,  Commission  to  Build  a  Healthier  America,  accessed 
April  1,  2016,  http://\TO^ccommissiononhealth.org/WhatDrivcsIleakh.aspx* 

Henry  Ford  Health  System,  I  leaithcan  Equi^  Campaign  2009-201 1  Finai  Report^  accessed  April  1, 2016, 
h  ttp :  /  /  h  en  r\^ford .  com  /  d  ocu  men  ts  /  D  i  v  er  s  i  ty  /  H  eal  th  care%20  Fqui  tv^%20Cam  paign%20Report*pd  f. 

Ibid. 

Ibid. 

Department  of  Veterans  Affairs,  ITiT  Strategic  Plan:  201 9— 2078,  accessed  May  17,  2016, 

http:/ A™^^va.gov/heaItb/docfi/VHA_STRj\fEGlC:_PLAN_FY20 13--2018.pdf. 
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priority  by  directing  and  funding  the  implementation  of  VHA  HEAP  nationwide  and 
designating  a  leader  and  clinical  champions  within  each  VISN  and  VAMQ  as  a  designated  full¬ 
time  equivalent  (FTE)^  providing  OHE  budgetary  support  in  FY  2017  and  beyond  to  fully  staff 
the  office  so  that  it  can  successfully  achieve  its  mission  and  goals,  to  include  providing 
additional  needed  funding  to  support  implementation  of  the  VHA  HEAP;  and  ensuring  OHE 
reports  to  the  chief  of  VHA  Care  System  (CVCS)* 

Implementation 

Legislative  Changes 

■  None  required. 

VA  Administrative  Changes 

■  Make  health  equity  a  strategic  priority  by  directing  the  implementation  of  the  VHA 
HEAP  nationwide  and  designating  a  leader  and  health  equity  clinical  champion  within 
each  VISN  and  VAMC  for  whom  part  of  their  respective  FTE  position  descriptions 
includes  focusing  on  health  equity  issues. 

■  Reestablish  OHE  staffing  based  on  the  2011  VHA  Health  Care  Equality  Workgroup 
recommendations  to  enable  OHE  to  fulfill  VHA's  vision  to  provide  appropriate 
individualized  health  care  to  each  veteran  in  a  method  that  eliminates  disparate  health 
outcomes  and  assures  health  equity.  Action  required  includes,  but  is  not  limited  to, 
funding  FTE  staffing  levels  commensurate  with  the  scope  and  size  of  other  federal 
offices  of  health  equity. 

■  Reinstate  OHE  within  the  office  of  the  CVCS  to  underscore  health  equity  as  a  priority 
and  to  position  the  office  to  champion  successfully  the  advancement  of  health  equity  for 
all  veteransl^ 

■  Monitor  and  evaluate  the  department's  success  in  implementing  HEAP. 

Other  Department  and  Agency  Administrative  Changes 

■  None  required. 


’  Department  of  Veteran  Affairs,  Health  Equity  Coalition  Request  for  VHA  Commitment,  Februaiy^  2016.  Principal 
Deputy  Under  Secretaty  of  Health  Memorandum^  Health  Equity  Coalition^  March  21, 2013. 
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Facility  and  Capital  Assets 

Recommendation  #6:  Develop  and  implement  a  robust  strategy  for  meeting 
and  managing  VHA's  facility  and  capital-asset  needs. 

Problem 

Veterans  who  turn  to  VHA  to  meet  their 
health  care  needs  should  expect  that  its 
facilities  have  been  designed  and  equipped 
to  provide  state-of-the-art  care.  As  health 
care  continues  to  move  to  ever  greater  use  of 
ambulatory  care  delivery^  VHA  not  only 
lacks  modern  ambulatory  health  care 
facilities  in  many  areaSy  but  generally  lacks 
the  means  to  readily  finance  and  acquire 
spacCy  to  realign  its  facilities  as  needed,  or 
even  to  divest  itself  easily  of  unneeded 
buildings.  Many  of  these  barriers  are 
statutory  in  nature,  although  VA's  own 
internal  processes  compound  its  capital  asset 
challenges.  Establishing  integrated  care 
networks,  as  proposed  in 
Recommendation  #1  holds  the  promise  of 
markedly  improving  veterans'  access  to  care. 

That  promise  cannot  be  realized  without 
transformative  changes  to  VHA's  capital 
structure.  Political  resistance  doomed  previous  attempts  to  better  align  VHA's  capital  assets  and 
veterans'  needs.  It  is  critical  that  an  objective  process  be  established  to  streamline  and 
modernize  VHA  facilities  in  the  context  of  the  build  out  of  the  VHA  Care  System's  integrated 
networks  to  ensure  the  ideal  balance  of  facilities  within  each  network.  VHA  needs  as  much 
control  as  possible  to  drive  the  process  so  that  all  facility  plans  are  fully  integrated  with  the 
strategic  vision  for  the  VHA  Care  System. 

Background 

Most  VHA  health  care  centers  were  designed  when  care  was  focused  on  inpatient  hospital 
treatment.  VA  acquired  some  of  these  facilities  nearly  a  century  ago  from  the  Public  Health 
Service;  many  others  were  transferred  from  the  War  Department  shortly  after  World  War 
The  average  VHA  building  is  50  years  old  — five  times  older  than  the  average  building  age  of 
not-for-profit  hospital  systems  in  the  United  States.^^^  Most  of  its  facilities  were  designed  to 
meet  markedly  different  needs  than  today's  health  care  facilities.  Some  were  tuberculosis 


me  Commission  Recommends  That 


■  VA  leaders  streamline  and  strengthen  the  facility  and 
capital  asset  program  management  and  operations. 

■  The  VHA  Care  System  governing  board  be  responsible 
for  oversight  of  facility  and  capital  asset  management. 

»  Congress  provide  VHA  greater  budgetary  flexibility  to 
meets  its  facility  and  capital  asset  needs  and  greater 
statutory  authority  to  divest  itself  of  unneeded 
buildings. 

■  Congress  enact  legislation  to  establish  a  VHA  facility 
and  capital  asset  realignment  process  based  on  the 
DoD  Base  Realignment  and  Closure  Commission 
process  to  be  implemented  as  soon  as  practicable. 
The  Commission  recommends  that  the  VHA  Care 
System  governing  board  subsequently  make  facility 
decisions  in  alignment  with  system  needs. 

■  New  capital  be  focused  on  ambulatory  care 
development  to  reflect  health  care  trends. 

■  VHA  move  forward  immediately  with  repurposing  or 
selling  facilities  that  have  already  been  identified  as 
being  in  need  of  closing. 


135  veterans  Administration,  A^edica/  C<m  ofV^eterans^  report  prepared  by  Robinson  Adkins,  90'^  Cong.,  1^'  sess,,  1967, 
House  Committee  Piint  4,  62. 

The  MITRE  C.kjrpo  ration,  independent  Assessment  nf  the  Health  Ca^'e  Delivery  Systems  and  Management  l^mcesses  of  the 
Department  of  Veterans  Affairs^  Assessment  K  (Daiilitks},  vi,  accessed  April  1 1,  2016, 
http:/  /\v\vu\  va.gov/opa/choiceaet/ documents  /  assessments  /  Assessment_K _ Facilities.pdt. 
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sanatoriums,  others  for  years  primarily  housed  patients  with  mental  health  conditions. 
Although  many  have  been  extensively  renovated^  the  renovations  themselves  are  now 
outdated,  and  the  condition  of  buildings  shows  this  strain*  Independent  assessments  of 
infrastructure  and  facilities  showed  that  VHA  facilities  average  a  C  minus  score,^-^®  meaning 
much  of  the  total  facilities  portfolio  is  nearing  the  end  of  its  useful  life,  and  70  percent  of  facility 
correction  repairs  are  being  made  on  Grade  D  facilities* 

During  the  past  8  years,  veteran  inpatient  bed  days  of  care  have  declined  nearly  10  percent  as 
outpatient  clinic  workload  has  increased  more  than  40  percent  Current  facilities,  whether 
they  have  been  maintained  adequately  or  not,  often  do  not  support  contemporary  ambulatory 
care  needs,  with  outpatient  care  often  housed  in  converted  inpatient  spaces. 

Through  its  capital  plamiing  methodology,  VA  has  identified  more  than  $51  billion  in  total 
capital  needs  during  the  next  10  years.^^^  Capital  funding  during  the  past  4  years  has  averaged 
just  $2  billion  annually  If  funding  levels  remain  consistent  during  the  next  10  years, 
anticipated  funding  would  be  $25  billion  to  $35  billion  less  than  the  $51  billion  capital 
requirement*!^^  VA  planning  must  also  take  account  of  demographic  changes  and  population 
migration  that  have  led  to  underutilized  medical  centers  in  some  areas  of  the  country,  and  a 
need  for  new  capacity  in  others*^^ 

Analysis 

Wevv  Planning  Paradigm 

As  the  department  acknowledged,  ""VA's  health  care  delivery  model  must  * . ,  change/'^^^ 
Importantly,  it  recognizes  that  "No  organization  can  excel  at  every  capability,"  and  stated 
"  [sjervice  delivery  systems  designed  around  core  competencies  .  .  .  provide  the  highest 
potential  value  to  their  customers,  The  acknowledgement  that  VHA  can  best  serve  veterans 
by  focusing  on  its  core  competencies  and  unique  capabilities,  while  relying  more  heavily  on 
purchased  care  holds  important  implications  for  VHA's  capital  needs  and  capital  asset 
management.  Rather  than  assessing  VHA's  capital  needs  by  reference  to  an  expectation  that 
each  VA  medical  center,  or  constellation  of  medical  centers,  must  provide  virtually  all  needed 
hospital  and  medical  services,  capital  needs  must  be  redefined  within  the  framework  of  the 
VHA  Care  System's  high-performing  integrated  community  health  care  networks.  VHA  must 
determine  what  services  it  will  continue  to  provide  directly  in  a  given  community  before  it  can 
determine  its  respective  infrastructure  needs.  In  identifying  its  core  competencies,  unique 


Veterans  Administradon,  A4eJica/  Can  of  Veterans^  report  prepared  by  Robinson  Adkins,  90^^^  Cong*,  sess,,  1967, 
House  Committee  Print  4,  62. 

The  MITRE  Ck>rpo ration,  Independent  A.sstssmMnt  of  the  Health  Care  Delivery  Systems  and Aiaftagement  Processes  of  the 
Department  of  V^eterans  Affairs^  Assessment  K  (Paiilittesf  27,  accessed  April  It,  2016, 

http:/  /  va.gov/opa/choiceact/ documents/  assessments/ As  sessnient_K _ ^Facilities,  pdf. 

Ibid. 

J^Hbid.,  46. 

Ibid.,  17. 

Ibid.,  18. 

18. 

Ibid.,  59-61. 

145  Depanment  of  Veterans  Affairs,  Plan  to  Consolidate  Programs  of  Department  of  \  ''eterans  Affairs  to  Improve  Access  to  Can^  18, 
accessed  Januan"^  13,  2016,  http:/ /w\TO*va*gov /op a/ publications /VA_Comraunity_Carc_Rcport_l  l_03_2015.pdf. 

Ibid. 
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capabilities,  and  needed  ancillary  services,  VHA  would  be  setting  at  least  a  general  framework 
tlirough  which  network  and  local  planners  could  assess  where  and  how  needed  services  would 
be  delivered,  including  which  would  be  provided  directly  by  VHA  and  which  through 
purchased  care.  Such  a  mapping  exercise  would  be  a  first  step  in  developing  the  integrated 
community  health  care  networks. 

The  shape  of  an  integrated  delivery  netw^ork  will  take  different  forms  in  each  service-area,  and 
planning  and  developing  those  local  networks  will  necessarily  require  assessing  VHA's 
physical  plant  and  capacity  in  a  new  light.  That  reassessment  process  would  inform  capital 
planning,  and  must  take  account  of  at  least  three  distinct  needs:  capital  needs  associated  with 
buildings  VA  would  retain;  meeting  new  or  replacement  space  needs;  and  the  disposal  of 
unused,  unneeded  property. 

Property  Divestiture 

VHA's  principal  mission  is  to  provide  health  care  to  veterans,  yet  over  time  it  has  acquired  an 
ancillary  mission:  caretaker  of  an  extensive  portfolio  of  vacant  buildings.  As  recently  as  October 
2015,  VA  reported  that  its  inventory  includes  336  buildings  that  are  vacant  or  less  than 
50  percent  occupied,  requiring  it  to  expend  patient-care  funds  to  maintain  more  than 
10,500,000  square  feet  of  unneeded  space.^^^  The  SECVA  recently  testified  that  it  costs  VA  an 
estimated  $26  million  annually  to  maintain  and  operate  vacant  and  underutilized  buildings3^ 

VA's  authority  to  carry  out  property-management  is  circumscribed  in  law,i^^  and  the 
department  at  times  faces  insurmountable  challenges  in  either  attempting  to  repurpose  or 
divest  itself  of  underutilized  or  vacant  proper ty.i^^  In  contrast  to  more  rigid  property- 
divestiture  provisions,  VA  has  had  success  in  using  a  flexible  authority  to  enter  into  long-term 
leases  of  VA  property  for  enhanced  used^^  This  authority  allows  VA  to  lease  underutilized  capital 


Ibid.,  92. 

14J5  *‘Wimess  Testimony  of  Honorable  Robert  A.  McDonald,  Secretary,  U.S.  Department  of  Veterans  Affairs,  Hearing  on 
2/10/2016:  U.S.  Department  of  Veterans  Affairs  Budget  Request  for  Fiscal  Year  2017,”  House  Committee  on  Veterans" 
Affairs,  accessed  June  20,  2016,  https:/ /veterans.house.gov/witness-testimony/the-honorabie-robert-a-mcdonald-2. 

Authority"  for  Transfer  of  Real  Property^;  Department  of  Veterans  Affairs  Capital  Asset  Fund,  38  U,S,C.  §  81 18 
Authority  to  Procure  and  Dispose  of  Property  and  to  Negotiate  for  Common  Services,  38  U.S.C  §  8122.  For  example, 
under  section  81 1 8,  VA  must  receive  at  least  full  market  value  in  transferring  properp-,  unless  the  propert}’  is  transfened 
to  an  entity  that  provides  services  to  homeless  veterans,  and  any  proposed  transfer  is  subject  to  the  requirement  in 
section  8122  that  VA  first  hold  hearings,  ntjtify  Ciongress  in  advance,  and  not  proceed  for  a  specified  perit>d.  VA 
property  can  be  determined  to  be  '“excess,"’  though  under  38  U.S.C.  §  8122(d)(1),  VA  may  not  make  such  a  declaration 
unless  the  properu^  is  not  suitable  for  use  for  provlsit^n  of  services  to  homeless  veterans  and  reviou^ed  for  possible 
disposal  under  the  Property  Act  Disposal,  administered  by  the  General  Services  Administration  (GSA)  (40  U.S,C., 
subchapter  111).  GSA  employs  a  rigorous,  multistep  process  to  assure  that  the  asset  is  not  needed  by  any  other  Federal 
agency.  Under  the  Act,  the  agency  disposing  of  the  asset  is  responsible  for  funding  disposal  costs,  including 
environmental  remediation.  GAO  has  testified  that  properties  remain  in  an  agency *s  possession  for  years  and  continue  to 
accumulate  maintenance  and  operations  costs  because  of  the  legal  requirements  agencies  must  meet  and  the  length  of 
the  process.  (U.S.  Government  Accountability  Office,  Fe^iera/  R£al  Propetp:  Pwgress  Made  on  Pianning  and  Daia^  Imi  Unneed^d 
Owned  and  Feased  Facilities  Paamiin^  CtAO-11'520T  (VC  ashington,  DC],  2011),  5,  http:/ /wvn.v. gao.gov/produc  ts/CiAOUl- 
520T). 

Widi  many  properties  under  the  protection  of  the  National  Historic  Preservation  Act  (16  U.S.C.  §  470h-3),  VA  faces 
obstacles  and  delays  in  efforts  to  divest  itself  of  these  properties;  VACO  staff  report  thar  stakeholder  concerns  have 
been  obstacles. 

Enhanced'-Use  Leases  of  Real  Property,  38  U.S.C.  §§  81 6 1-8 169,  as  amended  by  Veterans  AliUennium  Healtii  C]are 
and  Benefits  Act,  Section  208,  Pub.  L.  No.  106-117,  113  Stat.  1545  (1999),  as  in  effect  when  GAO  testified  on  this 
successful  program  (U.S.  CTOvernment  Accuuntabilit)'  Office,  104  Rea/  Proper^':  FA  Hn/p/jasi^es  Hn/janfed-lJse  Feases  to 
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assets  to  private-sector  entities  for  up  to  75  years  to  develop  housing  for  homeless  and  at-risk 
veterans  and  their  families.  Most  recently^  however.  Congress  imposed  severe  limits  on  that 
leasing  authority J52 

Ongoing  Capital  Needs 

Establishing  a  transformative  new  health  care  delivery  model  that  relies  mure  on  purchased 
care  will  not  eliminate  the  need  for  new  clinics,  facility  renovations,  and  remedying  VHA  space 
deficiencies.  The  scope  of  those  needs  must  still  be  determined  in  light  of  a  proposed  new 
delivery  system,  but  they  cannot  be  ignored.  The  Independent  Assessment  Report  catalogued  the 
challenges  of  managing  and  operating  VA's  capital  program  and  the  need  to  deploy  best 
practices  to  improve  total  performance,  and  clearly  address  the  importance  of  more  modern 
facilities  for  delivering  high  quality  care.^^^ 

Of  particular  concern  is  an  apparent  breakdown  in  the  process  of  bringing  new  clinics  online 
and  renewing  the  leases  of  existing  clinics.  With  current  law  requiring  congressional  approval 
of  any  lease  with  an  average  annual  rental  of  more  than  $1  million,^^^  a  Congressional  Budget 
Office  (CBO)  ruling^ has  upended  the  approval  process  and  halted  the  leasing  program 
Indicative  of  the  scope  of  the  problem,  VHA's  then  USH  testified  in  2013  that  VA,  since  2008, 
had  opened  180  leased  medical  facilities,  50  of  which  required  authorization  as  major  leases3^^ 
Currently,  24  major  VA  leases  are  in  limbo.^^s 


Alamge  ifU  Kea/  Pfvperp  For^a/wy  G  AO-09-776T  (Washington^  DC,  2009),  http:/ /u^ww.gao.gov/assets/ 130/ 122697, pdf), 
t^or  example,  VA  has  authority  to  oiidease  its  facilides  for  up  to  3  years,  but  may  not  retain  the  proceeds  of  any  such 
leasing  (Authorit}'  to  Procure  and  Dispose  of  Property  and  to  Negotiate  for  Common  Services,  38  U.S.C,  §  8122(a)(1)). 
U.S.  Government  Accountability  Office,  Rederal Kml  Fmpeif^>:  Fm^ess  Nlad^  an  Planning  and  bat  Unmeded  Onmed and 

Ljiased FacUiiks  Remain^  CtAO-11-520T  (^X''ashiilgton,  DG,  2011),  5,  http://www.gao.gt>v/pn>diicts/CjAC!)-ll-520T. 

Before  the  sunset  of  that  authority  in  2011,  VA  could  enter  into  such  a  long-term  lease  if  (1)  at  least  part  of  the 
propertj^^s  use  would  contribute  m  VA^s  mission,  (2)  the  lease  would  not  be  inconsistent  W'ith  that  mission;  and  (3)  the 
lease  w^oukl  enhance  the  use  of  the  property  (Enhanced-Usc  Leases,  38  LI.S.C.  §  8162(a)(2)).  Congress  reauthorized 
enhanced-use  leasing,  but  limited  it  to  a  single  use:  the  development  of  supportive -ho using  for  veterans  who  are 
homeless  or  at  risk  of  homelessness  (Honoring  America’s  Veterans  and  Caring  for  Camp  Lejeune  Families  Act  of  2012, 
Sec,  211,  Pub.  L.  No.  112-154, 126  Stat.  1165  (2012).) 

The  MITRE  Ciorpt>ration,  Indeptndent  y^ssessm&nf  af  the  Health  Care  De/wery  Systems  and Aianagement  Processes  of  the 
Department  of  F^eterans  Affam,  Assessment  K  (PmUitkAy  accessed  June  2,  2016, 
http:/  /\\^vw.va.gov/(  jpa/choiceact/ documents/assessments  /  Assessment_K _ Facilities.pdf. 

Congressional  Approval  of  Certain  Medical  Facility  Acquisitions,  38  U,S.C.  §  8104. 

’  I  [earing  an  Assessing  VA  ’/  Capital  Inpenfay  Options  ta  Pfovide  Veterans’  Care  Bejmr  the  Committee  on  Veterans  Affairs^  1 
Cong.,  42  0une  27,  2013)  (Statemenr  of  Robert  A.  Sunshine,  Deputy^  Director,  Congressional  Budget  Office),  accessed 
J  une  20,  20 16,  https:  /  / ww^w-gpo-gov  /fdsys / pkg/ CFIRG- 1 1 3hhrgS2242/  html/  CHRG-1 1 3hhrg82242.htm. 

Ibid.  CBC3  maintains  that  the  structure  of  VHA’s  lease  transactions — the  lease  of  a  facility,  designed  by  and  built  for 
VHA,  and  for  which  payments  retire  most  or  all  of  the  debt  over  the  life  of  the  lease — is  in  the  nature  of  a  governmental 
purchase,  and,  as  such,  the  lull  cost  of  acquiring  die  facility  should  be  budgeted  up  front,  rather  tiiaii  spread  over  the 
duration  of  the  lease.  As  budget  rules  generally  require  that  Congress  offset  that  aggregate  cost,  CBO’s  position  has  had 
the  effect  of  blocking  what  had  previously  been  a  manageable  funding  process. 

Hearing  an  VA’s  Capital  hwentofy  Optkms  to  Provide  Veterans’  Care  Befofe  the  Committee  on  Veterans  Affairs^  1 13"^" 

Cong.,  44  (I  une  27,  2013)  (Statement  of  Robert  A.  Petzel,  M.D.,  Under  Secretary  for  Health,  Veterans  Health 
Administration,  U.S.  Department  of  Veterans  Affairs),  June  20,  2016,  https:/ /www.gpo.gcw/ fdsys/ pkg/CHRG- 
1 13hhrg82242/html/CHRG- 1 13hhrg82242.htm. 

“Wimess  Testimony  of  Honorable  Robert  A.  McDonald,  Secretary,  U.S.  Department  of  Veterans  Aftidrs,  Hearing  t)n 
2/10/2016:  U.S.  Department  of  Veterans  Affairs  Budget  Request  for  Fiscal  Year  2017,”  House  Committee  on  Veterans’ 
Affairs,  accessed  June  20,  2016,  https://veterans.house.gov/wdtness-testimony/ the’hfmorable-robert-a-mcdonald'2. 
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One  of  the  primary  benefits  of  leasing  is  that  it  can  provide  flexibility  and  speed.^^^  But  the  time 
VHA  has  required  to  execute  a  lease^  from  planning  through  to  activation^  has  taken  almost 
9  years  in  the  case  of  a  major  lease/^^^^  in  contrast  with  private-sector  expectations  of  build-to-suit 
leases  that  often  take  fewer  than  3  years.i^i 

In  acknowledging  the  magnitude  of  the  challenges  associated  with  VA's  capital  program  and 
the  budget  constraints  within  which  VA  is  operating,  the  Independent  Assessment  Report  includes 
a  suggestion  that  transformative  options  be  considered,  to  include  alternative  vehicles  for 
capital  delivery  such  as  public-private  partnerships.^ 

Cap/fa/  Asset  Management 

Capital  asset  management  itself  requires  reengineering.  Facilities-related  functions  are 
dispersed  through  VA,  resulting  in  a  lack  of  accountability  for  outcomes,  a  mismatch  between 
planning  efforts  and  funding  decisions,  and  separation  of  project  execution  and  facilities 
management,^ suggesting  a  need  for  transformative  changes  in  operations. 

In  its  work  to  foster  transformation,  department  officials  have  recognized  many  organizational 
and  process  challenges  that  require  priority  attention,  including  the  need  to  realign  its 
infrastructure,  identify  new  (private)  sources  of  financing,  streamline  investment  decision 
making  and  contracting,  and  improve  the  management  of  capital  projectsd^^  Organizational 
change  aimed  at  streamlining  and  better  aligning  core  processes  is  vital  to  effective  operation  of 
VA's  facilities  programs. 

Capital-Asset  Imperatives 

The  planning  and  development  of  a  new  delivery  model  centered  on  establishing  integrated 
networks  of  care  has  major  implications  for  identifying,  planning  for,  and  realizing  VHA^s 
capital  needs.  Greater  reliance  on  community  care,  inherent  in  that  model,  establishes  a  new  set 
of  imperatives,  specifically,  a  need  for 

■  facility  realignment 

■  more  effective  means  of  repurposing  or  other  divestiture  of  unneeded  buildings  and 
land 

■  new,  more  effective  tools  to  meet  VHA's  need  for  new  clinic  capacity  and  major 
construction 

■  more  effective  management  of  VHA^s  capital  needs 


The  MITRE  Corporation,  hukpefideNt  Assessmfil  of  th  Hea/lh  Care  De/m^^  Systems  and Aianagemef^f  Processes  of  t/je 
Department  of  X^eterans  yissessment  K  (Fadiitiesf  159,  accessed  June  2,  2016, 

http:/ /mvw. va.gov/ opa/choiccact/ documents/ assessments/ Assessment  K  FaciEtics.pdh 

Ibid.,  159-160. 

Ibid.,  160. 

Ibid.,  vii-k,  34. 

Ibid.,  vi,  20, 

The  MITRE  Corporation,  Imkpendenf  Assessment  of  t/je  Hea/t/j  Care  De/irejy  Systems  and  Management  Processes  of  the 
Department  of  l^etemns  Affah%  \  'olume  !:  Integrated  XCepOif,  K'5,  accessed  June  2,  2016, 
http:/ /www  .va.gov/ opa/ choiccact/  documents/assessments/integr  at  cd_report.pdf. 

Interviews  of  VA  staff  by  C2>mmission  on  Care  staff,  April  2016. 
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Facility  Realignment 

VA  planning  must  closely  examine  the  role  of^  and  future  for,  individual  facilities,  in  light  of  a 
transformative  new  deliver}^  model  For  more  than  a  quarter  century,  VHA  leaders  have  cited 
the  need  for  medical  center  mission  changes,  realignments,  disposal  of  unneeded  buildings,  and 
where  indicated,  hospital  closures.^^^  The  critical  importance  of  transforming  VA  health  care 
delivery  gives  new  urgency  to  providing  tools  to  realign  VHA's  care-delivery  infrastructure. 
The  Commission  recognizes  that  the  SECVA  does  have  authority  to  "consolidate,  eliminate, 
abolish,  or  redistribute  the  functions  of  .  .  .  [VA]  facilities,  and  to  carry  out  an  administrative 
reorganization"  of  a  field  facility.^^^  But  that  authority  may  generally  not  be  unilaterally 
exercised.^^^  In  addition,  despite  VA's  having  established  two  previous  commissions  to  address 
the  need  for  facility  realignment,  leaders  have  had  only  limited  success  in  achieving  that 
objective.  The  exercise  of  SECVA's  broad  authority  to  reorganize  is  tempered  by  the 
prerogatives  and  fiscal  authority  held  by  Congress.  Congress  has  rejected  legislation  that 
proposed  a  process  to  reassess  the  future  of  individual  VA  facilities,^  reflecting  concerns  over 
veterans  losing  access  to  care  and  the  potential  of  constituents  losing  employment.  Such 
concerns  can  be  addressed.  To  be  successful,  a  capital  asset  realignment  process  must  be 
conducted  on  a  systemwide  basis  within  a  framework  that  provides  for  sound  planning;  the 
exercise  of  objective,  independent  expertise;  and  a  reliable  mechanism  for  implementation. 
Congress  can  look  to  and  adapt  a  proven  modeF^^  —  the  military  base  realignment  and  closure 
(BRAC)  process  —  to  meet  those  objectives  and  achieve  marked  improvements  in  access  to  care. 

Congress  should  enact  legislation,  based  on  DoD's  BRAC  model,  to  establish  a  VHA  capital 
asset  realignment  process  to  more  effectively  align  VHA  facilities  and  improve  veteran's  access 
to  care.  Creating  a  robust  capital  asset  realignment  process  is  vital  because  previous  capital 
divestiture  efforts  have  f ailed. This  process  should  offer  a  level  of  rigor  far  beyond  what 
currently  exists  for  repurposing  and  selling  capital  assets.  It  should  require  VHA  to  employ 
criteria  set  by  the  VHA  Care  System  governing  board  (see  Recommendation  #9)  to  conduct 
locally-based  analyses  of  capital  assets,  based  on  national  process  criteria.  Information 
generated  would  be  used  to  assist  an  independent  commission,  established  under  the 


“VA  Chief  Seeks  Panel  to  Revamp  System,”  Christopher  Scanlan,  PMfy.com  accessed  December  31,  2015, 
http:  /  / articles.philly.com/ 1 9B9-07-1 8 / ne\vs/261 34()5 1  „l_va-hospita!s-derudnski-veterans-hospitaI.  “Distinguished 
CjrtRip  Selected  for  CARES  Ciommission,”  Department  of  Veterans  Affairs^  Office  of  Public  and  Intergtjvernmental 
Affairs,  March  3,  2003,  accessed  December  31,  2015,  http://\\^^v.va.gov/opa/pressrd/pressrclease.cfm?id=578. 

Authorip^  to  Ret>rgani2e  Offices,  38  U.S.Ci,  §  510. 

Authorip"  to  Reorgan ii^e  (Offices,  38  U.S.C.  §  510(c),  In  instances  where  a  reorganization  would  reduce  employment 
by  1 5  percent  or  more  at  a  faciiip^  VA  must  provide  Ctmgress  a  detailed  plan  and  justification,  and  must  deter 
implementation  for  at  least  45  days. 

Veterans  Millennium  Health  Care  and  Benefits  Act,  H.R.  2116,  106^^  Cong.  (1999).  Section  107  of  House-passed 
H.R.  2116  would  have  established  a  mechanism  for  VA  to  cease  providing  liospital  care  at  medical  centers  which  were 
no  longer  providing  higli  quality,  efficient  hospital  care  because  of  factors  such  as  aging  physical  plant,  functional 
obsolescence,  and  low  utilization,  and  to  redirect  funds  instead  toward  establishment  of  enhanced -ser\ice  programs.  In 
rakiitg  up  ILR.  21 16,  the  Senate  did  not  adopt  that  provision,  and  it  was  not  included  in  the  Veterans  Millennium  Health 
Ciare  and  Benefits  Act,  Pub.  L.  No.  106-117,  113  Stat.  1545  (1999),  accessed  january  12,  2016, 
https://\\^^^gpo.gov/fdsys/pkg/PLAW-  tOGpubll  1 7/html/Pr.AW-106>pubi  1 1 7,htm 

170  y)efense  Base  Closure  and  Realignment  Commission,  Dcjhise  Base  Closure  and  Kealignmeni  Act  of  1990  (as  amended  through 
¥Y  0.5  Authorh:(aimt  Aet)f  accessed  June  23,  2016,  http://w\^^%brac.goY/docs/BR AC05Legislation.pdf. 

“VA  Cliief  Seeks  Panel  to  Revamp  System,”  Christopher  Scanlan,  Phiifysom,  accessed  December  31,  2015, 
http:/ /artides.philIy.com/1 989-07-1 8/news/261 34051_l_va-hospitals-der^inski-veterans-hospital.  “Distinguished 
Group  Selected  for  CARES  Commission,”  Department  of  Veterans  Affairs,  Office  of  Public  and  Intergovernmental 
Affairs,  March  3,  2003,  accessed  December  31,  2015,  http://w"v,^\va.gov/opa/pressrel/pressrelease.cfm?id=578. 
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legislation^  in  making  recommendations  regarding  realignment  and  capital  asset  needsd^^  The 
independent  commission  would  conduct  a  thorough,  one-time  process,  to  include  making  site 
visits  and  holding  hearings  to  inform  recommendations  that  would  constitute  a  proposed 
national  realignment  plan.  The  VHA  Care  System  governing  board  would  review,  and  adopt  or 
make  recommendations  to  revise,  the  independent  commission's  recommended  realignment 
plan.  The  commission  would  then  empower  the  VHA  Care  System  governing  board  to 
implement  the  recommendations  unless,  within  a  specified  timeframe,  Congress  disapproves 
the  entire  plan  on  an  up  or  down  vote.  The  Commission  on  Care  envisions  that  after  the 
completion  of  a  realignment  carried  out  under  such  proposed  legislation  and  in  the  course  of 
ongoing  VHA  transformation,  the  VHA  Care  System  governing  board  would  make  all 
additional  facility  alignment  decisions,  to  meet  veterans'  needs  and  to  fully  integrate  with  the 
strategic  vision  for  the  VHA  Care  System. 

Repurposing  and  Divestiture  of  Unneeded  Buildings  and  Land 

Maintaining  health  care  facilities  to  provide  state-of-the-art  care  requires  ongoing  financial 
support.  Bearing  the  additional  cost  of  maintaining  outdated,  vacant,  and  unused  buildings 
diminishes  operating  funds  needed  for  patient  care,  and  yields  no  benefit.  Even  taking  unused 
buildings  offline  and  placing  them  in  mothball  status,  requires  tens  of  millions  of  dollars  in  basic 
building  maintenance.™  If  VA  could  sell,  repurpose,  or  otherwise  divest  itself  of  unused  or 
underutilized  buildings  in  a  timely,  cost-effective  manner,  it  would  free  funds  for  the  purposes 
for  which  they  are  appropriated.!^^ 

Enhanced“Use  leasing  authority  has  in  the  past  provided  VHA  a  viable  tool  that  prevents  the 
need  for  such  unnecessary  spending,  while  permitting  development  of  vacant  property  for  uses 
compatible  with  VHA's  mission,  and  effective  use  of  the  proceeds,  whether  in  cash  or  in  kind.^^^ 
This  leasing  mechanism  has  been  put  to  particularly  effective  use  in  leveraging  an  asset  that 
VHA  can  no  longer  use,  but  which  has  development  potential,  as  consideration  for  an  asset  it 
may  need,  such  as  clinic  space.  But  limiting  enhanced-use  leasing  to  a  single  use  that  may  not  be 
feasible  in  many  locations  precludes  effective  use  of  a  valuable  capital-alignment  tool. 

In  many  instances,  however,  the  condition  or  remote  location  of  VHA  buildings  does  not  lend 
itself  to  enhanced-use  leasing.  Given  the  need  to  dispose  of  a  large  inventory  of  vacant 


172  pixjcesji  sht^uld  take  intt^  account  the  community  health  needs  assessments  (CHNA)  that  not-for-profit  hospitals 
are  required  to  carry  out  under  current  law,  (Patient  Protection  and  Affordable  Care  Act  of  2010,  Pub.  L.  No.  111-148, 
124  Stat.ll9j  sec.  9()07(a)  (2011)))  and  opportunities  to  engage  community  providers  in  collaborative  partnerships.  This 
provision  requires  tax-exempt  hospitals  to  create  a  liospital  community  health  needs  assessment  even^  three  years.  Ibis 
hospital  CHNA  is  developed  alongside  community  stakeholders.  The  community  health  needs  assessment  requirements 
include:  demographic  assessment  identifying  the  communit}^  the  hospital  serv-es;  a  community  health  needs  assessment 
sun^ey  of  perceived  healthcare  issues;  quantitative  analysis  of  actual  health  care  issues;  appraisal  of  current  efforts  to 
address  the  healthcare  issues;  and  formulation  of  a  3-year  plan  under  which  the  community  comes  together  to  address 
those  remaining  issues  collectively. 

^"^-Hhe  MlTIUr  Corporation.^  Imkpemkfif  of  fh  Wealth  Care  WeJmjy  Systems  and  Management  'Processes  of  the 

Depmifmnt  of  I  ’^etermu  Affairs,  Assessment  K  (Faeilities),  49,  accessed  June  3,  2016, 

http:/ /  WWW. va.gov/opa/choiceact/ documents /assessments /As  sessment_K_Facilities.pdf. 

Ibid.,  B^13, 

Hearing  on  Assessing  I A 's  Capita/  hmntor}>  Options  to  Proimk  I  Sf era  ns'  Care  Before  the  Committee  on  f/eterans  Affairs,  1 13’^''' 
C2ong.^  (June  27,  2013)  (Statement  of  Robert  A.  Petzel,  M.D.,  Under  Secretary  for  Health,  Veterans  Health 
Administration,  U.S.  Department  of  Veterans  Affairs),  accessed  June  20,  2016, 
http  s :  /  /  gpo.gov  /  fdsy  s  /  pkg/  C  H  RC  t  - 11 3hhrg82242 /  h  tm  1/  C  i  H  RC  j  - 1 1 3  hhrg82242 .  htm . 
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buildings  for  whkh  there  is  no  realistic  prospect  of  their  being  repurposed,  a  streamlined 
divestiture  process  is  needed. 

Meeting  Clinic  Capacity  and  Other  Infrastructure  Needs 

Developing  a  new  delivery  model  and  establishing  a  thorough  realignment  process  may  shrink 
VHA's  future  capital  needs  but  will  not  eliminate  them.  As  congressional  budget  rules  have 
frustrated  VHA  efforts  to  lease  needed  clinic  space,  it  is  critical  that  VHA  and  Congress  find 
models  or  remedies  to  establish  new  ambulatory  care  space  and  renew  leases  of  existing  clinics. 
Congress  and  VHA  should  work  together  to  find  the  means  to  meet  VHA's  need  for  new  clinic 
capacity.  Given  an  impasse  in  congressional  authorization  of  VA  clinic  leasing  based  on  build- 
to-lease  contracts,  VA  should  explore  the  feasibility  of  restructuring  those  arrangements.  VA 
should  explore  an  arrangement  that  remedies  the  concern  that  it  is  entering  into  capital  leases. 
Such  an  approach,  for  which  VA  provides  the  builder  with  space  needs  rather  than  a  complete 
design,  would  have  the  additional  benefit  of  bringing  projects  on  line  much  sooner.  Absent  an 
effective  solution  to  meeting  VA's  ongoing  need  for  clinic  space,  Congress  must  be  willing,  as  it 
was  in  passing  VAC  A  A,  to  take  extraordinary  steps^^^  to  overcome  a  funding  challenge,  and,  in 
this  instance  to  waive,  or  suspend  for  at  least  5  years,  the  operation  of  current  congressional 
authorization  and  scorekeeping  requirements  governing  major  medical  leases. 

In  addition  to  severe  leasing  challenges,  current  statutory  spending  limits  make  it  difficult  for 
VHA  to  modernize  and  renovate  its  aging  facilities. Notably,  minor  construction  funds, 
available  for  "constructing,  altering,  extending,  and  improving^^^^  any  VA  facility,  are  limited 
to  $10  million, yet  such  projects  may  require  substantially  more  given  the  age  and  condition 
of  many  VA  buildings.  Congress  last  lifted  the  threshold  of  what  constitutes  a  major  medical 
facility  project— the  amount  above  which  a  project  requires  specific  authorization  — more  than  a 
decade  ago.^^^  The  Commission  believes  that  with  the  tight  controls  a  governing  board  would 
exercise,  that  threshold  should  be  lifted  substantially,  providing  needed  flexibility  to  carry  out 
minor  construction  projects. 

As  VHA  works  more  closely  with  community  providers  and  participates  in  discussions 
regarding  community  health  needs,  it  should  be  open  to  opportunities  to  discuss  and 
potentially  work  toward  joint  efforts  at  meeting  infrastructure  needs.^®^ 


176  Y^terans  Access,  Choice,  and  Accountabilit)^  Act  of  2014,  Pub.  L.  No.  113-146,  128  star.  1754,  sec.  803  (2014), 

VA  Office  of  Inspector  General,  I  I leaM  R£meu>  ^Minor  Construction  Program,  8,  accessed 

J  line  3,  20 1 6,  h  r tp :  /  /mw. va  .go v/  o  i  g/  pu  b  s  /  V  A  0 1  Ct-  1 2- 0 3346 -6 9 ,  p  d  f 

Consolidated  Appropriations  Act,  2016,  Pub.  L.  No.  114-113,  129  Stat  2242  Div.J.,  Tide  II,  Department  of  Veterans 
Affairs  (2015). 

A  major  medical  facility  project  is  one  involving  a  total  expenditure  of  more  than  |10  million.  Congressional 
Approval  of  Cernon  Aledical  Facilit}'  Act^uisitions,  38  U.S.C.  §  8104(a)(3)(A). 

^^0  Sec.  812  of  the  Veterans  Benefits,  Health  Care,  and  Information  Technology^  Act  of  2006,  Pub.  T..  No.  109-461,  120 
Star.  3403  (2006),  raised  the  threshold  as  to  what  constitutes  a  major  medical  facility  project  from  more  than  57  million 
to  more  than  $10  million. 

One  such  pubhe-private  model,  such  as  under  discussion  in  Omaha,  NE,  where  talks  have  centered  on  private 
donors'  partially  funding  construction  of  a  replacement  medical  center,  necessarily  poses  challenges,  boT  merits 
exploration  and  support.  ("'VA  Exploring  Public-Private  Plan  for  New  Facilit)^,”  Lincoln  Journal  Star,  accessed  June  3, 

20 1 6,  http://jouinalstar.com/ news  /  state  -  and  -  regii  Mial  /nebraska/  va-exploring-public-private-plan'for-new- 
facility/articlc_6a90778e-6962-545f-a86a-3f27930bd84eiitmL)  Although  Congress  must  ultimately  provide  apt  facilities 
for  VA  care -deliver}-,  the  law  has  long  authorised  the  SECACA  to  accept  gifts  or  donations,  for  purposes  of  facility 
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Capital  Asset  Management 

The  Commission  fully  recognizes  that  VHA  has  much  to  do  on  its  own  to  more  effectively  meet 
its  capital  asset  needs.  At  the  core,  leaders  must  strengthen  and  streamline  the  capital  asset 
programs'  management  and  operation,  to  include  better  aligning  the  component  elements; 
streamlining  the  leasing  program,  contracting,  and  investment  decisions;  managing  and 
streamlining  project  delivery  for  construction  and  renovation;  and  adopting  a  facility  (or 
building)  life-cycle-model  planning  tool.  These  are  all  important  elements  of  needed  system 
transformation. 

As  depicted  in  Figure  3,  meeting  and  managing  VHA's  capital-asset  needs  require  an  integrated 
approach  that  requires  congressional  support  to  tackle  the  multiple  capital-asset  challenges 
facing  VHA.  The  Commission's  recommendations  for  meeting  and  managing  those  interrelated 
capital-asset  needs  are  set  forth  in  the  Implementation  section  following  Figure  3* 


construction.  (Congressional  Approval  of  Certain  Medical  Facility  Acquisitions,  38  U.S.C.  §  8104(e))  Nevertheless,  new 
legislative  authority  would  almost  assuredly  be  needed  to  permit  development  of  public— private  partnerships  that 
provide  new  platforms  for  the  construction  of  new  or  replacement  medical  facilities.  For  example,  H.R.  5099  would 
establish  a  pilot  program  permitting  VA  to  enter  into  public-private  parmership  agreements  to  plan,  design^  and 
construct  new  VA  facilities  using  private  donations.  To  Establish  a  PiitJt  Program  on  Partnership  Agreements  to 
Construct  New  Facilities  for  the  Department  of  Veterans  Affairs,  I  l.R.  5099,  114^^  Cong.  (2016), 
h  ttp  s :  /  /  .CO  ngre  ss .  gov  /  b  i  11  / 1 1 4th  -  c  o  ngres  s  /house  ■■  bit!  /  5 0 99 . 
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3.  I  'he  Complicated  Process  of  Meeting  and  Managing  FlriA.  ’s  Capital-Needs 


Meeting/Managing VHA  Capital  Needs... 


Implementation 
Legislative  Changes 

■  Provide  VA  new,  more  flexible  authorities  to  realign  facilities,  meet  capital-asset  needs, 
and  divest  itself  of  unneeded  buildings, 

■  Establishing  a  VHA  capital  asset  realignment  process  that  provides  (notwithstanding 
any  other  law)  for  more  effectively  aligning  VHA  facilities  with  the  objective  of 
improving  the  access,  quality,  and  cost-effectiveness  of  VA  care,  and  provides  for; 
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Establishing  an  independent  commission  (empowered  to  hold  public  hearings,  make 
site  visits,  and  have  full  access  to  VHA  analyses  and  data)  charged  with  developing 
a  national  capital  asset  realignment  plan  that  would  include  recommendations  to  the 
VHA  Care  System  governing  board  (see  Recommendation  #9)  for  systemwide 
facility  realignment  (to  include  changes  in  facility  mission,  facility  downsizing, 
integration  of  facilities,  and  closures),  with  the  rationale  for  each  recommended 
change* 

~  The  proposed  plan  would  identify  (a)  the  criteria  used  in  developing  realignment 
recommendations,  (b)  proposals  for  reinvestment  and  savings/ cost  avoidance 
resulting  from  the  realignment,  (c)  the  projected  care  improvements  that  would 
result,  and  (d)  mechanisms  to  minimize  the  adverse  effects  on  displaced  employees, 
to  include  assuring  that,  to  the  extent  feasible,  VA  retrains  and  reemploys  displaced 
employees. 

-  The  VHA  Care  System  governing  board  would  be  empowered  to  adopt  or  alter  the 
proposed  realignment  plan,  and  to  implement  the  final  plan  unless,  within  a  specified 
timeframe,  Congress  disapproves  the  plan  as  a  whole  on  an  up-or-down  vote* 

■  Waive  or  suspend  for  at  least  5  years  current  authorization  and  scorekeeping 
requirements  governing  major  medical  facility  leases  under  38  U.S*C*  §  8104. 

■  Amend  38  U.S.C,  §  8104  to  lift  the  threshold  of  what  constitutes  a  major  medical  facility 
project  from  $10  million  to  $50  million, 

■  Amend  pertinent  provisions  of  38  U.S.C.  §  8161,  and  what  follows,  to  reinstate  and 
extend  for  10  years  the  authority  in  prior  law  (as  in  effect  on  December  30,  2011)  for 
VHA  to  enter  into  enlianced-use  leases  for  any  use  that  is  not  incompatible  with  VA's 
mission. 

■  Provide  the  VHA  Care  System  governing  board  authority  to  promulgate  regulations 
that  for  a  period  of  not  more  than  5  years,  and  notwithstanding  any  other  law,  would 
ease  the  divestiture  of  unneeded  vacant  VHA  buildings,  to  include  (a)  shifting  to  a  third 
party  the  cost  of  meeting  environmental  requirements,  (b)  allowing  VHA  to  retain  the 
proceeds  of  any  property  sale,  and  (c)  creating  a  streamlined  process  to  address  historic 
preservation  considerations. 

VA  Administrative  Changes 

■  None  required. 

other  Department  and  Agency  Administrative  Changes 

■  None  required. 
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Information  Technology 

Recommendation  #7:  Modernize  VA's  IT  systems  and  infrastructure  to 
improve  veterans’  health  and  well-being  and  provide  the  foundation  needed 
to  transform  VHA’s  clinical  and  business  processes. 

Problem 

To  operate  a  high-performing  VHA  Care 
System,  VA  requires  a  comprehensive 
electronic  health  care  information  platform 
that  is  interoperable  with  other  systems  and 
other  health  care  providers;  enables 
scheduling,  billing,  claims,  and  payment; 
and  provides  tools  that  empower  veterans  to 
better  manage  their  health.  Creating  a  single, 
uniform,  integrated  IT  platform  will  promote 
care  continuity,  cost  savings,  and  consistent 
care  delivery  and  business  processesd®^ 

VA's  antiquated,  disjointed  clinical  and 
administrative  systems  cannot  support  these  essential  clinical  and  business  processes  and 
consequently  are  unable  to  support  the  Commission's  transformation  vision  for  VHA.  In 
addition,  currently  within  VHA,  there  is  no  experienced  senior  health  care  IT  leader  focusing  on 
the  strategic  health  care  IT  needs  of  veterans  and  VHA  staff. 

Background 

A  fully  functional  electronic  health  record  (EHR)  can  improve  the  quality  of  patient  care,  help 
avert  medical  errors,  and  improve  communication  among  providers  and  with  patients. 

Starting  in  the  1970s,  VHA  became  a  leader  in  the  development  of  EHR  technology  with  VlstA 
and  a  computerized  patient  record  system  (CPRS).^®^  Full  implementation  of  the  EHR,  together 
with  other  reforms,  helped  improve  the  quality  of  care  at  VHA.^^^  During  the  last  decade,  VHA 
has  not  been  able  to  maintain  an  IT  advantage.^®^  Although  in  the  past  most  VHA  clinicians 


The  Commission  Recommends  That 


■  VHA  establish  a  Senior  Executive  Service  (SES)“!evel 
position  of  VHA  Care  System  chief  information  officer 
(CIO),  selected  by  and  reporting  to  the  chief  of  VHA 
Care  System  (CVCS)  with  a  dotted  line  to  the  VA  CIO. 
The  VHA  CIO  is  responsible  for  developing  and 
implementing  a  comprehensive  health  IT  strategy  and 
developing  and  managing  the  health  IT  budget. 

■  VHA  procure  and  implement  a  comprehensive, 
commercial  off-the-shelf  (COTS)  information 
technology  solution  to  include  clinical,  operational  and 
financial  systems  that  can  support  the  transformation 
of  VHA  as  described  in  this  report. 


The  MTCRH  Corporation,  Assessment  of  HeaM  Care  System  and  At  amgemnf  Processes  af  the 

Department  of  \/eferans  Affairs,  Volume  /:  Integrated  Kepmt,  43-44,  accefised  February  25,  2016, 
hcq:>:/ /  ww\v.  va.gov/ opa/ choiceact/ documents/ assessments/in  tegrared_reporT.pdf, 

“Does  health  information  technology  improve  quality  of  care?''^  Robert  Wood  Johnson  Foundation,  accessed  May  20, 
201 6,  http:// wvt^v.rvJTorg/ content/ dam/ farm/ reports/ issue_briefs/ 201 1  / r\vif71333. 

The  MITRE  Corporation,  Independent  Assessment  of  the  Hea/th  Care  De/m^>  Systems  and  Alanagement  Processes  of  the 
Department  of  Veterans  Affairs,  Assessment  H  (Health  informathn  'TechnoJogjj),  29-30,  accessed  April  4,  2016, 
http:/  /  mw.va.gov/ opa /choiceact /documents/ asscssmcnts/Asscssment_l  I_I  Jealrh_Information_Technolog}^pdf. 

Phillip  Longman,  Best  Care  Anywhere:  Why  VA  Care  Is  Better  Than  Yours  {3rd  ed.,  Berrett-Koehler  Publishers,  Inc., 
2012).  Jonathan  B.  Perlin,  Robert  M.  Kolodner,  and  Robert  H.  Roswell,  “TTie  Veterans  Health  Administration:  Quality, 
Value,  Accountability’,  and  information  as  Transforming  Strategies  for  Parient-Centered  Care,”  The  American  Journal  of 
Managed  Care  (November  2004),  828-836,  accessed  June  3,  201 6, 

http://  citcsccrx.ist.psu.cdu/\ticwdoc/  download?doi=  1 0.1 . 1.47 6,45 0&rcp= rep  l&ty^e= pdf. 

MITRE  Ccjrpo  ration,  independent  Assessment  of  the  Health  Care  Delmery  Systems  and  Management  Trocesses  of  the 
Department  of  Veterans  Affairs,  Assessment  H  (Health  Information  Techno iog)rf  vi,  accessed  April  5,  2016, 
http:  /  /w\w.  va.gov  /  opa /choiceact/ documents  /  assessments  /  Asses  sment_H_  He  alth_lnformation_T  echnolog}Tpdf. 
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have  had  a  high  opinion  of  the  clinical  applications  and  databases  enabled  by  VistA  and  CPRS, 
a  lack  of  upgrades  has  put  VHA's  EHR  at  risk  of  becoming  obsoleteJ^^  Many  large  U.S.  health 
care  systems  that  were  early  adopters  of  homegrown  EHR  systems  found  themselves  in  similar 
circumstances  and  have  since  purchased  and  migrated  to  commercial  off-the-shelf  (COTS) 
productsd®^  DoD  recently  made  the  same  choiced^^ 

To  achieve  the  Commission's  vision  of  a  health  care  system  that  delivers  quality^  access,  choice, 
and  veteran  well-being,  VHA  requires  effective,  robust,  and  modern  information  technology 
systems.  A  robust  EHR  system  would  allow  veterans  and  clinical  providers  to  send,  receive, 
find,  and  use  electronic  health  information  in  a  manner  that  is  appropriate,  secure,  timely,  and 
reliable.  It  would  be  seamlessly  interoperable  with  other  systems  including  DoD,  private-sector 
providers,  and  with  other  VA  enterprise  systems  such  as  those  in  the  Veterans  Benefits 
Administration  (VBA).  It  would  support  VHA  clinical  workflow,  evidence-based  practice,  and 
patient  safety.  It  would  provide  clinicians,  patients,  and  administrators  the  data,  analytic  power, 
and  user  interfaces  required  to  monitor  the  effectiveness  of  care  and  improve  it  over  time.  A 
robust  IT  system  for  VHA  should  include  more  than  just  the  EHR,  however,  extending  to  all  the 
systems  and  tools  required  to  facilitate  and  automate  business  processes  that  support  access 
and  veterans'  care.  These  capabilities  include  an  effective  scheduling  system,  telephone 
systems,  mobile  applications,  telehealth,  financial  management  systems,  human  resources 
systems,  and  other  systems  that  enable  community  care. 

To  realize  such  a  transformation  of  IT  in  a  system  as  complex  as  VHA  requires  exceptional 
leadership  and  staff,  sufficient  budget,  a  robust  change  management  plan,  effective  systems  for 
accountability  and  quality  control,  and  efficient  and  agile  contractingd^*)  Presently,  VHA 
appears  to  lack  a  majority  of  these  factors  required  for  success. 

Analysis 

Leadership  and  Staff 

Prior  to  2006,  VHA  had  a  chief  health  informatics  officer  responsible  for  the  VHA  electronic 
record  system  and  for  coordinating  with  VA  on  IT  systems.  The  programmers  in  VHA  worked 
closely  with  the  clinicians  who  used  the  tool  to  create  a  system  that  met  their  needs.^^^  VHA  was 
able  to  prioritize  clinical  needs  and  patient  safety  requirements  within  its  overall  budget  and 
plan  for  IT  spending;  however,  there  was  no  specific  budget  line  item  for  the  electronic  health 


Ibid,,  29^30, 

Billion  Leidos-Lockheed  Deal:  Size  Sdll  Matters/’  Frank  Konkef  accessed  February  T  2016, 
h  ttp :  /  /  WWW.  nex  tgov.  com  /  de  fe  n  s  e  / 20 1 6  / 02 / 5 b  - 1  e  i  d  os  -  i  o  c  kh  eed  -dcal-s  i  ze-  s  ti  1 1  -m  at  ter  s  -  fed  cral-  i  t- 
contr  acting/ 12561 7/?orcf=ncxtgov_today_nL 

189  “OoD  Awards  (]erner,  Leidos,  Accenture  EHR  C]ontract/’  Tom  Sullivan,  accessed  May  12,  2016, 
http:/ /mvw.healthcarcimews.com/news/dod-names-chr-contract-wmner. 

La  Verne  H.  Council,  Assistant  Secretary  for  Information  &  Technology,  Chief  information  Officer,  Department  of 
Veterans  Affairs,  briefing  to  Commission  on  Care  staff,  April  27,  2016. 

The  MITRE  Corporation,  Assess^/enl  of  the  Health  Care  Delivery  Systems  and  Alanagement  Processes  of  the 

DepartmeM  of  Veterans  Affairs,  Vohitm  1:  Integrated  Report,  41,  accessed  Februain^  16,  2016, 
http://  WWW  .v^.gov/ opa/  choiceact  /  documents  /  asses  sments  /  i  n  tegrated_report .  pd  £ 

The  MITRE  Ccjrpo  ration,  independent  Assessment  of  the  Health  Ca?ie  Delivey-  Systems  and  Alanagement  Processes  of  the 
Department  of  Heterans  Affairs^  Assessment  H  {fiealth  Infommtion  Technolo^f  v,  accessed  March  31,  2016, 
http:/  /\v\\^v  .va.gov  /  opa /choiceact/ documents  /  assessments  /  Assessnient_H_Health_lnfDrmati  on_T  echnolog}- .pdf. 
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record  system  or  related  technology,  and  there  was  limited  central  oversight  or  accountability 
for  information  technology  infrastructure. 

VA's  IT  budget  was  centralized  in  2006,  and  the  Office  of  Information  and  Technology  (OIT) 
was  assigned  to  deliver,  operate,  and  manage  IT  and  its  budget,  across  the  department.  With 
this  change,  VHA's  needs  became  only  one  of  the  priorities  that  OIT  has  had  to  accommodate 
and  VHA^s  priorities  have  not  always  prevailed.^^^ 

To  ensure  that  clinical  needs  and  patient  safety  are  a  priority,  many  large  health  care  systems, 
such  as  DoD,  Cleveland  Clinic,  Geisinger,  and  Kaiser  Permanente,  have  a  medical  CIO 
(i.e.,  CMIO)  who  manages  and  advocates  for  the  clinical  IT  needs  of  the  organization.  A  CMIO 
ensures  that  clinicians  are  involved  in  the  selection  of  any  IT  systems  they  use  to  perform  their 
job  functions  and  provide  patient  care,  including  EHRs.  Clinicians  involved  in  the  selection  and 
deployment  of  an  IT  system  are  more  likely  to  feel  ownership  of  it  and  fully  adopt  its  use.  The 
CMIO  usually  reports  to  the  health  system's  CEO  or  CMO,  and  working  in  concert  with  these 
individuals  and  the  organization's  CIO,  makes  sure  that  health  information  needs  are 
prioritized  and  fundedd^^ 

VA  does  not  have  staff  with  the  necessary  expertise  to  execute  large-scale  IT  projects.  Previous 
system  implementations  have  failed  because  VA  did  not  have  individuals  with  adequate 
experience  to  effectively  plan  and  manage  system  development  and  deployment  If  VA  had  an 
adequate  system  and  skilled  staff  to  monitor  and  identify  program  and  contracting  problems 
affecting  the  progress  of  prior  IT  implementations,  effective  and  timely  decisions  could  have 
been  made  to  either  redirect  or  terminate  VA  IT  projects  that  ultimately  failed.  To  avoid 
repeating  these  previous  IT  implementation  failures,  VA  needs  to  develop  effective  oversight 
systems  and  develop  in-house  staff  with  the  expertise  to  oversee,  fully  support,  manage,  and 
execute  complex  integrated  IT  programs. 

Given  all  of  these  critical  needs,  the  Commission  believes  that  it  is  essential  for  VHA  to  have  a 
CIO  with  health  care  expertise  and  substantial  experience,  reporting  to  the  chief  of  VHA  Care 
System.  The  VHA  CIO  will  be  responsible  for  managing  the  complex  implementation  of  a  state- 
of-the-art  comprehensive  information  system  platform  to  support  the  new  integrated  VHA  Care 
System,  with  the  functionality,  interoperability,  and  data  management  capabilities  to  support 
the  delivery  and  coordination  of  high-quality  health  care  for  veterans.  The  CIO  will  need  to 
work  closely  with  clinical  and  operational  leaders  on  the  effective  execution  of  the  new  system, 
and  will  also  need  to  collaborate  with  the  VA  CIO  to  ensure  the  integration  and  coordination  of 
the  health  care  information  system  and  the  Veterans  Benefit  Administration  system. 


Ibid.,  10. 

“CMlOs  Hdp  Hospitals  Make  Tech  IVansitions,”  Nasecm  S.  Miller,  accessed  May  13,  2016, 
https:/ / %ww.acep.ot;g/ content.aspx?id=79744. 

Depanment  of  Veteraiis  Affairs  Office  of  the  Inspector  Cjeneraf  lU'pkw  of  and  Admmistmhon  ofl'ask  Orders 

Issues  by  the  Department  of  X^eterans  Affairs Jor  the  Bdplacement  ScbeduimgApplkatmi  Development  Vrogram^  accessed  May  25, 

2( )  1 6  j  h  ttp:  /  /  va.gov /  <  >ig/  52  /  rep  or ts  /  20(  )9  /  V  A(  )  I  Ct  -  C) 9-0 1 92 6 - 207 .  pdf. 
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Budget 

The  l-ycar  budget  appropriations  cycle  makes  it  difficult  to  secure  multiyear  funding  for  long¬ 
term  development  and  important  IT  projects.^^^  The  budget  process  is  disconnected  from  total 
lifecycle  IT  costs That  disconnect  has  grown  wider  with  a  change  in  law^^®  under  which 
Congress  provides  VHA  advanced  medical  care  appropriations  —  in  effect  a  2-year  budget  — 
while  health  IT  funding  remains  1-year  money As  the  Congressional  Research  Service  (CRS) 
testified^ 

providing  an  advance  appropriation  for  some  VHA  accounts  and  fanding  IT  accounts 
under  a  regular  appropriation  act  could  create  a  situation  loheixby,  for  example,  VHA 
could  not  purchase  computer  software  although  it  has  procured  medical  equipment  that 

needs  software.  Another  example  would  be  the  difficulty  of  procuring  IT  infrastructure  to 

200 

support  opening  of  a  new  community-based  outpatient  clinic  (CBOC). 

Spending  on  new  systems  and  upgrades  to 
existing  systems  now  represents  only 
15  percent  of  VA's  total  IT  budget  (see 
Figure  meaning  that  essential 
upgrades  like  a  new  scheduling  package 
and  EHR  modernization  have  not  had  the 
funding  or  focus  required  to  succeed. 

Clinical  users  have  become  increasingly 
frustrated  by  the  lack  of  any  clear  advances 
with  VistA  during  the  past  decade. 

Numerous  VHA  clinicians  have  experience 
with  commercial  EHR  systems  and  want 
the  same  level  of  features,  modern  clinical 
capabilities,  integration,  and  mobility  they 
see  emerging  in  the  commercial 
marketplace.^o^ 

In  July  2015,  DoD  awarded  a  $4.3  billion,  10-year  contract  to  overhaul  the  Pentagon's  electronic 
health  records  for  millions  of  active-duty  military  members  and  retirees*  Officials  estimate  that 
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“Coming  in  2016:  Cloud  T.egislation,”  Aisha  Chowdhw  and  Adam  Mazmanian,  accessed  Jan uaw  12^  2016, 
h  ttp  fi :  /  /  fc  w.  com  /  a  rticle  fi  /  2( )  1 5  / 1 2  /  22  /  do  Lid  ’  bill-20 1 6 .  a  s.p  X . 

T. a  Verne  Council,  Assistant  Sec  re  tar}’  for  Information  &  Technology,  Chief  Informarion  Officer,  Department  of 
Veterans  Affairs,  brie  ting  to  Commission  on  Care,  December  15,  2015. 

1%  Veterans  Health  C^are  Budget  Reform  and  Transparency  Act  of  2009,  Pub*  L.  No*  111 -81,  123  Stat*  2137  (2009). 

With  the  Consolidated  and  Further  Continuing  Appropriations  Act,  2015,  Pub.  L.  No.  1 13-235  (December  16,  2014), 
(Congress  expanded  advanced  appropriatioiis  to  addititmal  VA  program  acco Lints* 

LbS,  Congress,  i  louse  of  Representatives,  Committee  on  Veterans  Affairs,  Funding  the  US.  Departmnf  of  Veterans 
Affairs  of  the  Future:  Hearing  before  the  Ciommiftee  on  Veterans  Apairs  [/..V.  House  of  Kipresmtafwes^  Tilth  C  a  ingress,  1st  S  ess., 
April  29,  2009,  60,  accessed  June  3,  2016,  https://w\w*gpo*gov/fdsys/pkg/CHRG~l  llhhrg49914/pdf/CHRG- 
l  1 1  h  hrg4 99 1 4 .  p  d  f 

201  Department  of  Veterans  Affairs,  Iffformation  Techm/ogy  Ageng/  Summr^!,  accessed  May  25,  2016, 
https:/  /itdashboard.gov/ drupal/ summary/029. 

202  MITRE  Corporation,  independent  Assess/nenf  of  the  Health  Ca?ie  De/ire^-  Sjstems  and  Alanagement  Processes  of  the 
Depatfment  of  Veterans  Affairs j  Assessment  H  (Health  Injommtion  Technolo^p  v,  accessed  March  31,  2016, 

http:  /  /\v\\^v  .va.gov  /  opa/choiceact/ documents  /  assessments  /  Asses  s  me  nt_H_Health_lnfDrmation_T  echnolog}- *pdf. 
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during  its  potential  18-year  life,  the  contract  could  be  worth  just  less  than  $9  billion.^tf^  The 
recent  Senate  appropriations  bill  for  VA  OIT  allots  $63  million  toward  development  and 
modernization  of  VA's  existing  EHR  (ie*,  VistA  Evolution)*^04  Assuming  that  VA^s 
implementation  of  a  new  COTS  EHR  would  be  similar  in  size  and  scope  to  DoD's  EHR 
implementation,  VA  would  be  short  $3.67  billion  in  funding  for  a  new  COTS  EHR,  given  the 
current  funding  amount  of  $63  million  per  year.  VA  will  require  a  substantial  increase  in 
IT  funding  to  support  the  successful  implementation  of  a  new  comprehensive  COTS  EHR. 

Robust  Change  Plan 

Because  VistA  has  been  customized  at  each  medical  center,  there  are  few  standard  data 
elements.  The  varied  algorithms  lead  to  a  complex,  heterogeneous  mix  of  hard  ware  and 
software  that  impedes  system  changes  and  new  capabilities  and  raises  operations  and 
maintenance  costs 7^^  Due  to  excessive  project  management  overhead,  a  complex  legacy 
IT  infrastructure  that  is  difficult  to  modernize,  and  more  than  130  variations  of  the  primary 
software  system  deployed  across  VHA  medical  facilities,  the  implementation  of  improved 
IT  capabilities  in  the  last  10  years  has  been  extremely  limited^^  VA  is  currently  weighing 
whether  to  continue  to  modernize  VistA  or  purchase  a  COTS  health  information  technology 
platform.  The  Commission  recommends  moving  to  a  COTS  program. 

Whether  VHA  moves  forward  with  the  purchase  of  a  COTS  product,  as  recommended  by  the 
Commission,  or  continues  attempting  to  modernize  VistA,  VHA  must  effectively  manage  the 
change  process.  At  present,  a  lack  of  standard  clinical  documentation  has  made  it  harder  to 
develop  effective  clinical  decision-support  systems  and  hinders  EHR  information  exchange 
among  VA  Medical  Centers  (VAMC),  between  VA  and  non-VA  facilities  (including  those  of 
DoD),  and  between  VA  and  individual  veterans.  Shared  data  must  be  well  labeled  in  a  way  that 
the  receiving  system  can  identify  and  properly  ingest  such  data.  An  electronic  medical  record 
can  contain  as  many  as  100,000  different  data  fields.  The  lack  of  data  standards  presents 
challenges  to  using  comparable  data  for  analysis  and  disparities  among  the  130  tailored  local 
instances  of  VistA,  complicating  information  sharing,  data  aggregation,  and  analytics7°^  VHA 
has  not  established  comprehensive  semantic  definitions  for  data  elements  through  the  use  of 
standard  nomenclatures,  terminologies,  and  code  sets.  Doing  so  is  required  to  ensure 
consistency  and  integration  across  multiple  systems,  leverage  follow-on  IT  products,  and 
facilitate  analytics  for  clinical  decision  making7°® 

The  Office  of  the  National  Coordinator  (ONC)  for  Health  IT,  under  HHS,  is  responsible  for 
advancing  national  connectivity  and  interoperability  of  health  information  technology.  The 


**Cerner  wins  54.3  billion  DoD  contract  to  overhaul  electronic  health  records,”  Amy  Brittain,  The  IT'as/jmgfon  Posg 
accessed  May  25,  2016,  https: //m\^v,\vashingtonposLcom/national/health-science/cemer-\vinsMockcontract-tO“ 
ovcrhaul-elcctronic-health-rc  cords  / 201 5/07/29/7fbfccfa-35f5- 1 1  c5-b673- 1  df005a0fb28_stor\^html. 

$.  Kept.  1  14’237  —  Militat}-  (]t>nstroction.  Veterans  Affairs,  and  Related  Agencies  Appropriation  Bill,  2017,  accessed 
May  25,  2016,  https:/ /’\s,^tv,co  ngress.gov/ congressional-report /1 14th-congress/senate-rcport/237/l. 

20>  MlTRlr  Corporation,  IffJeperiJe/if  of  the  Tlmlth  Gan  Deimr^^  Systems  and  M.anagemmf  Processes  of  the 

Department  of  Veterans  Affairs,  Volame  1:  Integrated  Repot f,  44,  accessed  Februaf}"  25,  2016, 
http:/  /  WWW. va.gov /opa  /  clioiceact /documents /assessments /Integrated^report.pdf. 

Ibid-,  41- 

The  MITRE  Corporation,  Independent  Assessment  of  the  Health  Care  De/irejty  Systems  and  Management  Processes  of  the 
Department  of  Vefemns  Affairs,  Assessment  H  (Health  Information  Techno/og}!),  \%  accessed  March  31,  2016^ 
http:/  /mvw -va.gov/ opa/ choiceact/  documents /assessments /As  sc  ss  me  nt_fl_l  ]calth_Information_Technolog}^pdf. 

Ibid.,  viii. 
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ONC  developed  the  National  Interoperability  Roadmap  with  the  goal  of  being  able  to  use 
electronic  health  information  exchange,  so  information  can  follow  a  patient  where  and  when  it 
is  needed,  across  organizational,  health  IT  developer,  and  geographic  boundaries.  The  roadmap 
lays  out  a  clear  path  to  catalyze  the  collaboration  of  stakeholders  who  are  going  to  build  and 
use  the  health  IT  infrastructure.^^^  VA's  intent  to  expand  veteran  care  to  more  community 
providers  through  the  creation  of  locally-integrated  health  care  networks  will  mean  that  it  is 
important  for  VHA  to  follow  the  ONC  roadmap  and  standards*  Following  this  roadmap 
includes  using  the  continuity  of  care  docuTnent  to  exchange  data,  which  was  established  by 
ONC  and  is  followed  by  community  health  care  providers*  VA  OIT  is  currently  collaborating 
with  the  ONC  on  VA's  plans  for  interoperability  and  has  committed  VA  to  following  the 

roadmap.210 

VHA  does  not  yet  have  a  robust,  detailed  strategy  and  roadmap  for  IT  initiatives  across  VHA 
that  integrates  veteran  access  to  scheduling  via  phone,  telehealth,  and  mobile  apps*^^^  National 
deployment  of  the  VistA  Scheduling  Enhancement  and  the  veteran  mobile  scheduling  Veteran 
Appointment  Request  app,  are  initial  steps  to  prepare  for  the  implementation  of  new  COTS 
electronic  medical  system  with  a  scheduling  package. 

To  resolve  the  underlying  systemic  issues  with  VistA  scheduling,  VA  awarded  a  contract  for  the 
implementation  of  VA's  new  COTS  medical  appointment  scheduling  system  in  August  2015*^12 
This  system  is  a  COTS  scheduling  solution  that,  when  implemented,  is  expected  to  move  VHA 
from  primarily  a  face-to-face  appointment  model  to  a  coherent,  resource-based  system  with 
broad  opportunities  for  improved  services  for  VA  stakeholders.^^  ^  Deployment  is  awaiting  the 
final  decision  on  whether  VHA  will  continue  with  VistA  or  purchase  a  full  COTS  product. 

COTS  Solution 

The  current  VistA/computerized  patient  records  systems  are  based  on  a  tightly  integrated, 
monolithic  architecture  and  design  with  numerous  and  diverse  functional  components  and 
associated  interdependencies.  These  characteristics  impose  barriers  to  modernizing  the 
respective  systems.  In  addition,  the  high  cost  of  infrastructure  operation  and  maintenance 
(85  percent  of  the  total  IT  budget)  reduces  funding  available  for  new  development  efforts.^i^ 
Maintenance  and  data  sharing  are  further  complicated  because  most  VAMCs  have  customized 
their  local  versions  of  VistA,  leading  to  approximately  130  different  versions  of  VistA  across  the 
country. 


im  Shared  Nadomvde  Interoperability^  Roadmap  Version  1.0,”  HealthlT.gov,  accessed  March  29,  2016, 
https:  /  /  www.healthit.gov/poIicy-researchers-impIemerLters/interoperability. 

LaVerne  Cioimcil,  Assistant  Secretary  for  Information  &  Technology^  Cihief  Information  Officer,  Department  of 
Veterans  Affairs,  briefing  to  Commission  on  Care  staff,  April  27,  2016. 

The  MITRE  (Corporation,  Asit'ssm&fif  of  the  Health  Care  De/m^^  Sjsterr/s  Mafiagemerit  Processes  of  the 

Department  of  Veterans  Affairs,  Assessment  H  (Health  Information  Teebnoiog^f  44,  accessed  April  4,  2016, 
http:  /  /www.  va.gov  /  opa  /  choiceact/ documents/  assessments  /  Assessment_H_Health„lnformation_Technolog)  .pdf. 

“I623M  Medical  Appointment  Scheduling  System  (MASS)  Contract,”  G2Xchange,  accessed  May  3,  201 6, 
https:// www.g2xchange.com/statics/ 623m-medical-appointment-scheduling-system~mass-contract. 

The  MrrRR  Corporation,  I ndepmident  Assessment  of  the  Health  Care  Delmry  Systems  and  Management  Processes  ff  the 
Department  of  Veterans  Affairs,  Assessment  H  (Heath  Information  Tech  no  log),  40,  accessed  May  3,  2016, 
http:/  /www  .va.gov/ op  a /choiceact/ documents/assessments /Assessment_H_Hea]th_InfDrmation_Technolog)^pdf. 

Ibid.,  vi. 

Ibid.,  vi. 
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VHA  relies  on  a  VistA  scheduling  package  to  provide  veterans  with  access  to  health  care.  The 
system  is  antiquated,  highly  inefficient,  does  not  optimally  support  processes  or  allow  for 
efficient  scheduling  of  appointments*  A  report  on  scheduling  published  by  the  Northern 
Virginia  Technology  Council  (NVTC)  in  October  2014,  showed  that  VA's  exam-scheduling 
processes  are  not  enabled  by  state-of-the-art  technologies  or  consistently  applied  standard 
operating  procedures*^^^  To  improve  this  situation,  VHA  has  developed,  and  is  in  the  process  of 
a  national  roll  out  of,  VistA  scheduling  enhancements,  which  provides  an  improved  user 
interface  (i*e„  graphic  user  interface  or  GUI)*  Although  the  new  GUI  will  help  veterans  gain 
access  to  care  by  implementing  better  scheduling  procedures,  it  does  not  address  the  need  that 
managers,  planners,  and  administrators  have  for  accurate  and  timely  data  on  clinic  use,^^^  For 
instance,  VHA's  new  health  care  operations  dashboard  shows  that  more  than  55  percent  of 
clinic  slots  in  VHA  go  unused  each  day.^^^  However  when  questioned  about  this  data,  VHA 
notes  that  it  is  not  correct.^^^  The  underlying  VistA  scheduling  software  does  not  allow  accurate 
representation  of  clinician  time  toward  each  clinic  stop.  As  a  result,  whether  data  is  presented  in 
a  dashboard  or  a  new  GUI  tool,  as  long  as  the  underlying  data  cannot  be  captured  accurately, 
then  VHA  will  not  have  the  information  it  needs  to  effectively  manage  the  supply  of  clinic 
slots.^2^ 

VA's  financial  management  information  technology  system  is  woefully  outdated  and  VA  has 
previously  wasted  approximately  $500  million  in  two  failed  attempts  to  replace  it.  Given  VA's 
lack  of  an  integrated  finance  and  logistics  IT  system,  VA  has  no  method  to  perform  commitment 
accounting.2^^  VA's  current  financial  management  system  does  not  support  streamlining  and 
automation  of  VA's  revenue  cycle.^^ 

Community  care  processes  currently  include  eligibility  determinations,  referrals  and 
authorizations,  care  coordination,  network  management,  claims,  and  customer  service*^^^ 

VA's  information  technology  systems  limitations  often  demand  manual  processes  to  support 
community  care  that  can  reduce  the  timeliness  and  accuracy  of  data  and  obscure  the  true  state 
of  VHA's  activities*  Relying  on  manual  processes  slows  collections  and  payment  activities  and 
introduces  errors  and  waste  into  the  process.^^^  Barriers  to  automation  are  multifactorial. 


Ibid.,  39-40. 

Me  Kills  ey  &  Cipmpa.ny%  Inc.,  Independefit  Assessment  of  the  Hmitb  Care  Deiipe^'  Systems  mid  Mcindgement  Pmeesses  oj  the 
Department  of  \^eterans  Affairs,  Assessment  D.  (IWorkflow — SchednlinQ),  26,  accessed  May,  13,  2016, 
http :  /  /\\Tv\v.  va.gov  / 1  jpa/  c  hoiceact/d  ocu  ments  /  asses  sments  /  As  ses  smen  t_E_Wotk  flo  w_Scheduling.  pd  f. 

Cry^stal  Wilson,  Office  of  AnaKlics  and  Business  Intelligence,  Veterans  Health  Administration,  email  to  Commission 
on  (iare  staff,  May  3,  201 6. 

219  Joe  Francis,  Director  of  Clinical  Analytics  and  Reporting,  Veterans  Health  Administration,  email  to  Commission  on 
Care  staff,  May  3,  2016. 

220  Me  Kinsey  &  Company,  Inc.,  Independent  Assessment  oj  the  hlealfh  C^are  Deispery  Systems  and  Management  Processes  oj  ihe 
Department  oj  X^eierans  Affairs^  Assessment  D.  (IWorkflow — Scbednling),  26,  accessed  May,  13,  2016, 

h  ttp :  /  /  WWW. va.gov /  opa /  c  hoiceact  /documents  /  as  ses  sments  /  As  ses  snient_E_\Vorkflow_$c  heduling.pd  f . 

k.  Fry’C,  Detferto  Secretary  McDonald,  March  iff  201 5 ^  accessed  May  17,  2016, 
http:/  /extras.mnginteractive.com/live/media/site36/201 5/ 0522 / 201 50522_025126_W1iistleblowerMemo.pdf. 

Grant  'rhornton,  Independent  Assessment  of  the  Health  Care  Deimry  Systems  and  Nlanagemenf  Processes  of  the  Department  of 
Veterans  Affairs,  Assessment  1  (Bmiuess  Pmeessesf  24,  accessed  May  24,  2016, 

http:/ /vv^vw  .va.gov/ opa/ c  hoiceact/  documents/ assessments/ Assessment_LBusiness_Processes.pdf 
22a  Baligh  Yehia,  MD,  ADUSII  Communin-  Care,  briefing  to  Commission  on  Care,  April  18  and  19,  2016. 

The  MITRE  Ccjrpo  ration,  independent  Assessment  of  the  Health  Car^e  Deiipery  Systems  and  Management  Processes  of  the 
Department  of  Veterans  Affairs,  Volume  1:  Integrated  Pepori,  42,  accessed  March  28,  2016, 
http:/  /\w^v  .va.gov  /  opa/ c  hoiceact/ documents  /  assessments /Integr  ated_report.pdf. 
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including  confusing  eligibility  rules  governing  which  veterans  may  receive  care  outside  VHA 
and  for  what  conditions^  in  what  circumstances,  and  which  services  may  be  billed  to  third-party 
insurers-^^  In  addition,  there  are  multiple  authorities  for  purchasing  community  care  — all  with 
different  business  rules^^^  and  reimbursement  rates,  as  well  as  antiquated  financial  management 
information  systems  that  are  not  standardized  to  private-sector  processes*  All  of  these 
impediments  are  exacerbated  by  workers  throughout  the  revenue  cycle  who  are  poorly 
compensated  and  marginally  trained,  experience  high  turnover,  and  work  in  environments 
with  a  continuous  20  percent  vacancy  rate;^^  thus,  they  cannot  effectively  manage  certain 
business  practices  such  as  insurance  verification  and  ensuring  clinicians  complete  necessary 

coding  documentation, ^28 

Many  large  U.S.  health  care  systems  that  originally  developed  in-house  EHRs  have  since 
purchased  and  migrated  to  COTS  EHRs.^  DoD  recently  made  the  same  choice,  deciding  to 
replace  its  homegrown  EHR  with  a  COTS  product  to  take  advantage  of  private-sector 
innovation  and  have  an  EHR  that  communicates  with  private-sector  systems.  For  a  system  in 
which  60  to  70  percent  of  military  health  care  takes  place  outside  the  DoD,^^^  this  was  an 
important  business  consideration  that  is  also  consistent  with  VHA's  long  term  direction*  Very 
large  IT  programs  with  purpose-built  systems  and  labor-driven  business  models  are  shifting 
rapidly  toward  more  open  source,  COTS  systems*  Large  proprietary  IT  solutions  are 
increasingly  being  replaced  by  less  risky,  agile,  and  open-source  solutions  or  IT  as-a-service 
models,  and  getting  away  from  client-server  model  s*^^^ 

fnteroperab///fy 

VHA's  EHR  issues  stymie  interoperability  among  VHA  facilities  as  well  as  between  VHA  and 
DoD  and  other  non- VHA  providers.  Multiple  assessments  noted  the  lack  of  interoperability 
resulted  in  incomplete  patient  records  with  potentially  substantial  implications  for  veterans  and 
VHA*  Incomplete  records  introduce  unnecessary  clinical  risk,  complicate  the  transition  from 


The  MITRE  Corporation,  Independent  Assessment  of  the  Health  Care  Delivery  System  and  Management  Processes  of  the 
Deparfmmt  of  Heterans  Affairs^  l  -'olume  h  Integrated  R£pOif,  Appendix  I  (liHsiness  Processes'^  19-20^  accessed  April  26,  2015. 
http:/ /w^^T\^va*gov/ opa/ choiceact/documents/ assessments /in  tegrated_report.pdf, 

Baligh  Yeliia,  MD,  ADUSH  Comniunit)'  Care,  brieting  to  Commission  on  Care,  April  IS  and  19,  2016. 

Healthcare  Talent  Management,  Veterans  Health  Administration,  email  to  Commission  on  Care,  April  11, 2016. 
Northern  Virginia  Technology'  Council,  Opportunities  to  Improve  the  Schedniing  of  Medical  Exams  for  Americas  YeteranSf 
accessed  April  25,  201 6,  http://\\^^. va.gov/ opa/ choiceact/documents/N\T"CiFinalReporttoVA'revised3.pdf. 

2B  MITRE  Corporation,  Independent  Assessment  of  the  Hea/th  Care  Delivey  Systems  and  Alanagement  Processes  of  the 
Department  of  t''^eterans  Affairs^  Hohtme  1:  Integrated  Pjeportf  Appendix  f  hasiness  Processes.  13-14,  accessed  November  24,  2015, 
http:/  /  mw.va.gov/ opa/choiccact/documcnrs/ assessments /in  tcgrarcd_rcport.pdf. 

''35  Billion  Leid os- Lockheed  Deal:  Size  Still  Matters,”  Frank  Konkel,  accessed  February  4,  2016, 
h  ttp:/  /  mv\v,  nextgov.com/ defense/201 6/02/5b-leidos-k>ckheed-deal-si  ze-stil  1  -matters-fedcral-iL 
contracting/ 1 2561 7 /?oref=nextgov_today_nl. 

“DoD  Awards  Cerner,  Leidos,  Accenture  EHR  Contract,”  Tom  Sullivan,  accessed  May  12,  2016, 
http:/ /www.healthcareitneu  s.com/ news /dod-names-ehr-con  tract-winner* 
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DoD  to  VHA  care,  and  inhibit  VHA's  ability  to  bill  and  collect  revenue  in  an  accurate  and 
timely  manner. 

As  GAO  reported  in  August  2015,  VA  and  DoD  have  taken  initial  steps  to  increase 
interoperability  between  their  existing  electronic  health  record  systems.^^^  They  have  deployed 
the  Joint  Legacy  Viewer  (JLV),  which  provides  a  patient-centric,  integrated  view  of  a  patient's 
health  data  from  VA,  DoD,  and  community  health  partners  on  one  screen.  It  has  been  available 
at  all  VA  medical  centers  since  October  2014  and  currently  has  more  than  70,000  users.^^'*  The 
JLV  is  a  positive  step  in  supporting  coordination  of  care  among  VA,  DoD,  and  community 
partners,  but  it  only  allows  for  providers  to  view  veterans'/ service  members'  medical  records 
and  does  not  yet  allow  for  the  other  agencies'  medical  records  to  be  updated  by  providers, 

VA's  next  evolution  in  interoperability  with  DoD  and  community  partners  is  the  deployment  of 
their  Enterprise  Health  Management  Platform  (eHMP).  eHMP  is  intended  to  provide  VA 
streamlined  access  to  complete  patient  history  from  VA,  DoD,  and  community  health  partners 
in  a  single,  reliable,  customizable,  and  secure  interface  that  is  easy  to  use.  It  is  reported  to 
deliver  a  modem,  web-based  user  interface  and  supporting  infrastructure  and  is  intended  to 
replace  the  Computerized  Patient  Record  System  (CPRS)  as  VA's  primary  point-of-care 
application.  The  national  rollout  of  eHMP  is  expected  to  be  completed  by  December  2017.^^ 

VHA  does  not  have  everything  that  is  needed  in  an  IT  system  to  manage  the  business  and 
clinical  aspects  of  care  in  the  community  and  support  the  overall  veteran  experience  in  an 
expanded  community  network.  To  address  these  gaps  and  provide  health  care  well  into  the 
future,  VA  intends  to  develop  in  house  a  comprehensive  and  interoperable  digital  health 
platform  (DHP).  The  DHP  is  intended  to  seamlessly  integrate  all  of  VHA's  core  processes, 
including  scheduling,  supply  chain  management,  billing,  and  claims.  Through  consolidation  of 
more  than  40  contact  center  systems  and  more  than  130  versions  of  the  VistA  EHR  and  clinical 
procurement/ inventory  systems,  the  DHP  is  designed  to  enable  VHA's  operation  as  a  holistic, 
platform  business  and  greatly  reduce  the  cost  of  system  maintenance  across  the  IT  enterprise. 

Because  there  is  no  unique  patient  identifier,  problems  exist  with  "1)  accessing  and  integrating 
information  from  different  providers  and  provider  computer  systems,  2)  aggregating  and 
providing  a  lifelong  view  of  a  patient's  information,  and  3)  supporting  population-based 
research  and  development"^^®  To  accurately  match  veteran  patient  data  that  is  exchanged 
between  VA  and  non-VA  providers,  both  organizations  need  to  use  the  same  unique  patient 


The  MVrRE  Corporation,  Independent  A  ssmmeJit  of  the  Health  Care  Pe/mjy  System  and  Management  Processes  of  the 
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The  MITRE  Corporation,  Independent  Assessment  of  the  Health  Care  Peimerg  Systems  and  Management  Processes  of  the 
Department  of  Veterans  Affairs,  Assessment  H  (Health  Informatmn  Technoiogjrf  A-35,  accessed  March  31,  2016, 
http:/  /  WWW.  va.gov/opa  /  clioiceact/documents/assessments  /  Assessment_H_Heaith_lnformation_Technologj^pdf. 

Sloan  Gibson,  Deput\^  Secretar}'  of  Veterans  Affairs  et  al,,  briefing  to  Commission  on  Care,  April  1 8,  2016. 

La  Verne  I L  Council,  Assistant  Secretary  for  Information  Technology,  Chief  Information  Officer,  Department  of 
Veteiiins  Affairs,  briefing  to  (Commission  on  Care  staff,  April  27,  2016. 

'^Analysis  of  Unique  Patient  Identifier  Options,”  Solomon  L  Appavu,  The  Department  of  1  lealth  and  Human 
Services,  accessed  May  20,  2016,  http: //w^w.ncvhs.hhs.gov/up’-content/ uploads/ 201 4/08/ APPAVU-508.pdf. 
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identifier.  This  practice  is  currently  not  used.^^  Each  health  care  system  uses  a  unique  patient 
identifier  number,  but  it  is  specific  to  that  system.^^^  VA  uses  patients'  social  security  numbers 
as  unique  identifiers;  whereas,  due  to  stricter  security  standards  required  by  HIPPA  privacy 
laws  that  community  providers  must  adhere  to,  many  non-VA  providers  use  other  personally 
identifiable  information  {e*g.,  first  name,  last  name,  date  of  birth,  and  phone  number)  to  match 
patient  identities  between  record  systems.  Studies  have  shown  that  patient  identification  error 
rates  range  from  7-20  percent*^^^  For  VA  to  accurately  identify  patients  and  their  records,  a 
unique  national  patient  identifier  is  essential. 

The  security  of  eiectronic  records  is  an  ongoing  concern.  One  in  three  Americans  had  health 
care  records  breached  in  2015.^^2  Recent  hacks  of  U.S.  hospital  health  care  systems  tlirough  the 
use  of  ransomware,  viruses  that  hold  systems  hostage  until  victims  pay  for  a  key  to  regain 
access,  further  highlight  the  need  for  enhanced  VA  cybersecurity.^^^  VA's  OIG  has  repeatedly 
identified  the  same  weaknesses  and  deficiencies  in  VA's  information  security  program  in  its 
annual  FISMA  audit  reports.^"*^  Although  VA  has  recently  made  some  progress  in  developing 
policies  and  procedures  to  address  current  security  gaps,  OIG's  FY  2015  audit  concluded  that 
information  security  is  still  a  material  weakness  for  VA  and  that  VA  must  take  comprehensive 
measures  to  mitigate  security  vulnerabilities  affecting  VA's  mission-critical  systems.^^^  For 
sharing  of  veteran  data  to  be  secure,  only  the  designated  correct  parties  can  have  access  to 
patients'  data.^^^  Interoperability  increases  the  risk  to  veterans'  health  records.^^^  Cybersecurity 
guidelines  and  best  practices  are  being  developed  by  HHS  in  response  to  the  requirements  in 
the  recently  enacted  Cybersecurity  Iirformation  Sharing  Act;^^®  however,  security  protocols  also 
cannot  impede  health  information  exchange  with  VA  community  providers  and  health  systems. 
VA  OIT  needs  to  be  involved  in  the  health  information  exchange  planning  discussions,  which 


“Intempetabiliw  2015:  (Current  State  and  Next  Steps^*^  Kent  Ckilej  KLAS  Rei^earch,  accessed  March  9,  2{)16, 
http:/ /  mvw.  klasresearch.com/ docs/default-source/defaiilt-document-library/2pg-emr-interoperabtlity-indiistr\’- 
specific.pd 

24^1  “Analysis  of  Unique  Patient  Identifier  Options,”  Solomon  L  Appavu,  The  Department  of  I  lealth  and  Human 
S  e  rvdees ,  acces  sed  May  20,  2(  1 1 6,  h  ttp:  /  /  nc  v  h  s .  hh  s  .gov /\\p  -  ermte  nt/  uplo  ads  /  20 14/ 08 /  APPAVU  - 5 08 .  p  d  f. 

241  Right  Fit:  How  We  Solve  the  Puzzle  of  Interoperability,”  Russel!  Branzell,  Media  Planet:  Fumre  of  Health  Care, 
accessed  May  25,  2016,  http:/ /ww\v.tutureofhealthcarenews.com/te!emedidne/the-right-ilt-how-we-solve-the-pLi2z!e- 
of-i  nteroperability, 

242  “Pytkiic  Health  Enemies:  Protecting  Your  Medical  Records/'  RusscH  Branzell,  Media  Planet:  Future  of  Hcalih  Care, 
accessed  Ma}"  25,  2016,  http:/ /un^v.futureDfheal thcarenews.com/digital-heakh/ public-health’enemiefi-protecting'-your- 
medical-records. 

“Virus  Infects  Medstar  Health  System's  Uomputers,  Forcing  an  Online  Shutdown/' Jt^hn  Woodrow  Oox,  Karen 
Turner  and  Matt  Zapotosky,  accessed  March  28,  2016,  https:/ /mt^v.washingtonpost.com/local/virus-infects-medstar- 
health"Systems"Computers-hospital-officials’-say/2()l  6/03/28/ 480f7d66-f5 1 5- 1  Ie5"a3ce- 

f06b  5ba2 1  f3  3_s  tor^^h  tm  I  ?h  p  i  d = h  p_l  o  c  al  -n  e ws_med  s tar-h  e  al  th  -vi  rus  - 3 4 5p  m  p  ere  e  nt3  Aho  m  ep  age  pcrcen  t2Fs  toii^ . 

The  MITRE  Corporation,  Assessmef^f  of  the  I  hath  Care  Delivery  Systems  and  Management  hmeesses  of  the 

Depariment  of  Veterans  Affairs,  Assessment  H  (Heath  Infom/ation  Technoh^f  A- 24,  accessed  May  25,  2016, 
http:/ /w\TO  .va.gov/ opa/ choiceact/ documents/ assessments /Assessment_l  1_I  le  al  th_l  n  form  ado  n_Tech  nolog)  .pdf. 

Department  of  Veterans  Affairs,  Office  of  the  Inspector  Cjeiieral,  Federal  In/omMtion  Seeimp!  Aiodenii^ation  Art  A ndt  for 
Fiscal  Year  2015,  accessed  May  25,  20 1 6,  http:  /  / va.gov/ oig/ pubs /  VAOIG- 1 5-01 957- 1 00. pdf. 

“Interoperability  2015:  Current  State  and  Next  Steps;  Market  Immaturity  Highlights  Opportunity,”  Kent  Gale,  KLAS 
Research,  accessed  March  9,  2016,  http: / /vr^vw, klasresearch.com /docs/default-source/defauk-document-librar)V2pg- 
em  r-interoperabilit)'-ind  u  ^try- sp  eci  fic.pd  Ps  fvrsn= 0. 

Jon  White,  M.D.,  The  Office  of  the  National  Coordinator  for  Health  Information  Technolog)^  briefing  to 
Commission  on  Care,  December  15,  2015. 

243  “Public  Health  Enemies:  Protecting  Your  Medical  Records/'  Russell  Branzell,  Media  Planet:  Future  eT  Health  Care, 
accessed  May  17,  2016,  http:/ /www. futurcofheakhcarcnews.com/digital-hcaith/public-hcalth-encmics-protccdng-your- 
m  edi  cal-record  s. 


75 

Page  92  of  974 


Commission‘On-Care_nnal“Report_06301 6_F0R-WEB.pdf  for  Printed  Item:  1  {  Attachment  1  of  4) 


Commission  on  Care  Final  Report 


are  currently  handled  solely  within  VHA,  so  that  VA  OIT  can  assist  in  removing  impediments 
to  health  information  exchange.^^^ 

Veterans  currently  have  to  opt  in  {i,e,,  provide  consent)  to  allow  VA  to  share  their  health 
information  with  non- VH A/ community  care  providers.  Although  the  technology  is  in  place  for 
VA  to  exchange  patient  health  information  with  more  than  100  health  information  exchange 
partners^  only  a  fraction  of  data  can  be  exchanged  in  these  networks  because^  due  to  lack  of 
awareness,  only  3  percent  of  veterans  have  opted  in  to  allow  VA  to  share  their  health 
information.^'^  The  standard  industry  policy  is  to  have  patients  opt  out  of  having  their  health 
data  shared  with  their  other  health  care  providers.  VA  is  prohibited  from  taking  this  approach 
because  statutory  language  in  38  U.S.C.  §  7332  prohibits  VA  from  disclosing  information 
relating  to  drug  abuse,  alcoholism  or  alcohol  abuse,  infection  with  the  human 
immunodeficiency  virus,  or  sickle  cell  anemia,  except  when  required  in  emergencies,  without 
written  authorized  consent  from  the  patient.^^^ 

In  response  to  this  limitation,  VA  approved  and  submitted  Legislative  Proposal  VHA-10  (lOP- 
07),  Authority  for  the  Department  of  Veterans  Affairs  (VA)  to  Release  Patient  Information  under 
38  U.S.C.  §  7332  to  Health  Care  Providers  for  Treatment  of  Shared  Patients  in  2013.  The 
proposal  allows  veterans  to  opt  out  of  sharing  their  data  with  VA  community  providers  instead 
of  having  to  opt  in.  The  proposal  was  approved  by  OMB  and  was  included  in  the  president's 
2015  Budget.  VHA  provided  a  briefing  to  a  Senate  Veterans  Affairs  Committee  staff  in  April 
2015  on  this  legislative  proposal.  A  House  Bill  was  introduced,  but  it  limited  the  opt-out  option 
to  the  Choice  Program.  VA^s  Office  of  Congressional  and  Legislative  Affairs  responded  back  to 
Congress  that  the  bill  should  be  expanded  to  include  all  external  purchased  care  options 
(i.e.,  community  providers)  thus  directly  supporting  more  veterans.^^ 

Collaboration  between  VA  OIT  and  VHA  is  paramount  to  transforming  VHA's  health  IT 
infrastructure.  Such  collaboration  would  be  most  effectively  achieved  by  establishing  an  IT 
leader  for  VHA  who  is  focused  on  ensuring  that  the  strategic  and  operational  IT  needs  of  VHA 
clinicians,  staff,  and  veterans  are  met.  Current  OIT  leadership  is  in  the  process  of  modernizing 
VA's  IT  management  processes,  to  include  putting  in  place  IT  account  managers  (ITAMs)  for 
each  of  the  agency's  departments,  including  VHA.^^^  An  account  manager  is  neither  senior 
enough,  nor  has  the  level  of  expertise  and  experience,  to  manage  the  complexity  of  the  VHA  IT 
system.  VHA's  extensive  IT  needs  require  a  VHA  CIO  with  authority  over  the  health  IT  budget 
and  the  execution  of  the  health  IT  strategy.  VA  needs  a  robust  process  for  IT  investment 
decisions,  especially  those  relating  to  VHA's  health  strategy.  The  VHA  CIO  would  work  with 
the  eves  and  the  VA  CIO  to  define  the  health  IT  strategy  and  key  IT  acquisitions/ projects  and 
ensure  that  health  IT  funding  is  aligned  and  committed  to  the  execution  of  VHA's  health  IT 


Janiic  Bennett,  VLER  1  lealth  Program  Manager,  phone  call  with  Commission  on  Care  Staff,  March  2,  2016. 

Llaine  Hunolt,  email  on  February  1,  2016  in  response  to  follow-up  questions  from  her  briefing  to  the  Commission  on 
Care,  December  15,  2015 

38  U.S.C.  §  7332  Subchapter  111  -  Protection  of  Patient  Rights  Sec.  7332  -  Confidentiality  of  certain  medical  records. 
Blaine  Hunolt,  email  on  Februaii-  1, 2016  in  response  to  follow-up  questions  from  her  briefing  to  the  Commission  on 
Care,  December  15,  2015. 

253  “C)I&T  Enterprise  Strateg\^:  Putting  Veterans  First,”  La  Verne  Council,  Assistant  Secretary-  for  Infjrmation  & 
Technology',  Chief  Information  (i)fficer.  Department  of  Veterans  Affairs,  briefing  to  Commission  on  Care, 

December  15,  2015. 
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strategy.  Rolling  out  a  new  system  takes  multiple  years,  and  VA  must  commit  to  funding 
system  deployments  to  completion. 

The  modernization  of  VHA's  IT  infrastructure  requires  a  substantial  increase  in  and  reallocation 
of  VA's  IT  budget  to  implement  it.  The  budget  process  for  VA  health  care  IT  funding  should  be 
the  same  as  the  process  for  VHA  medical  care  funding.  That  shift  can  be  accomplished  by 
establishing  a  separate  line  item  for  health  IT  within  VA's  IT  appropriation,  and  providing  for 
advanced  appropriations  for  that  account.  In  addition,  there  is  also  a  potential  supplementary 
role  for  government-wide  IT  legislation.  For  example,  H.R.  4897,  the  Information  Technology 
Modernization  Act  of  April  2016,  would  create  a  $3T  billion  revolving  fund  for  upgrading 
outdated  federal  IT  sy stems. 

The  Commission  strongly  recommends  that  VA  purchase  a  comprehensive  COTS  health  IT 
platform,  and  implement  all  information  systems  with  minimal  customization.  VHA  leadership 
is  in  the  process  of  assessing  whether  VistA  is  the  best  solution  to  support  veterans'  future 
health  care  needs  or  whether  a  new  EHR,  such  as  a  COTS  product  or  open-source  EHR,  should 
be  used.^^  The  decision  to  choose  a  COTS  product  would  be  consistent  the  approach  adopted 
by  DoD  and  by  other  large  health  systems  that  have  moved  away  from  homegrown  solutions  to 
commercial  and  open-source  products.  It  would  allow  VHA  to  focus  energy  on  excellent  patient 
care  as  a  core  competency  and  shift  the  IT  development  and  maintenance  risk  of  software 
products  to  external  vendors  with  more  expertise  in  this  area.^^^  It  is  also  likely  to  accelerate 
interoperability  as  vendors  continue  to  offer  IT  solutions  that  meet  meaningful  use  standards 
and  the  roadmap  published  by  ONC. 

A  COTS  product  must  be  able  to  execute  key  functionalities  required  by  VHA,  These 
requirements  include  one  standard  version  of  an  EHR  across  all  VHA  sites  of  care; 
interoperability  within  VA,  such  as  with  Veterans  Benefit  Administration  (VBA),  and  between 
VHA  and  DoD,  and  community  providers;  robust  security;  and  the  ability  to  accommodate  a 
national  unique  patient  identifier.  This  system  must  also  be  a  robust  clinical  management  tool 
that  supports  VHA  clinical  workflow  and  has  a  customizable  interface  for  clinical  users,  allows 
for  evidence-based  clinical  order  sets  and  patient  safety  features  like  automated  medication 
reconciliation,  has  robust  analytic  capability  for  both  clinical  and  administrative  functions,  and 
enables  automated  abstraction  and  reporting  of  performance  measures. 

The  system  must  also  seamlessly  support  administrative  functions  like  scheduling,  patient 
intake,  eligibility  determination,  referrals,  and  patient  out-of-pocket  expense  determination.  The 
system  must  enable  effective  business  operations  in  billing  coding,  automated  claims 
processing,  and  all  aspects  of  supply  chain  management.  This  COTS  purchase  should  include  a 
scheduling  package.  Improvements  in  scheduling  should  dramatically  increase  access  and 
satisfaction,  as  well  as  data  quality,  productivity,  and  operational  reporting  capabilities. 


254  “7\yo  it  Mc^demization  Bills  See  Movement  in  Ciongress,^'  Aisha  Cihowdhw,  accessed  April  28,  2016, 

hrtpsr/ /\vashingtontcchnolog\^com/articlcs/201 6/04/22/it~bills~congress,aspx. 

Sloan  Gibson,  Deputy  Secretary  of  Veterans  Affairs  et  at,  briefing  to  Commission  on  Care,  April  18,  2016. 

256  '*DoD  awards  Ccrner,  Lcidos,  Accenture  El  IR  Contract/'  Tom  SuJlivan,  accessed  May  12,  2016, 
http:/ /  heal  thca  re  i  tnews.  com  /  news /dod-nameS”e  hr- con  tract- winner. 


77 

Page  94  of  974 


Commission‘On-Care_nnal“Report_06301 6_F0R-WEB.pdf  for  Printed  Item:  1  {  Attachment  1  of  4) 


Commission  on  Care  Final  Report 


Broadening  and  improving  scheduling  capabilities  will  provide  more  opportunities  for  veterans 
to  become  active  partners  in  their  own  care.^^^ 

For  VHA  to  transition  to  a  COTS  product,  the  new  VHA  CIO  must  develop  and  implement  a 
strategy  that  will  allow  the  current  nonstandard  data  to  effectively  roll  into  a  new  system, 
engage  clinical-end  users  and  internal  experts  in  the  procurement  and  transition  process,  ensure 
effective  cybersecurity,  and  limit  spending  on  the  current  systems  to  fund  only  critical  changes 
required  for  continued  operations.  Finally,  this  plan  should  be  coordinated  with  ONC  and  DoD. 

Implementation 

Legisiative  Changes 

■  Provide  a  specific  appropriation  to  fully  fund  the  complete  development  and 
deployment  of  the  comprehensive  COTS  electronic  health  platform,  recognizing  this  will 
require  significant  resources  above  the  current  annual  appropriation  and  funding  to 
support  VHA's  IT  transformation;  including  funds  that  ensure  appropriate  training  of 
all  staff,  recognize  loss  of  staff  productivity  during  implementation,  and  provide  proper 
maintenance  and  upgrades  of  VA  IT  infrastructure  in  preparation  for  new  and  successor 
technologies. 

■  Establish  within  the  Department's  IT  appropriation  a  line  item  for  health  IT,  and  provide 
for  advanced  appropriations  for  that  account,  consistent  with  the  overall  VHA  IT 
strategy. 

■  Amend  section  38  U.S.C,  §7332,  to  authorize  VA  to  share  protected  health  information 
under  the  same  rules  as  all  other  HIPAA  protected  information. 

VA  Administrative  Changes 

■  Hire  a  CIO  for  the  VHA  IT  transformation.  The  CIO  should  report  to  the  CVCS,  with 
secondary  reporting  responsibility  to  VA  CIO. 

■  Establish  a  transformation  strategy  that  addresses  all  of  the  following  needs  (as  directed 
by  the  VHA  CIO): 

standardizes  data  elements  in  the  current  IT  systems  through  the  use  of  standard 
nomenclatures,  terminologies  and  code  sets  in  order  to  promote  the  transition  to  a 
COTS  EHR  and  to  support  interoperability^^^ 

develops  a  robust  cybersecurity  plan  for  VHA  IT  infrastructure,  in  coordination  with 
VA  CIO  and  Chief  Information  Security  Office,  which  addresses  both  current 
systems  and  defines 

the  requirements  for  new  systems 


The  MITRE  Corporation,  Independent  Assessment  of  the  Health  Care  Helwery  Systems  and  Management  'Processes  of  the 
Department  of  Heterans  Affairs,  Assessment  H  (Health  Information  Pechnologji),  46,  accessed  May  3,  2016, 
http;/ /www  .va.gov/ opa/ choiceact/  documents/ assessments/ Asscssmcnt_I  I_I  lcalth_Information_Technolog)tpdf. 
258  Ibid.,  55. 
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collaborates  with  the  Office  of  the  National  Coordinator  for  Health  IT  on  national 
interoperability  standards  and  implementation 

limits  any  continued  VistA  development  and  associated  spending  to  only  those 
upgrades  required  to  keep  VistA  functioning  until  a  new  system  is  in  place 

■  Plan  and  implement  procurement  of  a  comprehensive  COTS  electronic  health  platform 
that  executes  all  of  the  following  requirements: 

establishes  one  logical  version  of  an  electronic  health  record  platform  in  VHA^^^ 

standardizes  evidenced-based,  best  practice  clinical  order  sets  across  VHA 

incorporates  effective  analytic  capabilities  to  drive  health  and  business  outcomes  and 
offers  the  ability  to  interface  with  other  tools  for  data  management  and 
presentation^*^"^ 

modernizes  appointment  scheduling  so  that  it  accurately  measures  wait  times^  is  not 
susceptible  to  data  manipulation,  and  is  focused  on  the  individual  needs  of  the 
veterans-^^ 

accomplishes  a  coordinated  IT  infrastructure  for  appointment  scheduling,  coding, 
billing,  claims  payment,  third  party  collections,  and  other  core  VHA  business 
processes,  including  the  following  specific  capabilities:  integration  across  patient 
intake,  medical  records,  coding,  and  billing  systems;  single  sign-on  capability; 
automated  first-party  claims  matching;  real-time  estimate  of  out-of-pocket  patient 
expenses;  and  automation  to  support  algorithmic  edits  and  claims  correction^^^ 

supports  the  business  processes  required  to  implement  integrated  community  care 
networks,  including  eligibility  determinations,  referrals  and  authorizations,  care 
coordination,  network  management,  claims  and  customer  service 

promotes  full  interoperability  with  IT  systems  across  VA  (including  VBA  and 
National  Cemetery  Administration)  and  between  VA  and  DoD 

supports  the  development  of  full  interoperability  with  integrated  community  care 
network  facilities  and  providers 


LaVerne  C^ouncil^  Assistant  Secretaiy  for  Information  &  Technoiog)%  Chief  Information  Officer,  Department  of 
Veterans  Affairs,  briefing  to  Commission  on  Care  staff,  April  27,  201 6. 

260  MlTRli  Corporation,  Independent  Jissessment  of  the  Heath  Care  Deiiveiy  Systems  and  Aianagement  Processes  of  the 

Department  of  Veterans  Affairs,  Assessment  H  (Heath  Information  Technoiogj!),  viii,  accessed  March  31, 2016, 

http:/  /  WWW. va.gov /opa  /  choiceact /documents /assessments  /  Assessment_H_Hea!th_lnformation_Technolog}cpdf. 

The  Independent  Budget,  The  Independent  Budget — V^eterans  Agenda  for  the  114^^  Congpess:  PoUey  Pecommendetlons for  Congress 
and  the  Administration^  accessed  Alay  17,  2016,  http://wuAv.independentbudget.org/2016/iB_l  Afl6,pdf. 

262  MITRE  C.icjrpo  ration,  independent  Assessment  of  the  Heath  Care  DetMey  Systems  and  Alanagement  Processes  of  the 
Department  of  Veterans  Affairs^  Volume  1:  Integrated  Pepori^  49,  accessed  Februarj^  16,  2016, 
http:/  /  wtt^v.va.gov^  /  opa/ choiceact/ documents  /  assessments /integrated_report.pdf. 
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enables  automated  abstraction  and  reporting  of  quality  performance  measures 
including  process  and  outcome  measures  of  clinical  quality^  access  measures^  and 
cost  effectiveness  that  are  the  same  as  the  private  sector 

includes  functionality  to  use  a  national  unique  patient  identifier 

integrates  supply  chain  and  financial  systems  with  the  electronic  health  records  to 
provide  accurate  operational  data^^^ 

■  Streamline  its  current  IT  procurement  processes  so  that  IT  procurement  is  expeditious, 
including  lengthier  contract  vehicles  with  more  options,  the  use  of  indefinite  delivery 
indefinite  quantity  vehicles,  blanket  purchase  agreements,  time  and  material  contracts, 
and  flexible  contract  structures  to  allow  for  the  onboarding  of  emerging  technologies  in 
a  competitive  fashion, 

■  Increase  health  IT  expertise  within  VHA, 

Other  Department  and  Agency  Administrative  Changes 

■  CMS  and  federal  health  care  providers  should  collaborate  to  develop  a  national  unique 
patient  identifier  standard,  CMS  should  require  health  care  providers  to  use  these 
identifiers  as  a  condition  of  participation  in  Medicare  and  HHS  should  require  federally 
qualified  health  centers  to  use  them  as  a  condition  of  participation.  The  President  should 
require  all  federal  health  care  providers  to  adopt  the  standard. 


La  Verne  Council,  Assistant  Sccrctar\-  for  Information  &;  Techno  log}'.  Chief  Infomiadon  Officer,  Department  of 
Veterans  Affairs,  briefing  to  Cxjniniission  on  Ciare  staff,  April  27,  201 6. 
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Supply  Chain 

Recommendation  #8:  Transform  the  management  of  the  supply  chain  in  VHA. 

Problem 

Effective  management  of  all  aspects  of 
the  supply  chain  has  become  a 
competitive  differentiator  for  health  care 
delivery  systems.  Modernization  and 
automation  of  the  supply  chain  in  health 
care  have  the  potential  to  save  hundreds 
of  millions  of  dollars^  if  done  welL  VHA 
cannot  modernize  its  supply  chain 
management  and  create  cost  efficiencies 
because  it  is  encumbered  with  confusing 
organizational  structures,  no  expert 
leadership,  antiquated  IT  systems  that 
inhibit  automation,  bureaucratic 
purchasing  requirements  and 
procedures^  and  an  ineffective  approach 
to  talent  management. 

The  problems  are  systemic.  The 
organizational  structure  is  chaotic, 
contracting  operations  are  not  aligned  to 
business  functions,  and  processes  are 
poorly  constructed,  lacking 
standardization  across  the  organization. 

Information  technology  infrastructure  is 

inadequate,  and  it  lacks  appropriate  interoperability  among  IT  systems.  VHA  is  unable  to 
produce  high-quality  data  on  supply  chain  utilization  and  does  not  effectively  manage  the 
process  using  the  insights  such  data  could  provide.^*^^ 

Background 

Health  systems  nationwide,  under  pressure  from  reforms  driven  by  the  Affordable  Care  Act, 
are  looking  at  every  aspect  of  their  business  to  maximize  cost  savings,  while  maintaining 
quality  services.^^^  This  effort  includes  examining  the  supply  chain  for  ways  to  save  money 


The  Commission  Rooommonds  That 


■  VHA  establish  an  executive  position  for  supply  chain 
management,  the  VHA  chief  supply  chain  officer  (CSCO),  to 
drive  supply  chain  transformation  in  VHA.  This  individual 
should  be  compensated  relative  to  market  factors. 

■  VA  and  VHA  reorganize  all  procurement  and  logistics 
operations  for  VHA  under  the  CSCO  to  achieve  a  vertically 
integrated  business  unit  extending  from  the  front  line  to 
central  office.  This  business  unit  would  be  responsible  for 
all  functions  in  a  fully  integrated  p roc u re- to-pay  cycle 
management  that  includes  policy  and  procedures,  contract 
development  and  solicitation,  ordering,  payment,  logistics 
and  inventory  management,  vendor  relations  and 
integration,  data  analytics  and  supply  chain  visibility,  IT 
alignment,  clinician  engagement  and  value  analysis,  and 
talent  management  across  all  these  supply  chain  functions, 

■  VA  and  VHA  establish  an  integrated  IT  system  to  support 
business  functions  and  supply  chain  management; 
appropriately  train  contracting  and  administrative  staff  in 
supply  chain  management;  and  update  supply  chain 
management  policy  and  procedures  to  be  consistent  with 
best  practice  standards  in  health  care. 

■  VHA  support  the  Veterans  Engineering  Resource  Center 
(VERC)  Supply  Chain  Modernization  Initiative  including 
consistent  support  from  leadership,  continued  funding  and 
personnel,  and  the  alignment  of  plans  and  funding  within 
OIT  to  accomplish  the  modernization  goals. 


The  MITRE  (Corporation,  Auessmiifi/-  of  t/je  Hea/fh  Carv  De/m^^  Sjst'e^/s  Processes  of  t/je 

Depcitimeni  of  V^eterms  Affairs,  Assessment]  (Supplies f  vi,  accessed  April  29,  2016, 
http:/ /  WWW. vii.gov/ opa/choiceact/ documents/ assessments/ Assessment_J_Supplies.pdf. 

Bob  Kehoe,  “Transforming Purchasing:  Expect  Sharp  Focus  on  Crompararive  Effectiveness,” 

Ilea/tlj  Facility  Management  Magas^ne^  12,  (2010):  34-37,  accessed  April  28,  2016,  http://mw.hfmmaga2ine.e0m/inc- 
hfm/pdfs/201 0/1  OH  FM12yrrends5.pdf. 

“Supply  Chain  Efficiency  Trends,”  Rodney  Moore,  accessed  April  28,  2016,  http:/ /w\w. health 
carefinancenewH.coni/ news/ supply-chain'efficiency’trends.  “5  Ways  Supply  (]h.iin  ("an  Reduce  Rising  Healrii  (iare 
Costs,”  Jasmine  Pennic,  accessed  April  28,  2016,  http:/ /hitconsukant.nct/201 3/05/1 3/5-ways-supply-chain-can-rcduce- 
rising-health  care-costs/. 
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Price  competition  achieved  through  technology  and  aggressive  management  of  supply  chain 
efficiencies  by  retailers  such  as  Walmart  and  Amazon  are  held  up  as  just  the  kind  of  disruption 
that  health  care  requires.^^^  Health  care  organizations  as  diverse  as  Kaiser  Permanente^ 
Cleveland  Clinic^  Stanford  Medicine^  and  Johns  Hopkins  Health  System  have  taken  on  the 
challenge  of  transforming  their  supply  chains^  realizing  savings  of  as  much  as  hundreds  of 
millions  of  dollars-^^®  VHA,  which  in  FY  2014  spent  approximately  $3.4  billion  on  clinical 
supplies^  medical  devices^  and  prosthetic  appliances,  has  an  opportunity  to  realize  similar 
savings,^^^ 

Opportunities  for  efficiency  in  the  supply  chain  include  reducing  pricing  for  purchases  and 
lowering  operating  costs  of  procurement  processes.  To  achieve  price  savings,  organizations 
must  have  detailed  information  on  what  products  they  use,  understand  and  reduce  variability 
in  the  products  purchased,  and  aggressively  negotiate  pricing,  usually  by  consolidating 
purchases  to  a  small  number  of  preferred  vendors  who  are  willing  to  offer  volume  discounts 
and  improve  service  delivery.  On  the  operations  side,  cost  savings  are  achieved  by  managing 
inventory  lifecycle  and  restocking  processes;  order  management;  and  the  logistics  of  shipping, 
receiving,  and  transportation  to  drive  down  costs  and  lower  waste  and  breakage.  In  health  care, 
it  also  pays  to  ensure  that  clinical  staff,  both  nurses  and  doctors,  are  treating  patients  rather  than 
conducting  inventory  checks  or  ordering  and  collecting  supplies.^^o  To  be  successful  in 
managing  the  supply  chain  in  health  care,  a  partnership  with  clinical  staff  is  key.  Variability  in 
device  and  supply  purchases  can  be  driven  by  clinician  preferences  and  thus,  to  reduce 
variability,  clinicians  must  be  engaged  in  analyzing  product  options  and  examining  data  on 
product  effectiveness  to  determine  what  products  to  use  with  patients.^^^ 

VHA  has  a  successful  internal  model  of  aggressive  supply  chain  management  that  can  serve  as 
a  model  for  improving  the  management  of  medical,  surgical  and  other  supplies:  the  VHA 
Pharmacy  Benefits  Management  Service  (PBM).  PBM  has  taken  a  systems  approach  to 


Agwunobi  and  Paul  London^  “Removing  Costs  from  the  Health  Care  Suppl}^  Chain:  Lessons  from  Mass  Retail,” 
Health  Affairs^  28,  no  5,  {2009):  1336’ 1342,  accessed  April  26,  2016,  http:/ /content.hea!thafhtirs.Drg/content/28/5/ 1336. 

“In  Age  of  Mergers,  Hospitals  Get  Strategic  with  Medical  Supply  Purchasing,”  Jeff  Lagassc,  accessed  April  27,  2016, 
http :  /  /  WWW .  h  eal  the  arefina  nc  eiic  ws .  com  /  news  /  age  -  merger  s  ’ho  spirals  ’get-  s  trategic  -  medicah  s  upply-  put  c  basing .  “Supp  ly 
Chain  Managemeag”  Clet^eland  Clinic,  accessed  April  27,  2016,  http: //my.clevdandclinic.org/servnces/ supply-chain- 
management.  “Stanford  Medicine  (iuts  Medical  Supply  C^osts  Through  Value-Based  Ordering,”  Jeff  Lagasse,  accessed 
April  27,  2016,  http:/ /wwt^diealthcaiefinancenews.com/news/ s tan ford-med id ne-cuts-medicaLsupph -costs- through- 
V  a!u  e-  has  ed  -orderi  ng. 

The  MITRE  C  Corpora  don,  iadependeat  Assessmeaf  of  the  Health  Care  De/lrery  SjsteMs  £wd  A4aftage/r/eat  Procejies  of  the 
Department  of  V^eterans  Affairs j  Assessment]  (Suppiks)^  47,  accessed  April  29,  2016, 
http:/  /  wv^v.  va.gov/opa/choiceact/documents/ assessments/ Assessment_J_Supplies.pdf. 
ziii  “EY  Provider  Post:  Choosing  Your  Innovation  Pathway,”  EY,  accessed  April  26,  2016, 

h  t  tp :  /  /  wwn,v.  e  y .  com  /  US  /  en  / 1  ndus  tries  /  U  ni  ted  -  Sta  te  s  -  s  e  c  tor  s  /  H  ealth  ■  Ca  re  /  Provider  -  P  o  st— Cih  o  o  s  i  ng-  y  t  Rir  -  inno  vati  on- 
pathway, 

“Supply  Chain  Efficiency  Trends/"  Rodney  Moore,  accessed  April  28,  2016, 
http:/ /\\^vw.  b  eal  thcarefi  nance  news,  com/ news/supply-chain-efficiency-trends,  “Strategic  Supply  Chain  Management,” 
Lee  Ann  Jarousse,  accessed  April  28,  2016,  http:/ /ww\^^hhnmag.com/articles/4522-stratcgic-supply-chain-managemcnt. 
“Stanford  Medicine  Chits  Medical  Supply  Ch>sts  Through  Value-Based  Ordering,”  Jeff  Lagasse,  accessed  April  27,  2{)16, 
http:  /  /  www.healthcarcfjnanccncws.com/  news/  s  tan  ford- medi  cine-cuts -medical -sup  ply-costs -through- value-based - 
ordering. 
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managing  pharmaceutical  supplies,  logistics,  and  prescribing  PBM  has  largely  solved  the 
internal  contracting  deficiencies  in  VA  by  consolidating  its  activities  under  just  two  contracting 
organizations  that  oversee  all  national-level  contracts  for  pharmaceuticals.  PBM  also  applies 
effective  mechanisms  to  drive  standardization  of  supplies  through  a  national  formulary,  clinical 
guidelines  for  prescribers  and  utilization  review,  and  feedback  to  help  clinicians  identify  outlier 
prescribing  practices.^^^  Vital  to  the  success  of  this  program  is  the  involvement  of  clinicians  and 
pharmacists  in  a  vertically  integrated  model  of  engagement  and  decision  making  through 
facility-level,  Veterans  Integrated  Service  Network  (VISN)-level,  and  national-level  PBM 
committees  that  contribute  to  formulary  and  clinical  guideline  decisions  and  manage  utilization 
review  with  local  clinicians,^^^  PBM  also  has  a  sophisticated  web  of  communications,  education, 
and  engagement  efforts  to  ensure  clinical  leaders  across  the  system  are  helping  drive  PBM 
policy  and  practices.^^^  As  a  result,  90  percent  of  purchases  are  acquired  through 
pharmaceutical  prime  vendor  contracts 

PBM,  taking  advantage  of  standardized  industry  nomenclature  and  bar  codes  for 
pharmaceuticals,  has  implemented  automated  dispensing,  distribution,  and  ordering  processes, 
including  VA's  Consolidated  Mail  Outpatient  Pharmacy  (CMOP).^^^  The  use  of  CMOP,  a  system 
of  seven  highly  automated  pharmacies  that  process  more  than  460,000  prescriptions  every  work 
day,  results  in  exceptional  accuracy  and  lower  processing  costs  than  would  result  if  filling 
prescriptions  at  each  VAMC.^^^  Eighty  percent  of  prescriptions  in  VHA  are  filled  through 
CMOP,^^^  which  has  been  recognized  for  the  last  6  years  as  the  best  or  one  of  the  best  mail  order 
pharmacies  in  the  country  meeting  or  exceeding  customer  satisfaction  scores  of  health  care 
systems  like  Kaiser  Permanente  and  on-line  pharmacies  like  Express  Scripts  and  Walgreens 
Online  Pharmacy. Customer  service,  veteran  satisfaction,  and  patient  safety  delivered 
through  team-based  care  are  a  hallmark  of  the  mission  of  PBM,^®i  and  are  a  useful  reminder  of 
the  principles  that  must  drive  any  successful  transformation  of  supply  chain  management  in 
VHA. 


272  MrrRF  Corporation,  Independent  Assessment  of  the  Health  Care  Delmry  Syh^tems  and  Management  Processes  of  the 
Department  of  Heterans  Affairs^  Assessment ]  (Supplksp  19,  accessed  April  29,  2016, 
http:/  /  unATkV.va.guv/opa/choiceact/ documents/ assessments/ As  sessme.nt_J_Supplies.pdf1 
Ibid.,  20. 

VHA  Formula^  Management  Process,  VHA  Handbook  1 108.08  (2009). 

Clinical  Pharmacy  Sennees,  VHA  Handbook  1 108d  1,  28-30  (2015),  ITe  MFIRF.  Corporation,  Independent  Assessment 
oj  the  Health  Care  Delivery  Systems  and  Management  Processes  of  the  Department  of  i^eterans  Affairs ^  Assessment  ]  (Supplies)^  32-34, 
accessed  Jan  uar}^  13,  2016,  http:/  /  ww^v.va,  gov/ op  a /choiceact/ documents/ assessments/ Assessment_J_Supplies.pdf. 

The  MlTIUi  Corporation,  Independent  Assessment  of  the  Health  Care  Deiiimy  Systems  and  Management  Processes  of  the 
Department  cf  Veterans  Affairs,  Assessment  J  (Supplies f  13,  accessed  January  13,  2016, 
http:/ /wwu^  va.gov/ opa/ choiceact/ documents/ assessments /AssessmentJ  _Supplies.pdf. 

Ibid. 

“VA  Mail  (9rdcr  Pharmacy,”  U1S.  Department  of  Veterans  Affairs,  accessed  April  29,  2016, 
h  ttp :  /  /  wv^v.  pbm  )  v  /  PB  M  /  C  MC  )  P  /  V  A_M  aii_C  3rder_P  harmacy .  a  sp . 

279  MrrRF  Corporation,  Independent  Assessment  of  the  Health  Care  Deimry  Systems  and  Management  Processes  of  the 

Department  of  Heterans  Affairs^  Assessment  J  (Supplies^  13,  accessed  January  13,  2016, 

http:/ va.gov/ opa/ choiceact /documents/  assessments /As  sessment_J_Supplies.pdf, 

“U.S.  Phamiacy  Study  -  Mail  Order  (2015),”  J.D.  Power,  accessed  April  29,  2016, 
http :  /  /  www.  j  d  p  ower.com  /  ratings  /  s tudy  /  U .  S .  -  Pharmacy  ™S  tudy-Mail  A  )r d  e  r  /  6  3 1 EN  C  t  . 

2S1  “Pharmacy  Benefits  Management  Ser\4ccs,”  U.S.  Department  of  Veterans  Affairs,  accessed  April  29,  2016, 
h  ttp :  /  /  pbm.  va.go  V  /  PB  M  /  index,  asp. 
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Analysis 

VHA's  supply  chain  for  clinical  supplies^  medical  devices,  and  related  services  is  inadequate 
compared  to  the  agency's  pharmacy  organization  or  to  best  practices  in  leading  hospital 
systems. 

Its  contracting  processes  are  bureaucratic  and  slow,  which  can  delay  veterans  access  to 
care.  Purchasing  processes  are  cumbersome  which  has  driven  VHA  staff  to  work  arounds 
and  exacerbates  the  variation  in  prices  VA  pays  for  products.  Utilization  is  difficult  to 
measure  or  manage  given  a  lack  of  data  which  likely  leads  to  significant  avoidable  expense 
for 

Leadership  and  Organizational  Structure  and  Function 

Best-in-class  supply  chain  organizations  typically  have  a  single  group  responsible  for  the 
strategy,  sourcing,  procurement,  and  logistics  of  clinical  supplies  and  medical  devices.  The 
organization  is  typically  led  by  an  executive-level  leader,  such  as  a  chief  supply  chain  officer 
(CSCO),  and  personnel  are  aligned  along  product  categories  to  develop  and  use  deep  expertise 
in  the  products  and  suppliers  they  manage,^®^  In  contrast,  the  organizational  structure  for 
contracting,  logistics,  and  supply  management  in  VA  and  VHA  is  complex  and  duplicative.^®^ 
Four  contracting  entities  are  located  within  VA  central  office  but  report  to  two  different 
management  offices  within  VA's  office  of  acquisition,  logistics,  and  construction  (OALC).^®^ 
Procurement  personnel  within  VHA's  regional  contracting  and  VISN  offices  report  to  VHA's 
national  office  of  procurement.  In  contrast,  facility-based  and  VISN  logistics  personnel  report  to 
their  local  VAMC  or  VISN  director  and  not  to  the  national  VHA  logistics  office.^®^  To  further 
complicate  the  management  picture,  clinical  supplies  are  managed  by  the  logistics  organization, 
yet  medical  devices  are  managed  by  the  Prosthetics  and  Sensory  Aid  Service  (PSAS)^®^  (see 
Figure  5).  In  most  health  care  organizations,  the  supply  chain  chief  operating  officer  and  their 
integrated  supply  chain  group  manages  the  procurement  and  distribution  of  all  clinical  supplies 
and  medical  devices.^®  This  is  not  the  case  in  VA.  Senior  leaders  in  VA's  and  VHA's  supply 
chain  organizations  and  field-based  supply  chain  personnel  indicate  current  organizational 
structure  is  too  complex  and  should  be  simplified. 

National  supply  chain  leaders  expressed  lack  ff  clarity  regarding  the  scope  of 
responsibilities  of  the  entities  for  which  they  are  responsible,  which  has  led  to  some 
tension  and  what  one  leader  described  as  a  'turf  war/  Others  described  a  vacuum  of 
ownership  and  accountability,  and  lack  of  clarity  on  roles  and  responsibilities.^^'^ 


282  MITRE  (T)rpt)rflrion,  l.ndepi!ndent  Assessmunt  of  the  Health  Care  Delivery  Systems  and  Martagement  Processes  of  the 

Department  of  Veterans  Affairs,  Assessment]  (Supplies),  v,  accessed  April  29,  2016, 

http:/ /  wu'w.  va.gov/opa/choiceact/ documents/ assessments/ Assessment_J_Supplies.pd£ 

Ibid,,  57-58, 

Ibid.,  is. 

2S5  Ibid.,  96-97. 

Ibid.,  47-50. 

28-7  Ibid.,  58. 

Ibid. 

28S  Ibid.,  55. 
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Figure  5.  Otganigaiions  Comprising  VA.  's  Sipply  Chaitf’" 


Pfrllcy^pJannii^  mdoimpllince 


Notte  Some  VISNs  may  have  diffensntrepQftias  relsdonsh^ps  whii  tacSHty  prosdidisstalFF. 


The  separation  of  clinical  supplies  and  prosthetics/ medical  devices  causes  issues  in 
coordinating  products  needed  for  procedures*  Frontline  staff  members  indicate  the  time  it  takes 
to  procure  simple  items  through  contracting  (1  to  3  months)  is  problematic.  For  example,  heart 
valve  surgery  may  be  delayed  because  some  heart  valves  cost  more  than  the  micro-purchase 
threshold  ($3,000),  thus  the  purchase  must  be  made  through  the  contracting  process, Medical 
center  staff  consistently  expressed  concern  that  VHA  procurement  offices  are  not  responsive  to 
the  needs  of  a  health  care  organization  and  do  not  communicate  effectively  with  them,^^^ 
findings  borne  out  by  low  customer  satisfaction  scores  given  to  these  organizations.^^^ 

There  is  great  overlap  and  redundancy  in  procurement  and  logistics  functions  in  VA  and  VHA 
and  the  reporting  structures  are  not  aligned  to  ensure  that  the  needs  of  veteran  patients  and 
their  clinical  providers  are  met.  In  an  environment  with  limited  sharing  of  best  practices  and  a 
lack  of  transparent,  open  communications,  the  current  complicated  reporting  structures  impede 
customer-service  quality  and  effectiveness.  The  original  intent  behind  the  current  structure  was 
to  consolidate  and  strengthen  purchasing  power  through  the  establishment  of  national 
contracts;  however  implementation  of  the  vision  has  been  poor  and  the  result  has  been  a 


Ibid.,  49. 
^51  Ibid.,  67. 
Ibid.,  68. 
Ibid.,  69. 
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complicated/  bureaucratic  system  filled  with  redundancies.^^^  These  broken  processes  serve  as  a 
precursor  for  catastrophic  systems  failures. 

There  is  an  immediate  need  to  consolidate  and  streamline  procurement  and  logistics  for  medical 
and  surgical  supplies  under  one  leader  in  VHA/  the  VHA  chief  supply  chain  officer  (CSCO)/ 
who  would  be  accountable  for  transforming  VHA  supply  chain  management*  As  identified 
under  My  VA,  medical  and  surgical  supply  chain  management  is  the  first  priority  but  the  rest  of 
the  supply  chain  needs  to  be  addressed  by  the  CSCO  in  a  staged  approach.  The  VERC  or  other 
experts  in  business  process  engineering  must  be  engaged  to  create  a  vertically  aligned 
organizational  structure  with  clear  delegated  responsibilities  at  each  level  of  the  organization  to 
create  an  efficient  and  responsive  procurements  and  logistics  process  which  the  VHA  CSCO 
would  lead. 

Clinical  Engagement  and  Value  Analysis 

In  contrast  to  pharmaceuticals,  usage  of  clinical  supplies  and  medical  devices  is  not 
strictly  monitored  or  managed  in  VA.  In  general,  physicians  and  nurses  can  choose 
whickei^er  products  they  believe  are  best  for  patients  and  the  supply  chain  organization's 
role  is  to  make  those  items  availahle.^'^^ 

VHA  does  not  have  a  means  to  determine  what  supplies  should  be  standardized  or  a  feedback 
loop  administrators  and  staff  use  to  assess  whether  standards  were  being  used  when  they  did 
exist As  a  result,  limited  product  standardization  has  been  achieved  across  VHA,  despite 
VHA  establishment  of  national  standardization  user  groups  in  2001  responsible  for  identifying 
items  for  standardization  based  on  national  procurement  data.^^^  To  date,  national  product 
standardization  has  been  achieved  in  only  a  limited  number  of  categories.^^^  Since  2011, 

VHA  required  that  medical  centers  establish  Clinical  Product  Review  Committees 
(CPRCs)  to:  (i)  ranew  and  approve  the  use  of  new  clinical  items  and  reusable  medical 
equipment  (RMEJ  at  each  medical  center;  (ii)  maintain  a  list  of  approved  expendable 
clinical  supplies  and  RME  by  establishing  and  maintaining  a  Medical/Surgical  Supply 
Formulary;  and  (Hi)  ensure  compliance  with  nationally  standardized  contracts  and 
blanket  purchase  agreements.  In  all  sites  visited,  CPRCs  exist  and  meet  regularly  but 
reviews  were  generally  formalities 


Ibid.,  47-50. 

Heather  Woodward-Hagg,  PhD,  Acting  Directtjr,  VRRC^  briefing  to  Citjmmisfiion  on  Ciare,  Februaiy  8,  2016. 
The  MITRE  Corporation,  IndepeBfhif  Assessmf?l  of  the  Hea/th  Care  Del/reiy  System  and  Management  Processes  of  the 
Department  of  Veterans  Affairs^  Assessment]  (Snpplks)^  54^  acces.sed  April  29,  2016, 

va.gov/ opa/ choiceact/ documents/ assessments/ Assessment_)_Supp]ies,pdb 

Ibid.,  xii. 

VHA  Handbook  1761/1,  Standardization  of  Supplies  and  Equipment  Procedures,  July  2003, 

The  MITRE  Corporation,  Independent  Assessment  af  the  Health  Care  Detivery  Systems  and  Management  Processes  of  the 
Depaff merit  of  V'^eterans  Affairs^  Assessment ]  (Snpplksf  81,  accessed  April  29,  2(116, 
http:  /  /  www.va.gov/opa/choiceact/  documents/  assessments /As  sessmentJ_Supplics.pdf. 
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Under  this  2011  policy^  the  establishment  of  VISN  oversight  committees  was  also  required  to 
provide  accountability  and  feedback  to  the  local  committees,  but  these  committees  were 
apparently  never  established.^o^ 

VHA,  with  the  engagement  of  the  Veterans  Engineering  Resource  Center  (VERC),  is  making 
progress  on  clinician  alignment  to  accomplish  value“based  purchasing  decisions  for  medical 
and  surgical  supplies*  VERC  has  recently  rolled  out  a  national  clinical  product  review 
committee  (CPRC-E)  e-portal  to  better  organize  this  function.  This  portal  provides  a  central 
system  and  standard  processes  for  all  new  product  requests  and  approvals  to  inform  the 
procurement  processes*^^^ 

In  the  area  of  medical  and  surgical  supplies,  clinician  preference  can  drive  variability  in 
procurement  and  utilization.  As  has  been  done  in  VHA  for  pharmaceutical  prescribing,  a 
similar  system  to  engage  and  align  clinicians  must  be  undertaken  for  medical  devices  and 
surgical  supplies.  VERC  has  started  this  process,  but  requires  further  funding  and  leadership 
support  to  fully  implement  a  clinician-driven  sourcing  process.  Current  and  future  leaders  of 
VA  and  VHA  must  ensure  that  VERC  continues  to  receive  the  funding  support  and  leadership 
engagement  it  needs  to  fully  accomplish  this  transformation  with  support  and  direction  from  a 
VHA  CSCO* 

Information  Technology,  Data  Standards,  and  Analytics 

Information  technology  systems,  data  systems,  and  analytical  capability  for  finance,  inventory 
management,  and  purchasing  impede  VHA's  ability  to  effectively  manage  its  supply  chain. ^03 
VHA  needs  greater  '^end-to-end  visibility  into  the  operational  and  financial  performance  of 
their  supply  chain"  and  more  effective  means  to  accomplish  supply  chain  budgeting, 
forecasting,  inventory  management  and  automation  of  at  least  some  key  supply  chain 
functions*^^ 

VA  lacks  visibility  into  supplies  and  devices  spending  at  the  level  of  granularity  usually 
seen  in  the  private  sector.  For  example,  in  the  private  sector,  it  is  typically  possible  to 
measure  clinical  supply  spend  and  utilization  at  the  service,  patient,  or  physician  level. 
However,  this  is  not  possible  in  VHA  because  it  does  not  capture  such  data.  Therefore, 
supplies  spend  per  case  can  only  be  calculated  in  aggregate,  which  is  relatively 
meaningless  and  does  not  allow  for  fair  comparison  across  hospitals,  services,  or 
physicians.  This  inhibits  VA's  ability  to  manage  utilization  and  to  understand  fully  the 
impact  of  product  standardization  efforts.^^^ 

VERC  is  working  to  reduce  the  more  than  130  versions  of  VistA  in  place  across  the  country  so 
that  the  same  data  sets  can  be  tracked  and  reported, Funding  was  approved  by  OIT  for  the 
Future  Transformation  Tool  (FTT)  graphical  user  interface  that  will  standardize  product  names 


Ibid.,  54. 

Heather  Woodward-Hagg,  PhD,  email  to  Commission  on  Care,  March  17,  2016* 

3D3  MlTRii  Corporation,  Asiess^/en/-  of  the  Health  Care  Delive^^  Systems  and  Alanagement  Processes  of  the 

Department  of  ]  p'terms  Affairs,  Assessment  J  (S applies f  x,  access; ed  April  29,  2016, 

http://  va*go  V  /  opa/  c  ho  iceact  /  documents  /  asses  sments  /  As  ses  sme  n  t_J  _Supplies .  pd  f. 
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and  provide  data  integration  across  all  of  VHA.  Point  of  Use  Solution^  a  commercial  off  the  shelf 
supply  management  software  product  has  been  purchased  to  achieve  better  inventory  and 
demand  management  control  and  has  been  deployed  to  32  percent  of  facilities,  as  of  April 
2016.30^ 

True  sustainment  of  a  clinician  driven  process  cannot  be  achieved  with  fragmented  information 
systems  that  do  not  communicate.  Leaders  at  all  levels  of  the  organization  are  not  able  to 
effectively  identify  and  manage  procurement  requirements  or  provide  effective  feedback  to 
clinicians  on  utilization.  Similarly,  automated  inventory  control,  ordering,  billing,  and  payment 
cannot  occur  without  a  seamless  information  technology  infrastructure.  With  a  current  IT 
system  in  which  fiscal,  supply  chain,  and  clinical  informatics  systems  do  not  interface,  the  hopes 
of  moving  to  automated  processes  for  supply  ordering,  equipment  life  cycle  management,  and 
vendor  communications  cannot  be  realized.  A  plan  for  the  transformation  of  supply  chain 
management,  developed  by  a  VHA  CSCO  with  support  from  VERC,  must  be  fully  integrated 
with  planning  and  procurement  within  OI&T  and  fully  financed  to  accomplish  these  important 
goals. 

Po//cy  and  Procedures 

Ninety -eight  percent  of  all  clinical  supplies  are  acquired  using  purchase  cards^^B  and  75  percent 
of  what  VHA  spends  on  clinical  supplies  is  made  through  this  purchase  mechanism  This  is 
not  a  surprise  given  that  the  standard  contracting  process  can  take  anywhere  from  150  to 
180  days  to  complete,^^^  yet  use  of  purchase  cards  is  inefficient  as  this  mechanism  does  not  take 
advantage  of  economies  of  scale  and  potential  cost  savings  an  organization  the  size  of  VHA  can 
achieve  through  price  negotiations  and  strategic  sourcing It  can  also  be  contrary  to  law,  as 
use  of  purchase  cards  often  necessitates  orders  be  split  to  remain  under  the  $3,000  purchase 
card  limit 3^^  An  analysis  of  purchase  records  showed  that  38  percent  of  supply  orders  were 
made  through  standing  vendor  contracts  which  is  in  stark  contrast  to  the  private  sector 
benchmark  of  aiming  to  complete  80-90  percent  of  supply  purchases  from  master  contracts  with 
negotiated  price  discounts  3i3  Indeed,  the  private  sector  trend  in  health  care  has  been  for 
hospitals  and  health  care  systems  to  form  alliances  in  "group  purchasing  organizations"  to 
achieve  the  scale  that  VHA  naturally  enjoys  Weaknesses  in  logistic  management  have  been 
recognized  in  VHA  for  some  time  and  still  remain.3i3  Por  instance,  a  review  of  logistics  business 


Sloan  D.  Gibson,  Deputy  Secretary  of  Veterans  Affairs,  brietlng  to  Commission  on  Care,  April  28,  2016. 

3QS  MITRE  (.^cjrporatitjn,  I  Assessment  ofthe  HenM  Delweiy  Systems  and  Nlanagement  Processes  of  the 

Department  of  Veterans  Affairs^  Assessment ]  (SMppiiesf  xi,  accessed  April  29,  2016, 
h  ttp :  /  /  \v\vu\  va  .go  v/  opa/  c  hokeaet  /  documents/assessments  / Assessment_J_Supplies. pdf. 

Ibid,,  xii. 

Ibid.,  X. 

IJ  .S.  CTOvemment  Accountability^  Office,  Strategic  Sonrdng:  Imptvred  and  Expanded  Use  Con/d  Sane  Bil/wns  in  Annna/ 
Procmement  Costs,  accessed  April  28,  2016,  http:/ /\™Tv^.gao.gov/assccs/ 65 0/648 644. pdf. 

U.S.  Department  of  Veterans  Affairs,  Office  of  Inspector  General,  Rrpiew  of  PotentJa/  Inappropriate  Split  Pmrhasing  at  VA 
Neu>  Jersy  Hea/t/j  Care  System,  accessed  April  28,  2016,  http: //\\^^^ va.gov/oig/pubs/ VAOIG-1 1 -00826-26  Lpdf. 

313  MITRE  Corporation,  Independent  Assessment  of  the  Health  Care  De/ipe^<  Systems  and  Alanagement  Processes  of  the 

Department  of  \  Sterans  Affairs,  Assessment  J  (Supplies f  xii,  accessed  y\pr3l  29,  2016, 
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Bob  Kehoe,  “Transforming  Purchasing:  F.xpect  Sharp  Focus  on  Comparative  Effectiveness,” 

Health  Facility  Management  Aiagaifne^  12,  (2010):  34-37,  accessed  AprO  28,  2016,  http:/ / u^vw.hfmmaga2ine.com/inc- 
hfm/pdfs/2010/l()HFMl  2_Trends5.pdf. 
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practices  at  17  VHA  medical  facilities  in  2014  showed  that  none  of  the  facilities  acMeved 
100  percent  compliance  on  the  factors  assessed,  and  the  rate  of  noncompliance  ranged  from 
53  to  88  percent,  depending  on  the  business  metrics  examined. 

VA  is  inhibited  by  a  failure  to  update  its  acquisition  regulations  to  take  advantage  of 
modernization  made  in  2014  to  the  governmentwide  regulations  to  promote  simplified 
purchasing  procedures,^^^ 

VERC  initiatives  to  improve  VHA  supply  chain  are  intended  to  standardize  business  processes 
and  address  the  great  price  variations  for  the  purchasing  of  medical  and  surgical  supplies.  A 
national  medical  surgical  prime  vendor  (MSPV)  contract  has  been  established*  This 
development  has  several  advantages  to  include  (a)  increased  ability  to  leverage  pricing 
negotiations;  (b)  standardized  pricing;  (c)  elimination  of  redundant  contract  development, 
bidding,  and  selection;  and  (d)  future  ability  to  integrate  with  CPRC  E-PortaL^^^  VA  has 
established  a  goal  for  85  percent  of  all  orders  in  FY  2016  be  made  under  the  prime  vendor 
contract  and  has  made  1,100  contracting  officers  available  to  meet  demand  against  the 
contract.^^^  As  of  April  2016,  an  estimated  $24.4  million  in  supply  chain  costs  had  already  been 
avoided  since  January.^^^ 

The  establisliment  of  a  new  MSVP  contract  in  April  2016,  the  assignment  of  1,100  staff  to 
support  its  use,  and  the  expectation  communicated  to  the  field  that  85  percent  of  all  purchases 
be  made  from  the  contract  are  important  steps  in  the  right  direction.  For  efficient  ordering 
processes  to  take  hold  and  be  sustained  across  VHA,  all  of  the  policies  and  procedures  from  the 
bedside  (or  surgical  suite)  to  the  head  contracting  office  must  be  reworked  to  align  with  the 
desired  business  outcomes.  Reworking  policies  and  procedures  must  occur  together  with 
appropriate  training  and  communication  at  all  levels  of  the  organization.  Each  staff  member 
involved  in  the  procurement  process  must  be  held  accountable  for  meeting  the  new 
requirements  and  expectations  assigned  to  them.  Updating  the  VA  Acquisition  Regulation 
(VAAR)  is  just  one  small  piece  of  such  a  transformational  change.  The  VERC  or  others  with 
appropriate  experience  in  aligning  business  processes  within  government  should  be  assigned 
responsibility  to  finish  developing  and  implementing  plans  for  such  a  transformation  under  the 
direction  of  a  VHA  CSCO. 

Confract/ng 

Analysis  of  the  Independent  Assessment  Report  confirmed  issues  with  the  responsiveness  of 
contracting.  For  example,  at  one  facility,  if  a  request  was  submitted  to  contracting  that  was 
incomplete  or  inaccurate,  it  took  on  average  21  to  39  days  from  the  date  of  initial  submission  to 


U.S.  Deparrment  of  Veterans  Affairs,  V^A  S^ppfy  Cbam  Nem,  Issue  13,  Jan /Feb  2015, 

Jonathan  Miller,  Director  of  Logistics  Operations,  VHA  Procurement  &  Logistics  Office,  phone  call  with 
Commission  on  Care,  December  9,  2015, 
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receive  the  first  response  from  contracting  requesting,  for  example,  additional  information  or 
paperwork.^21  xhis  problem  appears  to  be  a  widespread. 

In  another  instance,  interviews  conducted  as  part  of  the  independent  assessment  showed  that 
VA  vendor  contracting  processes  to  order  equipment  valued  at  less  than  $3,000,  for  example, 
scalers  for  dentistry,  can  be  confusing  and  lengthy,  leading  to  shortages  in  equipment  and 
delays  in  clinic  as  equipment  is  located.  Delays  in  sterile  processing  were  also  indicated  by 
providers  as  an  issue  pertaining  to  equipment  availability.^^^ 

Communication  with  contracting  is  another  substantial  challenge  within  VHA.  In  surveys  that 
assessed  the  effectiveness  of  VA's  contracting  organization,  VHA  employees'  customers  rated 
the  communications  received  from  contracting  officials  the  lowest  of  all  contracting  dimensions 
that  were  evaluated.^^^  Several  interviewees  recommended  that  VA  provide  more  clarity  on  the 
status  of  contracting  requests  to  help  them  plan  and  schedule  care.^^^ 

Individuals  in  contracting  believed  that  VAMC  staff  members  were  responsible  for  some  of  the 
delays  in  the  contracting  process.  They  reported  that  requests  submitted  to  them  from  VAMCs 
were  often  incomplete  or  unclear  and  that  facilities  were  poor  at  forecasting  demand  for  items, 
leading  to  unpredictable  peaks  in  demand  for  contracting  services  that  exceeded  their  capacity. 
The  VHA  Procurement  and  Logistics  Organization  (PLO)  and  facilities  are  seeking  to  address 
these  challenges  by  placing  contract  liaisons  in  facilities  to  better  support  contracting  officer 
representatives  throughout  the  process.^^ 

Contracting  compliance  analysis  showed  substantial  opportunity  for  improvement.  Analysis  of 
purchase  order  data  showed  that  38  percent  of  purchases  were  made  on  a  government  contract, 
27  percent  were  made  at  open-market  prices,  and  34  percent  did  not  have  a  source  type 
specified.^^^  Private-sector  organizations  typically  aim  to  buy  80  to  90  percent  of  their  clinical 
supplies  and  medical  devices  on  some  type  of  negotiated  contract. 

Interviews  and  observations  undertaken  as  part  of  the  independent  assessment  revealed  that 
there  are  two  primary  reasons  for  VHA's  relatively  high  share  of  open-market  purchasing.  First, 
in  contrast  to  pharmaceutical  purchasing,  VHA's  supply  purchasing  systems  are  not  integrated 


321  consulting  team  based  this  on  an  IFC’AP/eC’MS  transmission  log  received  during  a  site  visit  (2015). 
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with  contract  or  pricing  catalogs.  Therefore,  the  purchasing  process  relies  on  buyers  (often 
clinical  staff)  to  research  whether  an  item  is  on  contract  and  through  wliich  contract  a  purchase 
should  be  made*  Because  of  that  complexity,  several  buyers  reported  that  they  bypass  this  step 
and  buy  products  through  the  channel  that  is  most  familiar  and  convenient,  for  example,  by 
replicating  previous  orders  to  their  usual  supplier,  despite  changes  that  may  have  occurred 
(new  contracts  and  pricing  arrangements,  for  example).  Second,  VHA  has  limited  ability  to 
monitor  and  drive  compliance  with  the  contract  hierarchy  because  the  required  data  are  not 
captured  electronically.  In  fact,  more  than  60  percent  of  all  clinical  supply  items  do  not  have  a 
contract  number  listed,^^^ 

VHA's  fragmented  inventory  management  systems  and  prcKesses  also  create  challenges,  VHA's 
current  inventory  management  does  not  have  a  feedback  loop  to  link  inventory  to  product  use, 
contracting,  ordering,  and  vice  versa.  This  lacking  information  prevents  optimal  use  of  the 
MSPV  contract  program  and  creates  missed  opportunities  to  establish  more  effective  volume- 
based  national  or  regional  contracts.  It  also  leads  to  peaks  and  troughs  in  demand  for 
contracting  services,  which  can  overwhelm  contracting's  capacity 

There  are  pockets  of  good  performance  and  innovation  in  VHA  that  could  be  replicated  across 
its  supply  chain.  The  Independent  Assessment  Report  notes  that  the  Denver  Acquisition  and 
Logistics  Center  (DALC)  is  a  bright  spot  within  VHA's  supply  chain  organization  in  its 
acquisition  and  distribution  of  select  devices  such  as  hearing  aids  to  veterans.  It  has  developed 
an  integrated  operating  model  that  brings  together  clinicians,  contracting,  finance,  logistics,  and 
program  management.  That  integrated  team  makes  decisions  around  product  and  supplier 
selection  based  on  a  holistic  view  of  what  is  best  for  veterans  and  for  VHA.^^^ 

Talent  Management 

VHA  is  unable  to  hire  good  talent  to  manage  its  supply  chain*  In  2014,  20  to  30  percent  of 
logistics  positions  were  unfilled,  and  20  percent  of  medical  supply  aide  jobs  were  vacant.^^i 
causes  were  identified  as  lengthy  time-to-hire,  nonexistent  internal  career  progression  ladders 
for  these  individuals,  and  inability  to  provide  competitive  pay  due  to  position  downgrades 
made  by  OPM  under  Title  5.^^^  Examples  of  recent  downgrades  include  supply  technician,  mail 
manager,  administrative  officer,  and  materials  handler.^^^ 

It  is  well  known  in  the  health  care  industrif  that  there  is  a  shortage  of  supply  chain  talent 
currently.  The  private  sector  organizations  interviewed  during  this  assessment  stated 
that  they  are  recruiting  more  highly  trained  individuals  than  they  did  in  the  past  and, 
because  of  competition  for  talent,  are  paying  them  more  than  they  used  to.  This  may  be 
contributing  to  VHA's  recruitment  and  retention  challenges.^^^ 

In  Recommendation  #15,  the  application  of  the  more  than  60-year  old  standards  and  processes 
used  in  the  Title  5  personnel  system  does  not  serve  the  needs  of  a  modern  health  care  delivery 


Ibid. 

Ibid. 

Ibid.,  xiii. 
Ibid. 

Ibid. 
Ibid.,  87. 
33^  Ibid.,  88. 
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organization.  Health  care  supply  chain  management  is  a  recognized  field  of  study  and  a  valued 
component  of  leadership  teams  at  the  highest  performing  health  care  organizations.  For  VHA  to 
compete  for  top  leadership  talent  in  this  field  and  frontline  staff,  logistics  and  procurement 
personnel  must  be  included  in  a  new  excepted  personnel  system  for  VHA  under  Title  38  (see 
Recommendation  #15). 

To  address  talent  management  issues,  VERC  has  established  a  new  VA  Acquisition  Academy 
(VAAA)  Supply  Chain  Management  School. 

The  rnission  of  the  Supply  Chain  Management  School  is  to  provide  best-iri-dass 
education,  training,  professional  dez^elopment  and  certification  of  the  VA  supply  chain 
workforce.  V AAA's  competency-based  curriculum  addresses  general  and  technical  skills, 
VA-specific  junctional  areas,  and  core  activities  for  VA  logistics  professionals.  Emphasis 
is  on  translating  theory,  fundamentals,  and  concepts  to  practical  application  with 
realistic  VA-hased  scenarios  utilizing  hands-on  application  of  problem-solving  skills.^^^ 

The  supply  chain  management  school  is  organized  under  VAAA  wMch  has  been  recognized  by 
external  organizations  to  offer  high  quality  training. 

Implementation 
Legislative  Changes 

■  Establish  a  new  excepted  personnel  system  under  Title  38  to  permit  VHA  to  compete 
effectively  with  the  private  sector  for  personnel  required  to  run  a  complex  health  care 
system,  including  staff  to  manage  and  operate  a  modern  supply  chain  system. 

VA  Administrative  Changes 

■  Establish  an  executive  position  for  supply  chain  management,  a  VHA  chief  supply  chain 
officer  (CSCO),  to  drive  supply  chain  transformation  in  VHA.  This  individual  should  be 
compensated  relative  to  market  factors. 

■  Transform  policy  and  procedures  for  supply  chain  management  in  parallel  with 
identification  and  procurement  of  new  management  software:  new  softvt^are  should 
support  the  new  processes  and  not  the  existing,  poorly  organized  business  processes 
and  requirements. 

■  Establish  a  staged  process  for  the  transformation  of  all  supply  chain  operations  in  VHA 
under  the  direction  of  a  VHA  CSCO,  with  support  from  VERC. 

■  Reconcile  the  VAAR  with  the  Federal  Acquisition  Regulation  (FAR)  to  ensure  the  VAAR 
aligns  with  recent  updates  to  the  FAR  to  permit  streamlined  acquisition  processes. 

■  Provide  consistent  and  standardized  training  to  ensure  those  developing  and 
administering  contracts  have  updated  information  regarding  FAR  and  VAAR 


555  “Message  from  the  Vice  Chancellor,”  Veterans  i^ffairs  Acquisition  AcademVj  accessed  April  28,  2016, 
http:/  /ww\v.  acquisition  academy.va.gov/ schools/  sem/ message,  asp. 

35f>  “YA  Acquisition  Academy  Recognized  as  a  2016  Learning  Elite  Organization,”  U.S.  Department  of  Veterans  Affairs, 
accessed  May  13,  2016,  http:/ /\v\\^v.acquisitionacademy.va.gov/rss/iiidex.xml#201 6041 3b. 
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regulations  as  well  as  a  thorough  understanding  of  their  responsibilities  under  the  new 
approach  to  supply  chain  management  and  how  to  carry  out  these  duties. 

Other  Defjartment  and  Agency  Administrative  Changes 

■  None  required. 
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Governance,  Leadership,  and  Workforce 
Board  of  Directors 

Recommendation  #9:  Establish  a  board  of  directors  to  provide  overall  VHA 
Care  System  governance,  set  long-term  strategy,  and  direct  and  oversee  the 
transformation  process- 

Problerm 

The  existence  —  and  concealment  —  of 
unacceptably  long  delays  in  care  at  the 
Phoenix  VA  Medical  Center  (VAMC)^  and 
similar  problems  at  multiple  other  VAMCs, 
had  both  direct  and  indirect  causes-  Weak 
governance  was  found  to  be  among  those 
indirect  causes.^^^  As  the  authors  of  a  root- 
cause  analysis  of  the  Phoenix  scandal 
highlighted,  ''a  governance  gap  in  leadership 
continuity  and  strategic  oversight  from  one 
executive  leadership  team  to  another" 
contributed  to  the  wait-time  problems-^^®  The 
report  authors  observed,  "Unlike  other 
health  care  systems,  VHA  does  not  have  a 
governance  mechanism  to  fill  the  role  of  a 
board  of  directors/' The  governance 
limitations  made  evident  in  the  Phoenix 
scandal  have  profound  implications  for  the  long  term.  As  discussed  in  this  report,  the 
Commission  believes  VHA  must  institute  a  far-reaching  transformation  of  both  its  care  delivery 
system  and  the  management  processes  supporting  it*  Changes  of  the  magnitude  facing  VHA 
would  be  difficult  for  any  health  care  system  to  achieve-  A  transformation  will  take  years  to 
accomplish  and  must  be  sustained  over  time*  Yet  the  short  tenure  of  senior  political  appointees, 
each  administration's  expectations  for  short-term  results,^^  and  VHA's  operating  in  a  "dynamic 
environment  [in  which  it  is]  answering  to  a  large  number  of  stakeholders,  sometimes  with 


The  Commission  Recommends  That 


■  Congress  provide  for  the  establishment  of  an 
11-member  board  of  directors  accountable  to  the 
President,  responsible  for  overall  VHA  Care  System 
governance,  and  with  decision-making  authority  to 
direct  the  transformation  process  and  set  long-term 
strategy.  The  Commission  also  recommends  the 
governing  board  not  be  subject  to  the  Federal 
Advisory  Committee  Act  and  be  structured  based  on 
the  key  elements  included  in  Table  5. 

■  The  Board  recommend  a  chief  of  VHA  Care  System 
(CVCS)  to  be  approved  by  the  President  for  an  initial 
5-year  appointment.  Additionally,  the  Commission 
recommends  the  governing  board  be  empowered  to 
reappoint  this  individual  for  a  second  S-yearterm  to 
allow  for  continuity  and  to  protect  the  CVCS  from 
political  transition*  If  necessary,  the  CVCS  can  be 
removed  by  mutual  agreement  of  the  President  and 
the  governing  board. 


3.^7  MTIRF  Corporation,  InfiependerftAssessmnf  of  the  Health  Care  Deimjy  Sy. sterns  and  Management  Processes  of  the 
Department  of  Heterans  MffairSf  Hokime  t :  Integrated  K.eport^  xvi,  accessed  J  une  15.^2016, 
b  ttp :  /  /  mw .  va*go  v/  opa/  ch  oiceact  /  d  ocumcn  ts  /  as  ses  smcn  ts  /  i  n  tegrated_rcporT .  pd  f , 

Booz  Allen  Hamilton,  Heterans  Health  Admimstration  Natlonat  Center  for  Patient  Safet}>  (NCPS)  Sjstems  Ket>ieu>: 

Finat  Report^  September  22,  2015,  3. 

Ibid. 

Ibid. 
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competing  demands''^^  offer  little  reason  for  optimism  that  real  transformation  could  take  hold 
without  fundamental  changes  in  governance. 

Background 

VHA,  as  an  agency  within  a  cabinet  department  is  accountable  to  the  secretary  of  Veterans 
Affairs  (SECVA)  and  to  the  President.  This  framework,  when  it  works  well,  can  provide  VHA 
access  to,  and  support  from,  the  President  and  White  House  staff.  Like  other  executive  branch 
agencies,  VA  and  VHA  undergo  Office  of  Management  and  Budget  (OMB)  oversight;  must  win 
OMB  approval  of  proposed  rulemaking,  budgets,  IT  development,  and  performance  plans;  and 
are  also  subject  to  governmentwide  regulation  of  such  areas  as  procurement,  personnel,  and 
property  management.  VHA  health  care  and  operations  are  subject  to  close  congressional 
scrutiny.^^  VHA  undergoes  oversight  from  several  independent  bodies,  including  the  internal 
Office  of  the  Inspector  General  audits  and  external  Government  Accountability  Office  audits. 

Within  VA,  VHA  participates  in  the  VA  Executive  Board  (VAEB)  and  Senior  Review  Group, 
which  are  designated  as  the  principal  governance  bodies  of  the  department. VAEB  serves  as 
the  department's  risk-governance  board  and  determines  VA's  strategic  direction,  VAEB 
oversees  the  department's  planning,  programming,  budgeting,  and  execution.  Notwithstanding 
certain  strengths  inherent  in  this  framework,  VHA  governance  can  be  paralyzed  by 
bureaucratic  decision-making  processes  and  competing  stakeholder  concerns.^ 

Among  its  principal  recommendations,  the  hidepemient  Assessment  Report  calls  for  "establishing 
a  governance  board  to  develop  fundamental  policy,  define  the  strategic  direction,  insulate  VHA 
leadership  from  direct  political  intervention,  and  ensure  accountability  for  the  achievement  of 
established  performance  measures/'^^s 

Analysis 

In  recent  years,  VHA  leadership  priorities  and  strategic  direction  have  been  unclear.  Leaders 
have  been  consumed  by  crisis  and  by  responding  to  congressional  demands,  creating  a  reactive, 
rather  than  proactive  environment^^  Additionally,  the  leadership  vision  has  lacked 
continuity. The  SECVA  and  deputy  secretary  of  Veterans  Affairs  may  exercise  oversight  of 


341  MITRE  C^c>rpt>rad<>nj  of  the  Hei^ith  Cure  Delrn^^  Systems  mid Mmmgement  Processes  of  the 

Deparimenf  of  V^derans  Affairs^  t/o!ume  1:  Integratui  Keport,  xiv,  accessed  June  15^  2016, 
http :  /  fwvrw  .va.gov/ 1  jpa  /  ehoiceact/d  ocu  ments  /  as  ses  sments  /  i  ntegrated_rep<  >i’t  .pd  f . 

“Tvegisladon,”  U,S.  House  of  Representatives,  House  Committee  on  Veterans'  Affairs,  accessed  June  15,  2016, 
http:/ /veterans. house.gov/legisia.tion?type=hearing&tid=All&:tid_l=All&:page=  3.  Over  die  course  of  calendar  year 
2015,  the  House  Veterans  Affairs  Committee  and  its  subcommittees  alone  held  18  oversight  hearings  relating  to  the 
Veterans  Health  Administration,  widi  VHA  and/ or  VA  officials  testifying  as  often  as  three  times  m  a  month. 

343  Department  of  Veterans  Affairs  CTOvemance  Structure,  VA  Directive  0214  (2014). 

The  MITRE  Corporation,  hukpeiideiit  Assessmeiit  of  the  Hea/th  Care  De/m^^  Systems  aiid  Aianagemeiit  Processes  of  the 
Department  of  P^etermis  Affairs,  Iddume  1 :  Integrated  Riportf  26,  accessed  June  15,  2016, 
http:/  /  .va.gov/ opa/choiccact/documcnrs/ assessmcnts/intcgratcd_report.pdf. 

Ibid.,  23. 

Booz  Allen  Hamilton,  Veterans  Health  Administration  (lAiA)  National  Center  for  Patient  Safe f}>  (NCPSf  .Systems  Kei>kii>: 
Final  Report,  September  22,  2015,  52-54. 

347  McKinsey  &  Company,  Inc.,  Independent  Assessment  of  the  Health  Care  De/irey  .Systems  and  Management  Pmmses  of  the 
Department  of  Veterans  Affairs^  Assessment  V  (Tjeadersbipf  vi-vili,  accessed  J  une  15,  2016, 

http:/ /www.va.gtjv/ opa/cht>iceact/documents/assessments/Assessment_L_Leadership.pdf.  Linda  Belton,  hjrmer 
VHA  VISN  Director  and  Director  of  National  Center  for  Organizational  Development,  written  submission  to  the 
Commission  on  Care  Staff,  Jan uaty^  19,  2016. 
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VHA  and  try  to  impose  accountability^  but  incumbents  do  not  necessarily  have  experience  in 
federal  health  care  administration  or  delivery.^®  The  SECVA  has  often  lacked  independent 
information  and  metrics  on  VHA  performance^  and  the  oversight  risk  management,  and 
compliance  functions  of  VHA  report  to  the  undersecretary  for  health  (USH)  or  to  lower  officials 
in  VHA.349 

Previous  studies,  dating  back  20  years,^^^  have  proposed  fundamental  change  in  VHA's 
governance  and  government  structure,  to  include  a  proposal  that  it  be  restructured  as  a 
government  corporation.^^^  The  earliest  rationale  for  making  VHA  a  government  corporation 
was  based  on  the  view  that  the  system  needed  a  new  service-delivery  strategy, and 
envisioned  specific  legislation  to  permit  the  corporation  to  operate  more  expansively  under  a 
wide  range  of  reforms.^^s  Although  the  authors  of  the  1996  report  presented  a  VHA  government 


34^  0(^partnient  (3 1' Veterans  AfEdfs  Cdove  malice  S  true  tin  e,  VA  Directive  0214  (2014).  Me  Kinsey  &  C  Company,  Inc.^ 
Independent  Assessment  of  ^be  Health  Cate  Systems  and  Management  Ptveesses  of  the  Department  of  Heterans  Affairs ^ 

Assessment  D  (Ijeadersbipf  viii^  Pieces sed  June  15,  2016^ 

http:/ /www.va.gov/opa/ choiceact/ documents/ assessments/Assessmcnt_L_Leadcrship-pdf.  Under  Sccretarj^  of  1  lealth, 
38  LI. S  C.  5  305.  While  statute  requires  the  USH  of  VHA  to  be  appointed  "^^soleiy  on  the  basis  of  demonstrated  ability  in 
the  medical  profession,  in  health-care  administration  and  policy  formulation,  or  in  health-care  fiscal  management;  and  on 
the  basis  of  substantial  experience  in  connection  with  the  programs  of  the  Veterans  Health  Admiidstration  or  programs 
of  similar  content  and  scope”  there  is  no  such  selection  criteria  for  the  Vy\  Secretary'  or  YA  Deputy  Secretar)  .  Of  the 
eight  men  to  hold  the  position  of  Secretary  of  Veterans  Affairs,  only  one,  James  Peake  would  qualify  to  be  USI 1 
(“United  States  Secretary  of  Veterans  Affairs,”  Wikipedia,  accessed  June  15,  2(116, 

https:  // en.wiklpcdia.org/ wiki  /  United_Statcs_Secrctary_of_Vctcrans_Affairs#List_of_Secrctaries_of_Veterans_Affairs) 
and  of  die  six  men  to  hold  the  position  of  DEPSEUVA,  none  would  qualify  to  be  USH. 

349  Department  of  Veterans  Affairs,  20 1 4  Jvm'Pona/  (Jrgam^atioml  Alannal  i>2M:  Description  of  Ofganls^atmi  Stnictare,  Missions, 
Fmetions,  Tasks,  and  An/hoiitks,  57-58,  accessed  J  une  15,  2016, 

h  ttp:/  /  wwwvva.gov/ofcadmin/ docs  /  va_functional_organization_manual_Yersion_2,0a.pd  h 

350  Veterans  Benefits  Improvement  Act  of  1994,  Pub.  L.  No.  103-446,  108  Star.  4645  (1994).  In  1994,  Congress  in  sec. 
1104  of  Public  Law  103-446  called  for  an  independent  examination  of  the  justifiabilit}'  of  establisliiiig  an  alternative 
govemment  structure  to  provide  health  care  sendees  for  veterans,  culminadng  in  the  1996  report. 

Klemm  Analysis  Group,  Lewin  Group,  Arthur  Anderson  l^LP,  Feaslhi/iy  Stuiff:  Transfoming  the  Heterans  Health 
Administration  into  a  Goremment  Corporation  (Washington,  DC:  Department  of  Veterans  Affairs,  1 996),  23.  A  government 
corporation  has  been  described  as  “a  government  agency  that  is  established  by  Congress  to  provide  a  market-oriented 
public  sendee  and  to  produce  revenues  that  meet  or  approximate  its  expenditures  A  Ke^dn  R.  Kosar,  Congressional 
Research  Servdee,  Federal  Government  Coiporatims:  An  Ovenmv,  2,  accessed  June  15,  2016, 

https://fas*org/sgp/crs/misc/R 130365, pdf  Booz  Allen  Hamilton,  Veterans  A ealth  Adminisf ration  (I  HA)  National  Center 
for  Patient  Safety  (NCPS)  Systems  Kevkw:  Final  Kepori  September  22,  2015.  Concerned  Veterans  for  America,  Fixing  Veterans 
Health  Care:  A  Bipartisan  Polly  Task/orref  accessed  June  15,  2016,  http:/ /cv4a.oig/\vp"content/upioads/20 16/01 /Fixing- 
Vctcrans-I  lealthcarc.pdf  Commission  on  the  Future  for  America's  Veterans,  Prepafingfor  the  Next  Generationy  3,  accessed 
J une  15,  2016,  http:  /  /  s3.ama2onaws.com /  siteninja/  site-ninjal  -com  / 1438121 489  / original/20144)5_Conimission' 
Report-on-AmeHca-Vererans.pdf,  TTiat  task  force  study,  for  example,  called  for  an  independent  governance  model  and 
stated  that  “the  operational  structure  of  VHA  does  not  lend  itself  to  progress.  Due  to  its  size,  governmental  structure 
and  geographic  extension  it  does  not  readily  foster  innovation  and  faces  challenges  in  addressing  the  politics  of  changing 
demographics  and  ancient  facilities.”  The  study  report  states,  “VHA  provides  excellence  in  care  in  spite  of  its 
ope  rations /governance  structure,  not  because  of  it.” 

IClcmm  Analysis  Group,  Lewin  Group,  Arthur  Anderson  LLP,  Feasihl/ity  Study:  Transfom/ing  the  Veterans  Health 
Administration  into  a  Ciovenumnt  Corporation  (Washington,  DC:  Department  ol  Veterans  Affairs,  1996),  23.  The  strateg)^  was 
premised  in  part  on  the  view  that  VHA  would  be  operating  in  a  re  source -cons  trained  environment  and  lacked  the 
resources  it  would  need  to  invest  in  making  significant  changes. 

Ibid.  The  1996  report  proposed  such  measures  as  proH ding  VHA  authorip^  to  seek  addirional  revenue  streams,  to 
include  billing  and  keeping  funds  from  Medicare,  Medicaid,  and  other  government  sources;  authorizing  it  to  invest 
non  appropriated  funds;  developing  a  trust  fund  for  deposit  of  Medicare  taxes  by  active-dut}^  personnel;  incorporating 
VHA  as  a  Federal  Employee  I  lealth  Benefits  Plan  selection;  allowing  it  to  become  parr  of  health  maintenance 
{irganization  (HMO)  networks  and  open  HMC>  enrollment  to  veterans;  changing  appropriation  law  to  create 
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corporation  as  a  means  of  achieving  specific  objectives,  those  objectives  were  largely  met 
(though  ultimately  not  fully  sustained)  by  reforms  within  existing  government  structures  and 
processes  set  in  place  by  former  USH  Kenneth  W.  Kizer*^^ 

Nearly  20  years  later,  the  report  analyzing  the  root  causes  of  delayed  care  at  the  Phoenix  and 
other  VA  centers  proposed  creation  of  "governance  mechanisms  to  bridge  'Secretary  suite' 
leadership  transitions  and  provide  more  stable  strategy,  oversight,  and  stewardship/'^^^ 
Explaining  that  "the  study  team  feels  that  the  complexity  of  this  organization  requires  a  more 
stable  and  professionalized  governance  model  that  more  closely  resembles  the  governance  of 
large  health  care  systems  in  the  private  sector,"^^^  the  study  authors  proposed  the  creation  of  a 
board-of-directors-type  oversight  board  to  set  the  strategy  for  the  organization,  define  priorities, 
provide  operational  oversight,  and  review  budget  requests.  "The  board  would  . .  .  create  a  body 
that  would  be  the  steward  of  the  organizational  vision,  providing  institutional  memory  and 
continuity  as  senior  political  appointees  transition."^^^ 

Frequent  turnover  of  the  USH  is  a  critical  problem.  Recently,  each  USH  has  served  for  only  a 
relatively  short  period,  leaving  office  with  a  change  in  administration  or  sooner.  This  pattern 
has  deprived  VHA  of  vitally  needed  sustained  leadership  and  has  likely  contributed  to  short¬ 
term  decision  making.  VHA  history  shows  a  connection  between  longer  tenure  and 
transformative  accomplishment.^^®  As  testimony  to  the  Commission  from  three  former  USHs 
would  indicate,  brevity  of  tenure  tends  to  limit  leaders'  strategic  horizon  and  create  a  pattern  of 
leadership  discontinuity.  Because  transformative  change  can  only  be  realized  through  many 
years  of  focused  leadership,  VHA  and  those  who  depend  on  it  cannot  afford  the  senior 
leadership  turnover  routinely  associated  with  a  change  in  administration. 

The  complex,  sustainable  transformation  VHA  needs  will  take  years  to  implement.  To  succeed, 
VHA  needs  strong,  consistent  leadership  and  a  governance  framework  that  can  assure  effective 
development  and  execution  of  transformation  plans  over  time.  The  current  governance 
structure  emphasizes  operational,  rather  than  strategic  priorities;  experience  has  shown  it  to  be 
incapable  of  sustaining  transformational  change.  Establishing  a  well-designed,  overarching- 
governance  model  would  provide  an  opportunity  to  achieve  objectives  shared  by  both  the 
executive  and  legislative  branches. 

To  be  effective,  a  VHA  Care  System  governance  model  should  be  empowered  with  a  governing 
board  that  exercises  fiduciary-like  responsibilities  (not  subject  to  the  Federal  Advisory 
Committee  Act)  to  carry  out  the  following  key  functions: 


multiyear/ no-ycar  appropriations;  reforming  human  resources  management  practices  for  increased  flexibility  in  hiring 
and  firings  compensatitjn,  leave^  and  other  functions;  and  reforming;  and  reforming  procurement  and  contracting. 

Ibid.,  46,  48.  The  KJemm  report  saw  a  VI  L\  corporation  as  having  greater  capacity  to  focus  on  strategic  as  well  as 
short  term  goals;  greater  results  orientation;  greater  flexibility;  greater  capaclt)^  t<>  replicate  and  develop  best  practices; 
upgraded  staff  competence  and  expertise  at  senior  levels;  and  greater  political  independence. 

Boo2  Allen  Hamilton,  IleaMf  (11  LA)  N^i^roria/  Ce^ierfor  Pafkr^/  Saj£/)>  (NCPS)  Repkw: 

Plm/  Report,  September  22,  2015,  59, 

Ibid. 

Ibid. 

35S  See  Dr.  William  S.  Middleton,  Chief  Medical  Director  {1955-1963)  and  Dr.  Kenneth  W.  Kizer,  Under  Secretary  for 
Health  (1994-1999). 
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■  select  the  chief  of  VHA  Care  System  (CVCS)  and  recommend  the  appointment  of  the 
eves  to  the  President 

■  provide  long-term,  strategic  direction  for  VHA  Care  System  and  establish  priorities, 
milestones,  and  timelines 

■  oversee,  direct,  and  make  critical  decisions  regarding  the  transformation  process 

■  review  and  approve  major  operational,  business,  and  organizational  plans 

■  set  VHA  Care  System  performance  objectives  and  provide  annual  reports  to  Congress 
and  the  President  on  VHA  Care  System  performance 

■  review  and  make  decisions  regarding  VHA's  budget  request,  and  independently  assess 
and  report  to  Congress  on  the  adequacy  of  VHA  budgets 

New  governance  and  changes  to  assure  continuity  of  leadership  are  critical  to  meeting  the 
needs  of  VHA  and  veterans  who  depend  on  it.  At  the  core  of  this  foundational 
recommendation,  the  Commission  calls  for  establishing  a  VHA  board  of  directors,^^'^  referred  to 
as  the  VHA  Care  System  governing  board,  which  is  independent  of  department  leadership  to 
provide  governance,  strategic  direction,  decision  making,  and  oversight  of  VHA  Care  System's 
operations  and  transformation.  Table  5  provides  details  regarding  the  governing  board. 


Table  5,  Opemew  ofl^Tiyi  Care  System  Gorervlng  Board 


Detailed  Outline  for  VHA  Care  System  Governing  Board 

Voting 

Men^bers 

The  President,  the  majority  leader  of  the  Senate,  speaker  of  the  House,  the  minonty  leaders  of 
the  Senate  and  House  would  each  appoint  two  members.  In  addition,  the  SECVA  would  serve 
on  the  Board  as  a  voting  member 

Qualifications 

Members  would  be  selected  to  achieve  collectively  broad  experience,  expertise,  and 
leadership,  such  as  experience  in  senior  management  of  large,  private,  integrated  health  care 
systems;  clinical  expertise;  extensive  experience  with  federal  government  health  care  systems; 
extensive  experience  with  (though  not  current  employment  in)  VHA;  expertise  in  federal 
medical  facility  construction  and  leasing,  and  commercial  property  transactions;  expertise  in 
government  contracting;  expertise  in  federal  health  care  budgeting  and  finance;  expertise  in 
health  equity  and  disparities;  and  veterans'  representation.  Because  of  the  importance  of 
veterans'  representation,  at  least  one  of  each  congressional  leader's  two  appointees  would  be 
a  veteran;  at  least  one  of  the  appointees  of  the  President  would  be  a  veteran  who  receives 

VHA  care. 

Michael  A.  Froomkin,  “Reinventing  the  Government  Corporation^  Lhimrsi^  of  1/ihwis  Law  RemeiTy  (1995):  543^ 
accessed  June  15,  2016,  http://osaka.law,ni!ami,edu/"“froomkin/ardcles/reinventhtm.  Congress  need  not  create  a 
government  corporation  to  meet  VHA^s  governance  needs.  The  Commission  notes  that  Congress  has  ereated  entities  it 
has  called  government  coqxirations  that  are  not  predoniinandy  commeicial  enterprises,  rely  on  appropriations,  and  do 
not  have  the  potential  to  become  self-sustaining.  A  principal  intention  behind  assigning  this  status  and  title  has  been  to 
provide  insulation  from  central  management  oversight  agencies  and  the  application  of  general  management  laws.  VClieii 
the  corporation  relics  in  whole  or  in  part  on  appropriations,  Congress  retains  the  powder  of  the  purse,  and  the  means  of 
exercising  it  tm  matters  large  and  small,  and  through  formal  and  informal  means. 
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Detailed  Outline  for  VHA  Care  System  Governing  Board 

Terms 

Governing  board  members  would  serve  staggered  terms  of  up  to  7  years,  with  the  governing 
board  members  electing  a  chair  and  vice  chair  from  among  the  membership  {other  than  the 
SECVA,  who  would  not  be  eligible  to  serve  as  the  chair}  for  3-vear  terms. 

Personnel 

Matters 

Compensation  would  be  at  a  rate  equal  to  the  daily  equivalent  of  annual  pay  prescribed  for 
level  IV  of  the  executive  level. 

Funding 

Congress  would  provide  a  specific  budget  for  the  operation  of  the  governing  board  as  a 
separate  account  within  VA's  appropriations. 

Relationship 
to  the  CVCS 

Relationship  to  the  CVCS:  The  governing  board  would  provide  the  President  its 
recommendation  for  a  chief  of  VHA  Care  System  (CVCS);  the  President  would  appoint  that 
executive  to  a  S-year  term;  the  governing  board  would  annually  review  the  CVCS's 
performance  and  be  empowered  to  reappoint  that  official  to  a  second  S-year  term,  to  allow 
for  continuity  and  to  protect  the  CVCS  from  political  transitions.  The  CVCS  can  be  removed  by 
mutual  agreement  of  the  President  and  the  governing  board. 

Staff 

The  chairperson  would  determine  the  si2e  and  compensation  of  the  permanent  staff  of  the 
board,  including  an  executive  director  responsible  for  governing  board  operations  and  a  chief 
of  staff.  The  director  of  the  proposed  transformation  office  within  VHA  would  report  to  the 
chairperson  through  the  CVCS. 

Powers 

The  board  would  have  the  power  to  do  the  following: 

■  Select  the  CVCS  and  recommend  the  candidate  to  the  President. 

■  Review  the  performance  of  the  CVCS  on  an  annual  basis. 

■  Reappoint  the  CVCS  to  a  second  5-year  term. 

■  Remove  the  CVCS  with  the  mutual  agreement  of  the  President. 

■  Direct  and  exercise  decision-making  authority  regarding  the  transformation  process  and 
operations  related  to  the  transformation  process. 

■  Establish  priorities,  milestones,  and  timelines  for  the  transition  process. 

■  Review  and  approve  major  new  initiatives;  major  operational  and  organizational  plans 
(including  plans  regarding  capital  asset  and  facility  management);  strategic  and  business 
plans;  and  goals  and  metrics  for  operational  performance  and  established  priorities. 

■  Oversee  and  manage  facility  and  capital  asset  strategies  and  operations. 

■  Review,  approve,  and/or  amend  VHA's  budget  requests,  and  independently  assess  and 
comment  on  pertinent  elements  of  the  President's  budget,  as  deemed  appropriate. 

Reporting 

The  board  would  report  annually  to  the  President  and  Congress  on  VHA's  progress  toward 
transformation. 

Navigating  transformation  of  one  of  the  largest  agencies  in  the  federal  government  requires  not 
only  extraordinary  leadership^  but  steady,  sustained,  long-range-focused  governance,  A 
governing  board  structured  to  provide  continuity  of  membership  — as  the  Commission  proposes 
through  staggered  terms  among  menribers  — is  vital,  A  second  critical  step  toward  assuring  such 
continuity  would  be  to  address  the  tenure  of  the  CVCS  and  the  process  for  selecting  candidates 
for  that  position,^^!  VHA,  Congress,  and  the  President  would  be  better  served  by  a  VHA  leader 
who  holds  a  5-year  term  of  office,  with  the  governing  board  empowered  to  reappoint  that 
leader  to  a  second  5-year  term. 


360  of  comperLsation  provided  for  members  of  the  Commission  on  Care. 

Under  Secretar)^  of  Health,  38  U,S,C,  §  305,  Current  law  provides  that  the  Under  Secretary  is  appointed  by  the 
President  with  the  advice  and  consent  of  the  Senate.  When  a  vacancy  in  that  position  occurs  or  is  anticipated,  the 
Secretat}^  is  to  convene  a  commission  (die  composition  of  which  is  set  forth  in  the  statute)  which  is  to  rectMiimend  at 
least  three  individuals  to  the  Secrctan^,  who  is  to  forward  those  names,  with  any  comments  the  Sc  Cretan^  considers 
appropriate,  to  the  President. 
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It  is  important  that  that  the  CVCS  report  to  the  board  and  function  as  a  chief  executive  officer  of 
VHA.  Although  the  Commission  envisions  that  the  President  would  appoint  this  officiah  it  is 
critical  that  the  governing  board  be  empowered  to  recommend  to  the  President  an  individual 
for  appointment  when  the  office  becomes  vacant.  This  would  replace  the  framework  in  current 
law  that  requires  the  establishment  of  a  new  commission  convened  solely  to  carry  out  the  task 
of  recommending  candidates  to  the  President.^^^ 

A  governing  board  must  be  tailored  to  the  unique  needs  of  VHA.^^^  It  should  include  members 
of  appropriate  expertise  and  experience  to  provide  strategic  guidance  and  continuity  of 
leadership  and  it  should  possess  authority  to  exercise  the  powers  needed  to  realize  and  sustain 
a  VHA  transformation.^^ 

Although  some  might  consider  Congress  to  be  VA  or  VHA's  board  of  directors  and  might 
question  the  appropriateness  of  establishing  a  VHA  board  of  directors,  tlris  governance  model 
does  not  diminish  Congress's  role.  Instead,  a  board  that  would  report  periodically  to 
congressional  committees  would  provide  a  level  of  close  oversight  and  health  care  expertise 
that  would  complement,  and  in  many  ways  enhance.  Congress's  work. 

A  change  in  governance  alone  will  not  bring  about  successful  transformation.  This 
recommendation  must  be  instituted  in  concert  with  many  other  Commission  recommendations. 
For  example,  a  board  will  require  data,  and  data  systems,  to  carry  out  its  responsibilities,  and 
establishing  these  and  other  appropriate  systems,  as  addressed  throughout  this  report,  is  key  to 
empowering  a  board  to  drive  and  sustain  transformation. 

Implementation 

Legislative  Changes 

■  Amend  38  U.S.C.,  Chapter  3  to  establish  a  VHA  Care  System  governing  board. 

■  Amend  38  U.S.C.  §  305  —  which  currently  provides  in  subsection  (a)  for  the  President  to 
appoint  the  USH  by  and  with  the  advice  and  consent  of  the  Senate,  and  subsection  (c) 
for  the  establishment  of  a  commission  to  provide  recommendations  for  appointees  for 
USH  when  a  vacancy  is  expected  or  has  occurred  —  as  follows: 

Amend  subsection  (a)  to  provide  for  the  President  to  appoint  the  CVCS  to  a  5-year 
term  of  office. 

Repeal  subsection  (c)  of  that  section. 

Provide  instead  for  the  governing  board  to  recommend  a  CVSC  candidate. 

Authorize  the  governing  board  to  reappoint  the  CVSC  to  a  second  5-year  term. 

VA  Administrative  Changes 

■  None  required. 


Under  Secretar)^  of  I  Icakh,  38  U.S.C.  §  305. 

Booz  /Vilen  Hamilton,  \  Adfmnhtratkm  (l^HA)  Cefiter /br  Pafkn/  Sa/e^-  (lACP.S')  Sysfe^/zs  Rj'tWP: 

Fmal  Rep&rt^  September  22,  2015,  60. 

Tlie  Board  is  not  an  advisor}-  body^  and  as  such  would  not  be  subject  to  the  Federal  Advist^f}^  Committee  Act. 
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Other  Departments  and  Agency  Administrative  Changes 

■  None  required. 

Leadership 

Recommendation  #10:  Require  ieaders  at  aii  ieveis  of  the  organization  to 
champion  a  focused,  ciear,  benchmarked  strategy  to  transform  VHA  cuiture 
and  sustain  staff  engagement. 

Problem 

High-performing  organizations  have  healthy 
cultures  in  which  diverse  staff  members  feel 
respected  and  engaged  at  work.  These 
workers,  in  turn,  are  better  able  to 
demonstrate  compassion  and  caring  toward 
customers  in  their  delivery  of  high-quality 
services.  Leaders  at  all  levels  of  the 
organization  are  responsible  for  promoting  a 
positive  organizational  environment  and 
culture  through  how  they  treat  staff  and  the 
systematic  approach  they  take  to  decision 
making  and  management.  VHA  has  among 
the  lowest  scores  in  organizational  health  in  government.^^^  For  the  past  decade,  VHA's 
executives  have  not  emphasized  the  importance  of  leadership  attention  to  cultural  health,  and  it 
has  not  been  well  integrated  in  training,  assessments,  and  performance  accountability  systems. 

Background 

Healthy  organizations  successfully  align,  execute,  and  renew  themselves  through  learning  and 
innovation.^^^  They  are  characterized  by  a  high  level  of  trust,  accountability,  and  ownership 
among  staff;  high  functioning,  empowered  teams;  and  an  environment  that  provides 
psychological  safety  and  open  communication,  focuses  on  the  needs  of  customers,  and  instills 
pride  in  performance.^^  An  inclusive  workplace  where  diversity  is  valued,  staff  feel 
empowered  and  supported,  are  treated  with  fairness,  and  cooperation  and  open 
communication  helps  engage  employees  and  drive  organizational  performance.^^  Engaged 


The  Commission  Recommends  That 


■  VHA  create  an  integrated  and  sustainable  cultural 
transformation  by  aligning  all  programs  and  activities 
around  a  single,  benchmarked  concept. 

■  VHA  align  leaders  at  all  levels  of  the  organization  in 
support  of  the  cultural  transformation  strategy  and 
hold  them  accountable  for  this  change. 

■VHA  establish  a  transformation  office  to  drive  progress 
of  this  transformation  and  report  to  the  chief  of  the 
VHA  Care  System  and  the  new  VHA  Care  System 
governing  board  (  also  included  in 
Recommendation  #12). 


Me  Kinsey  &  Company,  Inc.,  Imkpemk^f  Assessr^enf  of  Can  Deimfy  Systems  and  Management  Processes  of  the 

Department  of  l  ^ekrans  Affairs^  Assessment  C  (leaders hip) ^  56,  accessed  jamiary  26,  2016, 
h  ttp :  /  /  mvw,  va*go  v/  opa/  c  h  oiceacT  /  d  ocu  men  ts  /  a  s  ses  smen  ts  /  As  ses  s  m  en  t_  L_Lead  e  r  sh  i  p .  pd  f , 

366  “Organisational  Health:  The  Ultimate  Competitive  Advantage,”  Scott  Keller  and  Colin  Price,  McKinsey  Quarterly, 
June  2011,  accessed  June  9,  2016,  htt]i:/ A\Tv\v,mckinsey,com/business-flinctions/QrganizatiQn/our- 
i  n  si  gh  t  s  /  or  ganizati  on  al-  heal  t  h-  the-  ul  t  imate -c  omp  c  ti  ti  ve  -advan  tage . 

http://orgaiii2atiunalheaith.%-ssc.med.va.gt>v/Resource  percent2()Libian  / Forms /AUltems.aspx 
m  “Diversiw  &  Inclusion;  Federal  Workforce  At-A-Giance,”  U.S.  Office  of  Personnel  Management,  accessed  May  13, 
2016,  https:  /  /  \\n^nv.opm.gDv/  po  Hey ’data-oversight/  diversity- and- inclusion/  federal- workforce -at- a -glance  / . 
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employees  who  are  dedicated  to  their  work  and  attached  to  the  organization  and  its  mission 
support  a  healthy  organization.^^^ 

Companies  that  have  a  healthy  organizational  culture  or  engaged  staff  outperform  those  that  do 
not.  Companies  that  score  in  the  top  25  percent  of  organizational  health  metrics  outperform 
comparable  companies  in  the  bottom  25  percent  by  more  than  twO“foldP^o  Similarly,  high 
employee  engagement  is  correlated  with  better  staff  and  customer  experiences  that  include 
higher  patient  satisfaction,  higher  staff  retention,  better  safety  and  quality,  higher  productivity 
and  lower  absenteeism.^^^  Companies  with  engaged  employees  outperform  those  without  by 
more  than  200  percent,^^^  Leaders  and  supervisors  play  a  key  role  in  establishing  and  sustaining 
employee  engagement  and  in  establishing  a  positive  environment  and  culture  that  supports  a 
healthy  organization.^^^ 

Analysis 

VHA  staff  and  leaders  are  highly  dedicated  to  the  mission  of  VA  and  to  serving  veterans.^^^  This 
dedication  is  arguably  VHA^s  greatest  strength,  and  it  can  be  leveraged  to  create  and  sustain 
positive  change.^^^  There  are  substantial  impediments  to  moving  VHA  forward,  however,  as 
noted  in  the  Independent  Assessment  Report.  There  is  a  pervasive  lack  of  trust  throughout  the 
organization. Staff  perceives  VHA  to  be  bureaucratic  and  political  and  to  lack  a  systems 
orientation.^^  Employees  want  to  work  for  an  organization  that  is  accountable  and  efficient, 
but  instead  they  operate  in  a  bureaucratic,  siloed,  and  political  organization.^^^  The  culture 
creates  risk  aversion  in  staff,  and  when  cultural  factors  are  measured  in  VHA,  none  of  the 
metrics  align  with  the  definition  of  a  healthy  organization.^^^  Staff  find  the  work  environment  at 
VA  challenging,  with  no  connection  to  leadership,  and  feel  they  receive  little  positive 


U.S.  Office  of  Personnel  Management,  Slra^egk  Pirn  F^^20M-20iS:  Reay/k  ami  22,  accessed  January  25, 

2016,  https: //’w^^^^^opm.gt>v/about"Us/budget-perfi^rmaIlce/ stfategic-’phns/ZOl  4^201 8-stmtegic 'plan.pdf.  Office  of 
Management  and  Budget,  Memorandum  for  Heads  ofBxectiim  Depatiments  and  Agencies:  Strengthening  Employee  Engagement  and 
Organit^atimai  PejjoTjjmnce^  15-04,  December  23,  2014,  accessed  May  16,  2016, 

https:/  /  m\^^whitehouse.gov/si^:es/dcfault/  tdes/omb/ memoranda/ 201 5/ m-1 5-04pdf. 

370  “Organisational  Health:  The  Ultimate  Competitive  Advantage,”  Scott  Keller  and  Colin  Price,  McKinsey  Quarterly, 
June  2011,  accessed  June  9,  2016,  http:/ /\v3^^v,mckinsey,CQm/business-functions/orgaaization/ our- 
in  sight  s  /  organizational-health-  the-  ultimatc~c  omp  c  ti  ti  vc-advantage . 

LLS.  Department  of  Veterans  Affiurs,  MyVA:  Putting  Veterans  First,  Employee  Engagement  Handbook:  A  Guide  for 
Frontiine  Et;aders  to  Measure  and  Drive  Engagement^  September  2015,  4.  Melissa  Bottrcll,  Ethics  Quality  Helps  Build  Healthy 
Organisations^  VHA  Organizational  Health,  Volume  19,  Summer  2013,  4-5,  accessed  januar\^  25,  2016, 
http:  /  /  mvw.c  thics.va.gov/ docs/integratcdethics/art_bottrell_orgheakh_vl  9_20 13.pdf 

U,S.  Department  of  Veterans  Affairs,  MyVA:  Putting  Veterans  First,  Employee  Engagement  Handbook:  A  Guide  for 
Front/ine  leaders  to  iWasure  and  Drive  Engagement,  September  2015,  4,  Dee  Rams  el,  Improving  VHA’ s  Culture:  A 
Presentation  Before  the  National  Leadership  Council,  Veterans  Health  Administration,  December  2015,  7-9.  U.S.  Office 
of  Personnel  Management  201 S  Federal  Employee  Vienpoint  Sun^^i:  En^lqyees  Influencing  Change,  6,  accessed  May  16,  2016, 
h  rtp  s :  /  /  fed  view,  opm  .gov/  2  0 1 5  FI  LE  S  /  2  0 1 5_FEVS_G  wlde_F  inal_Rcp  ort .  PD  F . 

Dee  Ramsel,  “Improving  VHA’s  Culture.  A  Presentatitm  Before  the  National  Leadership  Council,  Veterans  Health 
Administration,”  December  2015,  7-9. 

McKinsey  &  Company,  inc..  Independent  Assessment  of  the  Health  Care  Deliver)!  Systems  and  Alanagement  Processes  of  the 
Department  of  J  Aterans  Affairs,  Assessment  L  {J..^adership),  43,  accessed  Januar)^  26,  2016, 
http:/ /  WWW. va.gov/opa/choiceact/  documents/assessments/ Assessment_L_Leadership.pdf. 

Ibid-,  44- 

Ibid.,  47. 

Ibid.,  46. 

Ibid.,  46. 

Ibid.,  49-51. 
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reinforcement  or  clear  feedback  on  performance.^^o  demonstrated  in  the  Federal  Employee 
Viewpoint  Survey  for  2015^  VHA  staff  does  not  believe  top  leaders  lead  (only  47  percent 
positive^®^)  and  only  65  percent  have  a  positive  view  of  their  immediate  supervisor  compared  to 
70  percent  in  other  large  federal  agencies. 

Through  the  review  of  available  documents  and  briefings  from  key  stafh  the  Commission  found 
VA  and  VHA  have  a  number  of  activities  intended  to  support  a  positive  environment  and 
culture  in  VHA  (see  Table  6)^  but  the  efforts  are  not  systematic,  integrated,  or  broadly 
deployed.^®^  The  efforts  are  under-resourced  to  achieve  success.  Specifically,  the  effort  lacks 
mandatory  positions  at  the  facilities  to  lead  these  efforts  and  has  no  requirements  on  the  VHA 
Central  Office  (VHACO)  program  offices  to  participate  in  the  efforts.^^^  At  the  same  time,  the 
efforts  are  duplicative  in  that  multiple  offices  communicate  similar,  but  distinct  messages  to 
field  staff  and  leaders.  VHA  appears  to  lack  systematic  mechanisms  to  ensure  leaders  at  all 
levels  of  the  organization  have  the  knowledge,  skills,  and  ability  to  create  an  effective  culture; 
metrics  are  not  comprehensive  or  aligned  with  a  single-change  model;  and  leaders  in  VHACO 
and  the  field  are  not  consistently  held  accountable  for  their  actions  in  support  of  a  positive 
organizational  culture.^^^ 


Table  6.  Culttiral  Tramfonnatmn  Hfforts  in  and 


Program/Initiative 

Responsible  Office 

Servant  Leadership 

VHA  National  Center  for  Organizational  Development 

Leaders  Developing  Leaders 

MyVA 

Just  Culture 

VHA  National  Center  for  Patient  Safety 

Civility,  Respect,  and  Engagement  in  the 
Workplace  (CREW) 

VHA  National  Center  for  Organizational  Development 

Organizational  Transformation  Pilot 

MyVA 

Employee  Engagement  Playbooks 

MyVA 

VHA  Voices 

VHA  Office  of  Patient  Centered  Care  and  Cultural 

Transformation 

Ibid.,  53  and  60. 

U.S.  Office  of  Personne!  Management,  2015  Fedeml  H^/jphjee  l  S^n'^y:  hpipioym  Change,  47,  accessted 

May  16,  2016,  https: //\\^^vTcdview.opm.gov/ 201 5FILES/20 15_FEVS_Gwidc_Final_Report.PDF. 

Dee  Ramsel,  “Improving  YHA's  Culture.  A  Presentation  Before  the  National  I.eadership  Council,  Veterans  Health 
Administration/^  December  2015,  29-3  L  Dee  Ramsef  Virginia  Ashby  Sharpe,  Veterans  Flealth  Administradon, 
conference  call  widi  staff  of  the  Commission  on  Care,  November  9,  2015. 

See  “Ethical  Leadership,  Fostering  an  Ethical  Environment  and  Culture/*  National  Center  for  Etliics  in  Health  Care, 
U.S.  Department  of  Veterans  Affairs,  accessed  June  22,  2016,  http:/ eth  ics.  va,  gov/ i  n  tegra  ted  ethics/ el  c.  asp,  “Stop 
the  Line  for  Patient  Safety  Ini  dative/*  LLS.  Department  of  Veterans  Affairs,  accessed  June  22,  2016, 
http://m^^v.qualityandsafety.va.gov/StoptiieIine/StoptheLine.asp.  “VHA  Center  ffjr  Organizatitmal  Development/* 
U.S.  Department  of  Veterans  Affairs,  accessed  from  VA  Intranet,  May  16,  2016, 

http://v^av^^va.gov/NCOD/Organizational_Health.asp.  LhS.  Department  (T  Veterans  lAffairs,  MyVA:  Putting 
Veterans  First,  Tmpkyee  Tugagemmi  Handbook:  A.  Guide  fir  Icmntlme  leaders  to  Measure  and  Dme  Fingagemenif  Septeniber 
2015. 

^^^Dee  Ramsel,  “Improving  VHA*s  Culmre.  A  Presentation  Before  the  National  Leadership  Council,  Veterans  Health 
Administration,**  December  2015,  13-14.  Veterans  Health  Administration,  Draft  Fiscal  Year  20 16  Perfonmnee  Plan,  Neimork 
Director  and  Medical  Center  Diredor^  N{>vember  20,  2015. 

Dec  Ramsel,  “Improving  M  IA* s  Culmre.  A  Presentation  Before  the  National  Leadership  Council,  Veterans  Health 
Administration/*  December  2015,  29-31. 
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VHA  must  rebuild  a  high-performing,  healthy  culture  by  cultivating  greater  employee 
collaboration,  ownership,  and  accountability  to  accomplish  its  mission. This  cultural 
transformation  needs  to  occur  at  all  levels  of  the  organization  (VA,  VHA  CO,  veterans  integrated 
service  network  [VISN],  VA  medical  center,  and  community-based  outpatient  clinic).  To  achieve 
transformation  in  VHA,  create  a  healthy  enviromnent  and  culture,  and  sustain  staff 
engagement,  the  solution  must  start  with  leaders.  Leaders  must  understand  and  believe  in  the 
powerful  effect  they  have  on  the  climate  and  culture  in  their  organization.  Change  occurs  one 
employee  at  a  time.  Leaders  at  all  levels  must  commit  to  this  change  process.  They  must  be 
inspired  by  top  executives  and  embrace  the  values  and  mission  of  VHA  and  then,  in  turn, 
inspire  their  teams,  engaging  with  individual  employees  to  make  change.  Leaders  must  be 
given  the  roadmap  and  tools  to  make  such  change  and  then  be  supported  with  training, 
coaching,  and  feedback  to  achieve  success.  They  must  also  be  held  accountable  for  their 
personal  behavior  and  for  the  actions  they  take  to  positively  influence  the  environment  and 
culture  of  their  unit  or  facility.  Leaders  should  not  be  on  their  own  in  this  transformation. 

Fellow  leaders,  outside  experts,  national  program  offices,  and  VA  and  VHA  top  executives 
must  provide  them  with  incentives,  support,  feedback,  coaching,  and,  when  needed, 
admonishment  to  support  this  cultural  transformation. 

To  align  leaders  at  all  levels  with  expectations  for  the  cultural  transformation,  all  leaders  must 
understand  the  role  they  play  in  the  process,  VHA  must  create  standards  for  the  behavior  and 
actions  leaders  adopt  to  accomplish  the  transformation  and  widely  publicize  the  standards 
among  leaders  and  staff  to  establish  uniform  expectations  across  the  organization  and  a  single 
vision  of  cultural  transformation.  The  CVCS  and  other  senior  leaders  must  model  and  reinforce 
these  behaviors  to  further  embed  expectations.  These  behaviors  and  actions  should  be 
integrated  into  leadership  assessment  tools  such  as  a  360  evaluation,  performance  management 
frameworks,  and  coaching  guides  to  ensure  expected  behaviors  and  actions  are  reinforced 
across  the  leadership  development  and  advancement  system.  The  strategy  must  include  the 
development  of  tools,  training,  guidelines,  and  operating  procedures  that  create  a  living 
curriculum  to  support  leaders  in  developing  and  deploying  these  new  skills  and  behaviors. 
Finally,  to  ensure  leaders  at  all  levels  implement  the  behaviors  and  actions,  the  strategy  must 
establish  both  explicit  rewards  and  sanctions.  The  rewards  and  recognition  (nonmonetary) 
should  liberally  acknowledge  and  publicize  leaders  and  staff  who  embody  the  very  best 
standards  of  behaviors  and  actions  that  support  a  positive  organizational  culture.  At  the  same 
time,  leaders  and  staff  at  all  levels  must  clearly  understand  what  behavior  and  actions  are  not 
acceptable  and  be  held  accountable  through  disciplinary  action  if  they  cross  these  boundaries. 
Expectations  and  repercussions  should  be  clearly  articulated. 

VA  and  VHA  have  a  number  of  competing  models  of  organizational  health  and  staff 
engagement.  The  models  are  not  integrated  with  one  another  or  with  an  overall  leadership 
competency  model.  Some  models  are  robust,  coupling  abundant  resources  and  training,  while 
others  are  not.  To  create  a  dear  focus  for  engagement  and  organizational  health  and  guide 


The  MITRE  Independent  Assessment  of  the  Hesilth  Care  DeJivery  Systems  and  Management  Processes  of  the 

Department  of  Veterans  Affairs,  Volume  1 :  Integrated  Report,  55  accessed  January"  26,  2016, 
http:  /  .va.gov  /  opa/choiceact/ documents  /  assessments  /integj:ated_report.p<it'. 
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transformation  effectively,  one  model  must  be  selected  for  use  in  VHA.  To  do  so,  VHA  must 
establish  a  cross  functional  executive  team  to  make  this  decision.  The  team  should  include  all  of 
the  stakeholder  offices  involved  in  current  efforts,  but  none  of  them  should  lead  the  effort,  to 
avoid  parochial  interests  driving  decisions.  Once  a  single  model  is  selected,  the  executive  team 
must  then  outline  a  clear  strategy,  involving  and  engaging  the  offices  in  VHA  with  relevant 
expertise  and  resources  to  support  the  execution,  and  put  forward  a  single  strategic  plan* 
Consequently,  each  of  those  offices  must  also  be  required  to  stand  down  its  own  efforts  that  are 
not  part  of  this  new  model  going  forward  and  align  its  work  and  budget  behind  a  single 
focused  model  and  strategy.  Tools,  training,  and  communication  to  support  broad  deployment 
must  be  part  of  the  strategy,  and  the  CVCS  and  the  executive  team  must  present  a  compelling, 
transparent  rationale  for  what  the  model  is,  why  it  was  selected,  and  how  it  is  to  be  deployed. 
All  leaders  and  staff  members  in  the  organization  must  understand  their  roles  in  cultural 
transformation  and  what  is  expected  of  them. 

The  strategy  must  establish  and  articulate  a  clear  set  of  behaviors  and  actions  expected  of  staff 
to  ensure  their  alignment  around  the  transformation*  The  standards  should  be  incorporated  into 
the  hiring  process  to  ensure  that  VHA  is  hiring  into  the  new  culture  and  avoids  a  poor  fit  from 
the  start*  These  behavioral  expectations  must  be  articulated  clearly  in  the  on-boarding  process 
and  reinforced  on  an  ongoing  basis  in  performance  evaluations,  reviews,  and  individual 
development  plans.  Leaders  at  all  levels  of  the  organization  must  also  reinforce  these  behavioral 
expectations  with  staff  and  be  provided  with  tools,  messages,  and  communication  support  to 
accomplish  this.  Leaders  must  also  recognize  and  reward  the  positive  examples  of  the  desired 
behaviors  and  sanction  the  worst  examples,  up  to  and  including  discipline  and  removal. 

The  change  strategy  should  also  recognize  that  cultural  transformation  and  staff  engagement  go 
beyond  individual  leader  and  staff  behaviors*  Systems  and  processes  at  both  the  local  and 
national  level  can  impede  the  realization  of  the  positive  organizational  culture  desired.  As  such, 
the  transformation  strategy  must  also  anticipate  changing  systems  and  processes  as  an  explicit 
component  of  transformation*  Leaders  at  all  levels  must  establish  mechanisms  to  elicit  staff 
concerns  and  have  quality  improvement  tools  in  place  to  address  them,  such  as  LEAN  Six 
Sigma.  Line  staff  must  be  engaged  as  part  of  the  solution  to  these  system  issues.  Leaders  should 
be  transparent  about  these  issues  and  publicly  track  and  report  on  progress. 

To  ensure  the  effective  execution  of  this  strategy,  specific  responsibilities  must  be  assigned  to 
program  offices.  The  program  offices  must  also  support  the  VISN  and  facilities  in  their 
transformation  effort  by  developing  the  standards  and  guidance  for  them  to  use  and  making 
program  office  expertise  available  to  support  coordination,  coaching,  and  sharing  of  best 
practices  across  the  institution.  The  program  offices  must  be  held  accountable  for  supporting 
the  application  of  these  same  standards  and  process  within  VHACO* 

Standards  for  facility  implementation  must  include  a  funded,  full-time  equivalent  employee  to 
support  each  major  facility  director'^^^  and  be  the  point  person  to  coordinate  efforts  with 
VHACO  and  other  facilities.  Facilities  may  take  the  opportunity  to  consolidate  related  functions 
that  currently  exist  in  the  facility.  Each  facility  must  have  a  local  mechanism,  such  as  an 
organizational  health  council,  to  integrate  and  drive  transformation  locally.  But  this  does  not 


J88  'Phis  equates  to  one  person  at  each  of  the  approximately  141  VHA  healtli  care  systems  led  by  a  facilip'  ditectot. 
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mean  the  facility  should  create  yet  another  committee  or  oversight  group  to  accomplish  the 
transformation.  Instead^  facilities  must  look  to  existing  leadership  structures  and  activities, 
consolidating  similar  efforts  to  create  an  efficient  process. 

Finally,  the  executive  team  must  oversee  the  development  of  a  consolidated  and  meaningful  set 
of  metrics,  using  community  standards  where  available,  to  track  cultural  transformation, 
organizational  health  and  staff  engagement.  The  metrics  should  not  only  measure  the  desired 
outcomes  but  also  provide  insights  to  leaders  on  how  to  fix  problems  by  providing  sufficient 
detail  and  specificity  to  offer  this  insight.  Once  deployed,  the  metrics  should  be  used  by  the 
executive  team  and  responsible  program  offices  to  identify  under-performing  facilities  and  to 
provide  additional  expertise,  resources,  and  support  to  help  those  facilities  improve.  If,  after 
much  support,  the  continuing  behavior  and  actions  of  the  leaders  at  the  under-performing 
facility  are  identified  as  the  cause  of  the  long-term  culture  problem,  these  individuals  must  be 
removed  from  leadership  positions  in  VHA. 

Implementation 

Legislative  Changes 

■  None  required. 

VA  Administrative  Changes 

The  following  administrative  changes  are  a  priority  over  the  next  36  months.  To  assist  VHA  in 
implementing  these  actions  and  to  promote  accountability  and  oversight,  the  Commission  has 
provided  a  detailed  timeline  and  assigned  responsibility  for  action  in  Appendix  B. 

“  Develop  and  implement  a  strategy  for  cultural  transformation, 

■  Establish  a  cross-functional  senior  executive  team  reporting  directly  to  the  CVCS 
with  long-term  responsibility  for  creating,  executing,  and  tracking  the  cultural 
transformation. 

■  Align  frontline  staff  in  support  of  the  cultural  transformation  strategy. 

■  Require  standards  and  a  strategy  for  execution  of  the  cultural  transformation  from 
every  program  office  and  facility  and  these  efforts  must  be  fully  funded. 

■  Develop  consolidated,  meaningful  metrics  for  organizational  health  and  staff 
engagements  with  input  from  experts  and  field  users. 

Other  Department  and  Agency  Administrative  Changes 

■  None  required. 
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Recommendation  #11:  Rebuild  a  system  for  leadership  succession  based  on 
a  benchmarked  health  care  competency  model  that  is  consistently  applied  to 
recruitment,  development,  and  advancement  within  the  leadership  pipeline. 

Problem 

VHA,  like  any  large  organization,  requires 
excellent  leaders  to  succeed.  Succession 
planning  and  robust  structured  programs  to 
recruit,  retain,  develop,  and  advance  high 
potential  staff  are  essential  to  maintaining  a 
pipeline  of  new  leaders.  In  health  care, 
leadership  programs  must  prepare 
candidates  with  the  specialized  knowledge 
and  skills  required  of  health  care  executives, 
while  also  helping  to  mature  their  leadership 
traits.  VHA  does  not  use  a  single  leadership 
competency  model,  and  what  it  does  use  is 
not  specific  to  health  care  or  benchmarked  to 
the  private  sector.  VHA  also  does  not  use 
competency  models  as  a  tool  to  establish 
standards  for  hiring,  assessment,  and 
promotion.  As  a  result,  executive  leaders  and 
promising  staff  members  do  not  have  the  tools 
VHA  has  the  leaders  it  needs  for  the  future. 

Background 

Our  Corps  does  two  things  for  America:  We  make  Marines  and  we  win  our  nation's 
battles.  Our  ability  to  successfully  accomplish  the  latter  depends  upon  how  well  we  do  the 
fomier?^'^ 

Effective  leaders  are  required  for  organizational  success.  Thus,  attracting,  growing,  and 
advancing  leaders  is  a  key  business  imperative  across  all  sectors.^^^  The  most  urgent  human 
capital  management  need  worldwide,  according  to  one  survey,  is  the  development  of 
leadership  talent. This  need  is  driven  by  a  changing  workforce  that  is  motivated  more  by 
passion  than  by  monetary  incentives,  a  rapid  advance  in  knowledge  that  quickly  creates 
obsolescence,  and  technology  drivers  that  change  business  practices  over  months  instead  of 
years.^^^  Investing  in  new  supervisors  and  emerging  leaders  is  critically  important  because 


The  Commission  Recommends  That 


•  VA  establish,  as  an  Office  of  Management  and  Budget 
management  priority  for  VHA,  the  goal  of 
implementing  an  effective  leadership  management 
system  in  the  agency. 

■  VHA  executives  prioritize  the  leadership  system  for 
funding,  strategic  planning,  and  investment  of  their 
own  time  and  attention. 

■  VHA  adopt  and  implement  a  comprehensive  system 
for  leadership  development  and  management  that 
includes  a  strategic  priority  of  diversity  and  inclusion. 

■  Congress  create  more  opportunities  to  attract  outside 
leaders  and  experts  to  serve  in  VHA  through  new  and 
expanded  authority  for  temporary  rotations  and  direct 
hiring  of  health  care  management  training  graduates, 
senior  military  treatment  facility  leaders,  and  private 
not-for-profit  and  for-profit  health  care  leaders  and 
technical  experts. 


they  need  to  guide  career  transitions  and  ensure 


Marine  Corps,  Sustaining  the  Transfomiation^  Foreword,  accessed  June  9,  2016, 
http:/ /wv.ntv.m:irines.mil/ Portals/ 59/Publications/MC^RP  percent2D6-l  ID  percentZOSustaining  percent20the 
perc  e  n  t20Tran  s  fo  rmati  o  ri.pd  f . 

CoUins,  Gooel  to  Great:  Why  Some  Companies  Make  the  Ijeap  . . .  A.nd  Others  Don't  (New  York,  NY:  HarperCollins 
Publishers,  Inc.,  2001),  17-40.  Fred  Kiel,  Ketum  on  Character:  The  Real  Reason  lu^aders  and  Their  Conipanks  Win  (Boston,  MA: 
Harvard  Business  Review  Press,  2015). 

391  Oeloitte  Consulting  LLP  and  Bersin  by  Deloitte,  Ciohai  Human  CTipita/  trends  20 1 4:  l-ingaging  the  2V^  Century  W^rkforee^ 
25,  accessed  J  une  1 0,  201 6,  http:  /  /  dupress.com/ wp-content/ uploads / 2014/ 04/ Global!  lumanCapitalTrcnds_20 1 4.pdf. 

Ibid.,  3. 
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employees  report  that  when  they  quit  a  job  they  leave  their  supervisors  and  not  their 
organization. In  an  organization  like  VHA,  with  more  than  300,000  employees  but  only  a  bit 
more  than  200  executives,  VHA's  28,000  supervisors  are  responsible  for  leading  the  staff* 

Going  back  to  at  least  1998,  the  federal  civilian  sector  has  had  difficulty  identifying  and 
promoting  individuals  with  leadership  skills*^^^  Staff  members  who  can  produce  results  and 
meet  organizational  objectives  are  promoted  into  supervisory  and  leadership  positions.^^^  Yet, 
the  skills  needed  to  be  a  successful  leader  are  different  than  those  needed  to  be  a  successful 
technical  expert.  Today,  soft  skills  such  as  empathy,  effective  listening,  and  team  coaching  are 
valued  in  leaders.^^^  The  most  effective  leaders  are  those  who  consistently  display  integrity, 
high  moral  character,  and  the  ability  to  inspire  others. An  effective  leadership  system 
develops  leaders  at  all  levels,  from  frontline  supervisor  to  executives,  and  does  so  in  all 
dimensions  of  leadership:  '"knowing,  doing,  and  being. 

Analysis 

In  a  review  of  VHA's  approach  to  leadership  development,  the  Independent  Assessment  Report 
noted  the  current  system  was  not  sufficient  to  meet  VHA's  need  for  high-quality,  prepared 
leaders  .^0  VHA  lacks  a  comprehensive  approach  to  leadership  development  that  would  include 
formal  structured  programs  such  as  networking,  reflection,  goal  setting,  learning,  mentoring, 
experiential  learning,  and  a  clear  career  ladder.  As  a  result,  leaders  are  unable  to  fully  prepare 


393  “Pt^opltf  Le^ive  Mana^ers^  NtJt  C’ompanies/^  Victor  IJpman,  accessed  [ime  10,  2016, 
http:/  /  w\w.  forbcsxcm  /  sites#  /  sites /vie  torlipoi  an  / 201 5/ 08/04/ pcopie-Ieave-managers-not- 
c(>nipariiefi/#78bl  5clf21 6f3. 

Department  of  Veterans  Affairs,  Veterans  Health  Administration,  Wor^orce  Report  20  f  5^  21-23, 

accessed  June  10,  2016, 
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for  future  roles.^^^  Although  VHA  does  have  some  components  of  a  development  program,  the 
activities  are  not  connected  to  a  career  path  and  not  well  coordinated.  Comprehensive 
development  efforts  are  impeded  by  the  use  of  multiple  competing  competency  models  in  VA 
that  make  it  impossible  to  align  assessment  and  development  with  a  cohesive  standard. 
Emerging  leaders  are  left  to  navigate  career  progression  largely  on  their  own  and  may  be 
stymied  because  development  opportunities  are  cancelled  due  to  budget  restrictions.  Even 
when  promising  young  leaders  complete  the  current  activities,  gaps  remain  in  their  experience 
and  training  because  the  training  programs  are  not  coordinated As  a  result,  VHA  does  not 
have  a  robust  pipeline  of  young  leaders  ready  to  take  on  higher-level  responsibilities.^^^ 

Included  in  the  Independent  Assessment  Report  is  a  recommendation  that  VA  stabilize,  grow,  and 
empower  leaders.  This  recommendation  includes  suggestions  to  fill  current  vacancies  with 
high-quality  leaders,  improve  the  attractiveness  of  the  roles,  ensure  leaders  are  prepared  to 
assume  their  roles,  and  create  a  comprehensive  strategy  that  connects  top  performers  to 
leadership  opportunities  and  development  plans. 

There  is  little  concrete  information  in  the  assessment  to  suggest  how  VA  and  VHA  should 
accomplish  these  objectives.  The  commission  examined  VA's  and  VHA's  current  work  to  assess 
whether  they  have  created  plans  to  operationalize  the  leadership  development 
recommendations  articulated  in  the  Independent  Assessment  Report. 

Neither  VA  nor  VHA  has  rationalized  the  multiple  competency  models  within  the  department. 
A  competency  model  is  the  core  driver  informing  recruitment,  development,  assessment,  and 
advancement  in  any  comprehensive  approach  to  leadership  development  and  management, 
Having  a  cogent  competency  model  is  a  prerequisite  to  a  coherent  strategy Leading  a  health 
care  organization  requires  specialized  knowledge  and  skills  not  required  of  leaders  in  other 
fieldsd*^^  Thus,  any  competency  model  applied  in  VHA  must  include  health  care  specific 
components.  Health  care  executive  competencies  embrace  such  topics  as  an  understanding  of 
ethics  in  health  care,  management  of  self-governing  professionals  (e.g.,  physicians,  nurses),  the 
technical  knowledge  of  health  care  regulation  and  operational  management,  and  leading 
change,  in  addition  to  other  leadership  skills  and  knowledged^^ 

The  current  models  used  in  VHA  do  not  reference  external  benchmarks,  and  they  are  not  health 
care  specific.  VHA  plans  to  continue  to  use  the  High  Performance  Development  Model  (HPDM) 
as  its  competency  model. HPDM  was  developed  by  VHA  and  is  not  benchmarked  to  private- 
sector  competency  models  for  health  care  executives.  VHA  plans  to  use  the  model  to  drive 
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http:/  /www.n  el'll,  org/  static/asp?patii" 2852,3238. 
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position  requirements,  performance  management,  and  training  content.^^^  The  plan  mentions 
coordination  with  VA  Learning  University  but  provides  no  detail.^^^  The  plan  also  does  not 
provide  specific  information  about  how  the  use  of  HPDM  will  link  to  formal  recruitment, 
performance  assessment,  and  advancement  of  leadersd^^ 

VHA  is  working  to  understand  the  current  career  progression  of  candidates  who  move  into 
field“based  executive  positions.  VHA  field  leaders  are  cultivated  from  within  VHA  with  about 
98  percent  advancing  from  lower-level  field  positions  such  as  associate  director,  service  chief,  or 
chief  of  staff,^^^  As  a  result,  field  senior  executives  often  lack  outside  experience  and  first-hand 
knowledge  of  alternative  management  methods.^i^  Most  companies  look  for  a  mix  of  internal 
and  external  hires,  and  the  circumstances  of  the  organization  often  drive  the  mix.'*^^  For 
instance,  Henry  Ford  Health  System,  a  successful  growing  company  with  a  robust  internal 
leadership  development  program  has  set  a  target  of  70  percent  internal  promotions  and 
30  percent  external  hires.^^s 

The  VHA  pool  of  internal  candidates  is  also  deficient  in  racial  and  ethnic  diversity  with  striking 
under-representation  of  women  of  color  in  all  of  the  positions  that  constitute  the  pipeline  for 
medical  center  director  positions  (see  Figures  6  and  VHA  leadership  development 
programs  have  failed  to  effectively  recruit  and  advance  under-represented  minorities  with  a 
striking  over-representation  of  White  men  in  the  leadership  class  that  feeds  the  senior  executive 
service  (see  Table  7).^^^  Minority  women  shoulder  the  biggest  burden  of  formal  mentoring 
within  the  organization^^®  VHA  also  has  the  lowest  representation  of  veterans  among  its  staff 
(31  percent)  compared  to  Veterans  Benefit  Administration  (52  percent)  and  National  Cemetery 
Administration  (74  percent).  The  number  of  veterans  among  doctors  and  dentists  in  VHA  is 
only  about  14  percent  of  the  employees.^^^^  Among  leaders,  22  percent  of  senior  executives  are 
veterans  and  a  similar  number  (23.8  percent)  populate  the  leadership  pipeline. 


Ibid. 

Ibid. 

Ibid. 

Under  Secretaw  Health,  Veterans  Health  Administradon,  tederai  OppoTi^i^ii^!  Ejfcndtmefjt  (Fl^ORI^) 
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Ibid. 

Brie  Krell,  “Staffing  Management:  Look  Outside  or  Seek  Within?'"’  HR  Maga^m  January/ February  2015, 

4ts  ''hjCHL  Health  Leadersliip  Competency  Model,”  National  Center  for  Healthcare  Leadership,  accessed  May  16,  2016, 
http://^!tn\nv.nchlorg/  staric.asp?path -2852,3238. 

Department  of  Veterans  Affairs,  Veterans  Health  Administratioo,  VH.4  W^orkf&rce  P/mnmgRjpofi  201.S^  94,  accessed 
June  10,2016, 
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Figure  6.  Diversity  of  Senior-Fevel  Hires  in  VHA 

VHA  Internal  Selections  for  Senior  Level  Positions 
FY2015 


■  GS-13/14 

■  GS-15 
JiSES 


AA  =  African  American 

NH/PI  -  Native  Hawaiian/Pacific  Islander 

AI/AN  =  American  Indian/Alaska  Native 

Note:  In  FY  2015,  VHA  failed  to  select  many  candidates  from  diverse  racial  and 
ethnic  backgrounds  for  senior  executive  positions.  These  data  were  drawn  from 
the  VHA  annual  equal  employment  opportunity  (EEO)  report. 
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Figure  7.  Adimrity  Women  are  Under  Fa^presented  in 
Higher  Uerel  Positions  in  HHA 


Participation  of  Women  and  Minorities  in  VHA  Leadership  Positions  Compared  to 
Overall  Representation  in  the  VHA  Workforce  and  the  U.S.  Workforce  (RCLF) 
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■  SES  VHA  Workforce 

■  SES  RCLF 

■  Midlevel  VHA  Workforce 

■  Midlevel  RCLF 

■  FfonMme  VHA  Workforce 

■  Front-line  RCLF 


AA  ==  African  American 

NH/PI  =  Native  Hawaiian/Pacific  Islander 

AI/AN  "  American  Indian/Alaska  Native 


Note:  Women  and  particularly  minority  women  are  under-represented  in  comparison  to  their  participation 
in  the  U.S.  workforce  (relevant  civilian  labor  force  [RCLF])  and  their  participation  in  the  VHA  workforce  at 
higher  levels  in  the  organization.  Some  minority  men  are  also  under-represented  in  high-level  positions. 
These  data  were  derived  from  the  VHA  annual  EEO  report. 
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Table  7.  White  Maks  are  Over  Represented  in 
Vl-IA  SES  Development  Troffam,  HCEDP 


TCF 

2015 

(N) 

GHATP 

2014 

(N) 

Facility  LEAD 
2015 
(N) 

VISN/CO 

LEAD 

2015 

(N) 

HCLDP 

2015 

(N) 

VHA 

Workforce 

White  Male 

35% 

(78) 

30% 

(14) 

19% 

(160) 

22% 

(69) 

41% 

(151) 

23% 

White  Female 

16% 

(35) 

28% 

(13) 

41% 

(342) 

41% 

(127) 

39% 

(144) 

36% 

African  American  Male 

15% 

(33) 

9% 

(4) 

8% 

(66) 

8% 

(24) 

4% 

(14) 

9% 

African  American  Female 

19% 

(42) 

15% 

(7) 

22% 

(180) 

16% 

(50) 

6% 

(23) 

15% 

Hispanic/Latino  Male 

4% 

(10) 

4% 

(2) 

3% 

(23) 

4% 

(11) 

1% 

(5) 

3% 

Hispanic/Latina  Female 

3% 

(7) 

2% 

(1) 

3% 

(29) 

3% 

(10) 

1% 

(4) 

4% 

Asian  Male 

4% 

(9) 

2% 

(1) 

1% 

(9) 

>1% 

(2) 

2% 

(7) 

3% 

Asian  Female 

2% 

(5) 

9% 

(4) 

2% 

(16) 

4% 

(13) 

3% 

(12) 

5% 

Native  Hawaiian/Pacific 

0% 

0% 

>1% 

0% 

0% 

>1% 

Islander  Male 

(0) 

(0) 

(3) 

(0) 

(0) 

Native  Hawaiian/Pacific 

0% 

0% 

0% 

0% 

0% 

>1% 

Islander  Female 

(0) 

(0) 

(0) 

(0) 

(0) 

American  Indian/Alaska 

2% 

0% 

>1% 

>1% 

1% 

1% 

Native  Male 

(4) 

(0) 

(1) 

(2) 

(3) 

American  Indian/Aiaska 

0% 

0% 

1% 

1% 

1% 

1% 

Native  Female 

(0) 

(0) 

(7) 

(4) 

(3) 

Note:  VHA  offers  career  development  opportunities  from  entry-level  programs  (TCF  and  GHATP)  to  an  SES  preparatory 
curriculum  (HCLDP).  Overall,  White  men  make  up  about  23%  of  VHA  employees  but  are  over-represented  in  the  HCLDP 
program  at  41%,  African  American  and  Hispanic  men  and  women  are  under-represented  in  the  same  program. 

TCF=  Technical  Career  Field;  GHATP=Graduate  Healthcare  Administration  Training  Program;  LEAD=Leadership, 
Effectiveness,  Accountability;  and  Development;  HCLDP=Health  Care  Leadership  Development  Program. 


No  evidence  was  presented  to  indicate  that  career  progression  mapping  is  occurring  for 
positions  within  VHA  central  office^  where  high-quality  leaders  are  also  required. 


Department  of  Veterans  Affairs,  Veterans  Health  Administration,  \"^HA  \Porkfom  Ptammg  20^3,  94,  accessed 
June  10,2016, 

http:  /  /  va\^TV*s  uccession.va.gov/Workforce_Planmng/WorkforcePlanmngLibrary/ 20 1 5  Vn20VI  IA^/»20Workforce%20Rc 
port.pdf. 
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VHA  has  much  work  to  do  to  produce  an  effective  leadership  management  system. 

Recruitment,  retention,  development  and  advancement  are  key  processes  that  require 
immediate  and  sustained  attention  from  VHA  leaders*  Without  substantial  changes,  high- 
potential  staff  will  continue  to  struggle  to  understand  their  career  trajectory.  Without  a  driving 
competency  model  and  coordinated  training  to  guide  advancement,  hiring  decisions  will 
continue  to  be  made  without  uniform  standards  against  which  to  measure  applicants  and  new 
executive  hires  will  continue  to  struggle  to  understand  VHA  and  their  role  in  leading  it* 

Without  the  committed  engagement  and  support  of  the  chief  of  VHA  Care  System  (CVCS)  and 
the  other  top  VHA  executives  for  the  leadership  management  system  and  their  direct 
communications  about  and  modeling  of  the  leadership  competencies,  VHA  will  continue  to 
flounder.  As  a  result,  veterans  will  be  denied  the  high-performing  health  system  they  deserve. 

Executive  Commitment 

The  long-term  success  of  any  enterprise  rests  on  having  excellent  leaders  in  key  positions  and 
sustaining  them  over  time.  To  accomplish  this  goal,  leadership  management,  development,  and 
recruitment  must  be  a  core  responsibility  and  a  priority  for  VHA  senior  executives*  To  start,  VA 
must  include  the  goal  of  achieving  an  effective  leadership  management  system  in  VHA  as  a 
component  of  the  department's  management  agenda  in  the  annual  budget.  The  goal  is  a  robust, 
high-quality,  diverse  leadership  team  in  VHA.  VA  needs  to  establish  a  credible  operational  plan 
and  accountability  mechanisms  for  meeting  this  goal*  Executive  leaders  are  then  held 
accountable  for  attaining  the  leadership  management  goals,  including  personally  investing  time 
in  meeting  diversity  targets,  recruitment  plans,  and  succession  planning  objectives.  These 
targets  are  to  be  reviewed  in  the  individual  performance  of  top  leaders  as  well  as  in  the  Office  of 
Management  and  Budget's  ongoing  review  of  the  department's  management  objectives. 
Executive  leaders  need  to  also  set  and  communicate  clear  expectations  for  the  behavior  of 
leaders  and  staff  and  to  invest  their  own  time  in  mentoring,  coaching,  and  developing 
subordinate  leaders  and  promising  staff,  including  under-represented  populations.  They  must 
be  visible  and  role-model  leadership  competencies  in  meetings,  training,  and  new-hire 
orientations.  They  must  take  an  interest  in  developing  leaders  and  help  create  opportunities  for 
them  to  gain  leadership  experience  and  competencies*  The  CVCS  and  senior  executives  must 
keep  in  mind  that  their  sole  role  is  not  to  manage  crises  or  to  oversee  a  process  or  to  manage  up. 
Rather,  their  primary  role  is  to  lead  their  people.  Their  time  and  attention  must  reflect  that 
priority. 

Leadership  Mode/ 

To  establish  clear  leadership  standards  to  guide  hiring,  development,  and  the  advancement  of 
leaders,  VHA  needs  to  adopt  one  benchmarked  health  care  competency  model*  Currently,  VHA 
is  subject  to  the  Office  of  Personnel  Management  executive  core  qualifications,  HPDM,  and 
standards  for  servant  leadership.  Although  all  of  the  models  have  value,  none  provide  a  clear 
trajectory  for  high-potential  staff  to  follow,  and  they  do  not  provide  opportunities  for  VHA  to 
intersect  with  leaders  in  the  private  sector.  VHA  must  stop  using  these  varied  competency 
models  and  instead  adopt  a  single  model  that  is  benchmarked  to  private-sector  standards.  The 
Commission  is  not  making  a  recommendation  about  which  model  VHA  should  choose.  Rather 
VHA  should  apply  the  criteria  below  to  select  a  model  around  which  to  base  its  leadership 
development  program: 
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■  The  standard  must  embrace  leading  through  ethics  and  values,  demonstrating  character 
and  concern  for  others,  and  creating  a  strong  organizational  culture. 

■  The  standard  must  be  health  care  based  and  describe  the  knowledge,  skills,  ability,  and 
leadership  bearing  and  behaviors  that  health  care  leaders  must  master  to  be  effective. 

■  Tlie  standard  must  be  a  robust  competency  model  including  aligned  training  and  tools 
to  permit  quick  implementation. 

■  The  model  must  describe  different  career  tracks  and  the  mastery  requirements  for  key 
points  in  each  career  track.  Key  career  tracks  such  as  VISN  director,  facility  director,  and 
VHA  Central  Office  (VHACO)  program  executive  should  fit  into  the  competency  model 

■  A  career  path  must  specify  the  competencies  that  require  mastery  before  moving  to  a 
higher  position. 

■  VHA  may  need  to  enhance  the  model  with  competencies  in  care  and  services  to 
Veterans  and  knowledge  of  military  occupational  health. 


Training  and  Assessment 

VHA  needs  to  develop  assessment  tools  based  on  the  competency  model,  including  360, 180, 
self-assessment,  and  supervisory  review  processes.  Leaders  and  developing  leaders  should  be 
required  to  use  at  least  one  of  the  assessments  each  year  and  to  apply  the  results  to  identifying 
their  training  and  development  needs.  Findings  from  the  assessments  should  be  rolled  into  an 
individual  development  plan  (IDP)  for  each  leader  or  developing  leader  and  enrollment  in  a 
leadership  course  should  require  a  documented  need  from  one  of  these  assessments. 


Figmi^  S.  At  Rdch  Laadership  Fepel^  Aiaste^^  of  Leadership  Corrpetencks  Incmises 
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Note:  Before  leaders 
move  to  the  next  level  of 
responsihilit^  they  are 
accountable  for  master  I  ng 
specific  technical  and 
leadership  skills.  As  a 
leader  moves  up  in 
responsibility,  leadership 
skills  begin  to  dominate 
die  com  petendes  that 
must  be  mastered. 
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Training  must  be  mapped  against  the  competency  model  career  track.  All  current  leadership 
training  should  be  mapped  against  the  model.  Gaps  should  be  identified  and  filled  with 
commercially  available,  or  where  needed,  internally  developed  training.  This  training  should 
include  leadership  competencies  for  the  care  of  veterans,  including  an  understanding  of 
military  occupational  health,  combat  injuries  and  exposure,  combat  readjustments,  and  military 
sexual  trauma.  (See  Appendix  H  for  descriptions  of  such  training  material.)  VHA  should  look 
for  opportunities  to  partner  with  Department  of  Defense  and  the  private  sector  to  provide  joint 
training  and  development  opportunities  to  fill  some  of  the  identified  gaps.  VHA  must  develop 
one  or  more  face-to-face  training  series  that  allow  high -potential  candidates  to  complete  all  the 
competencies  required  to  move  to  the  next  career  stage.  As  VHA  strengthens  its  partnership 
with  community  providers  and  health  systems,  executive  and  high-potential  training  resources 
from  VHA  should  be  made  available  to  community  health  care  leaders  and  VHA  should  join 
training  offered  by  these  private-sector  partners. 

Based  on  the  benchmarked  competency  model,  VHA  should  collaborate  with  Academic 
Affiliates  to  establish  two  new  programs.  The  first  is  to  create  opportunities  for  VHA  physicians 
to  gain  masters-level  training  in  health  care  management  to  prepare  them  to  lead  a  medical 
facility.  Second,  VHA  should  work  to  create  rotations  in  VHA  for  external  physicians  who  are 
completing  graduate  health  care  management  programs.  Like  academic  affiliate  residency 
training  programs,  VHA  should  collaborate  with  academic  medicine  to  establish,  fund,  and  run 
these  programs  with  the  goal  that  all  participants  rotate  in  management  positions  in  VHA  or 
VHA-partnered  private-sector  systems  for  six  or  more  months  during  their  training.  Graduates 
of  such  programs  would  be  candidates  for  recruitment  into  the  VHA  leadership  pipeline  and 
would  encumber  a  pay -back  commitment  to  VHA  for  any  direct  funding  provided. 

All  training  should  include  formal  assessment  to  assure  that  learners  have  mastered  the 
material  and  this  mastery  should  be  noted  in  their  IDPs  and  training  record. 

As  part  of  the  leadership  development  model,  experiential  learning  opportunities  and  formal 
coaching  are  critical  to  executive  learning.  Individual  and  group  coaching  standards  and 
programs  must  be  established  for  all  developing  and  new  leaders.  A  program  for  senior  leaders 
to  pair  them  with  private-sector  health  care  leaders  must  also  be  supported.  VHA  must 
establish  rotation  opportunities  for  developing  leaders  to  rotate  for  substantial  periods  (e.g,,  3  to 
18  months)  in  not-for-profit  hospital  systems.  This  program  could  be  structured  as  a  certificate 
program  that  the  employee  and  VHA  jointly  fund  and  include  a  payback  commitment  on  the 
part  of  the  trainee.  Similar  rotations  from  the  private  sector  into  VHA  should  be  developed  with 
health  care  system  partners  to  help  develop  private-sector  competencies  in  care  for  veterans  and 
inject  private-sector  approaches  into  VHA. 

Apply  the  Leadership  Mode! 

VHA  is  required  to  apply  the  competency  model  in  all  hiring  decisions  for  executive  career  field 
positions.  Thus  all  functional  statements  must  be  based  on  the  model,  all  interview  protocols 
must  incorporate  the  competencies,  and  all  candidates  who  are  not  internally  certified  to  the 
standard  of  the  job  must  undergo  an  assessment  by  a  board  to  ensure  they  meet  the  position 
requirements.  Conversely,  internal  candidates  must  be  required  to  demonstrate  mastery  of  the 
competencies  before  qualifying  to  apply  for  a  position.  VHA  must  adopt  the  strategies  of 
executive  recruiters  to  identify  and  recruit  needed  experts  outside  of  government  with  the 
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competencies  VHA  seeks.  Recruiters  can  look  to  the  pipelines  the  Commission  has 
recommended  building  to  bring  military  treatment  facility  commanders  and  other  senior 
leaders  and  private  sector  experts  into  VHA  as  a  network  for  identifying  additional  recruits. 
Executive  recruiters  can  particularly  help  ensure  diverse  candidates  are  identified  for  open 
positions* 

VHA  will  require  competency  assessments  and  IDEs  for  all  existing  executives,  potential 
executives,  and  new  hires*  Current  leaders  and  new  hires  who  have  an  identified  gap  in  any 
competency  must  have  it  included  in  their  IDP  and  be  required  to  fill  these  deficiencies  by  a 
specific  deadline  or  face  demotion  or  dismissal.  Completion  of  IDP  development  opportunities 
is  required  for  advancement  in  grade  or  promotion  to  higher  position  within  the  leadership 
pipeline. 

VHA  will  aggressively  manage  its  leadership  candidate  pool  by  identifying  and  tracking  all 
high-potential  individuals.  Diversity  statistics  should  be  tracked  and  diversity  in  this  pool 
actively  managed.  This  pool  of  candidates  derives  from  annual  ratings  as  well  as  leadership 
development  program  graduates*  Supervisors  and  executive  leaders  must  provide  ongoing 
coaching  for  higher  positions  to  this  pool  of  developing  leaders*  VHA  must  identify  anticipated 
succession  needs  and  offer  development  opportunities  that  would  help  prepare  candidates  for 
these  anticipated  openings*  Once  the  positions  are  open,  individuals  in  the  high-potential  pool 
must  receive  notices  of  new  job  postings  and  detail  opportunities  that  provide  experience  into 
higher  positions.  Candidates  who  agree  to  be  in  this  pool  should  be  required  to  enter  into 
formal  mentoring  relationships  with  leaders  outside  their  chain  of  command  to  further  advance 
their  career  development*  For  highest-level  positions  (VISN  director,  facility  director,  VH ACO 
chief  officer)  a  formal  pool  of  approved  or  precertified  candidates  should  be  established. 

To  expand  the  perspectives  and  management  experience  in  its  leadership  pipeline,  VHA  must 
develop  explicit  strategies  to  on-ramp  diverse  candidates  at  critical  midcareer  transition  points* 
This  process  includes  creating  pathways  for  retiring  commanders  and  other  senior  officers  of 
military  treatment  facilities  to  compete  effectively  for  leadership  positions  in  VHA.  To  increase 
VHA  understanding  of  private-sector  health  care,  VHA  must  develop  mid  career  entry  points 
for  private-sector  candidates*  This  could  be  accomplished  through  the  use  of  temporary  hiring 
authority  and  the  ability  to  convert  these  positions  to  permanent  staff  positions  if  leadership 
competencies  standards  have  been  met  by  the  candidates.  Such  opportunities  can  be  modeled 
on  efforts  recently  announced  by  DoD  and,  wherever  practicable,  should  be  developed 
collaboratively  with  DoD  to  establish  the  legal  and  policy  requirements  for  implementing  these 
programs.  Finally,  the  current  graduate  health  administration  training  program  (GHATP) 
program  should  be  expanded  to  include  more  schools  and  programs  with  diverse  trainees*  This 
expansion  must  allow  high-performing  residents  to  continue  to  convert  to  full  time  positions. 

On-boarding 

A  formal  on-boarding  process  should  be  instituted  for  all  new  executive  hires*  In  addition  to  the 
transactional  knowledge  the  individual  will  need,  on  boarding  should  establish  the  expectations 
for  what  it  means  for  that  executive  to  be  successful  in  VHA.  The  values  of  the  organization  and 
the  expectations  for  ethical  practice  must  be  conveyed  by  the  CVCS  and  the  top  leadership 
team.  A  formal  assessment  of  knowledge  and  skills  should  be  made  during  on-boarding  and  an 
IDP  established  to  cover  the  probationary  period  of  new  hires  if  any  deficiencies  are  identified. 
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Completion  of  the  IDP  is  required  for  continued  employment.  All  new  leadership  hires  should 
be  assigned  a  coach  based  on  their  individual  needs.  Within  their  first  6  months  of  employment 
the  undersecretary  for  health  and  Secretary  should  meet  with  these  new  executives  to  build  a 
relationship  with  them  and  hear  their  fresh  perspectives  on  the  performance  of  VHA. 

Stad/7/ze  Leadership 

VHA  should  immediately  stabilize  its  leadership  ranks  by  authorizing  VA  medical  center  and 
veterans  integrated  services  network  (VISN)  director  details  to  last  up  to  a  year  with  no 
restrictions  on  an  acting  leader  competing  for  the  permanent  position.  VHA  should  also  create 
flexible  capacity  by  creating  more  assistant-level  positions  (e.g.,  assistant  director^  assistant 
VISN  chief  medical  officer,  assistant  nurse  executive^  deputy  chief  officer).  These  individuals 
would  comprise  the  pool  of  potential  leaders  and  also  allow  for  cross  filling  positions  that  are 
empty  due  to  development  assignments,  training,  or  other  leadership  development 
opportunities. 

Implementation 

Legislative  Changes 

■  Establish  direct-hire  authority  from  the  graduate  health  care  administration  training 
program,  military  treatment  facility,  and  private-sector  fellow  pools,  clarifying 
application  of  merit-system  principles,  including  approaches  to  managing  veterans' 
preference  in  these  programs. 

■  Establish  Intergovernmental  Personnel  Act  authority  for  VHA  to  include  the  for-profit 
private  sector;  this  could  be  done  as  a  pilot  program  with  a  report  to  Congress  before 
considering  whether  to  make  the  authority  permanent. 

VA  Administrative  Changes 

The  following  administrative  changes  are  a  priority  over  the  next  36  months.  To  assist  VHA  in 
implementing  these  actions  and  to  promote  accountability  and  oversight,  the  Comnussion  has 
provided  a  detailed  timeline  and  assigned  responsibility  for  action  in  Appendix  B. 

■  Fund  and  implement  leadership  assessments,  training,  coaching,  and  developmental 
opportunities  based  on  the  new  leadership  competency  model. 

■  Aggressively  manage  leadership  recruitment,  retention,  development  and  advancement 
using  the  new  leadership  competency  model:  All  hires  and  promotions  are  required  to 
demonstrate  these  competencies. 

■  Require  a  formal  on-boarding  process  for  HPDM  3  and  4  leaders  at  all  levels  that 
reinforces  the  leadership  competency  model. 

■  Take  immediate  steps  to  stabilize  the  continuity  of  leadership  by  extending  the  length  of 
authorized  details  to  extend  the  continuity  of  leadership  at  medical  centers  and  allow 
leaders  detailed  to  a  position  to  compete  for  a  permanent  appointment  to  the  position  by 
removing  the  non-competc  requirements. 
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■  Establish  the  competency  model  in  regulation  and  include  requirements  for  its  use  in 
hiring,  promotion  and  dismissal  and  clarify  the  application  of  veterans'  preference  in 
executive  development. 

Other  Department  and  Agency  Administrative  Changes 

■  None  required. 
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Recommendation  #12:  Transform  organizational  structures  and  management 
processes  to  ensure  adherence  to  national  VHA  standards,  while  also 
promoting  decision  making  at  the  lowest  level  of  the  organization,  eliminating 
waste  and  redundancy,  promoting  innovation,  and  fostering  the  spread  of 
best  practices. 

Problem 

Leadership  structures  and  processes  should 
be  organized  to  promote  agile,  clear  decision 
making,  the  free  flow  of  ideas,  and 
identification  of  organizational  priorities,  as 
well  as  make  clear  reporting  relationships 
and  lines  of  accountability  within  the 
organization.  VHA  currently  lacks  effective 
national  policies,  a  rational  organizational 
structure,  and  clear  role  definitions  that 
would  support  effective  leadership  of  the 
organization*  The  responsibilities  of  VHA 
Central  Office  (VHACO)  program  offices  are 
unclear,  and  their  functions  overlap  or  are 
duplicative*  The  role  of  the  Veterans 
Integrated  Service  Network  (VISN)  is  not 
clear,  and  the  delegated  responsibilities  of 
the  medical  center  director  are  not  defined. 

Background 

A  prerequisite  of  a  successful,  high- 
performing  system  is  having  strong  leaders  and  a  strong  leadership  system.^^^  An 
organization's  leadership  system  is  "the  way  leadership  is  exercised,  formally  and  informally, 
throughout  the  organization;  the  basis  for  key  decisions  and  the  way  they  are  made, 
communicated,  and  carried  out."^^  It  includes  "structures  and  mechanisms  for  making 
decisions;  ensuring  two-way  communication;  selecting  and  developing  leaders  and  managers; 
and  reinforcing  values,  ethical  behavior,  directions,  and  performance  expectations/'^^^  In  an 
organization  the  size  of  VHA,  with  a  budget  of  $69  billion,^^  more  than  300,000  employees,  and 
more  than  1,000  sites  of  care,^^^  strong  leadership  systems  are  essential 


The  Commissioii  Recommends  That 


■  VHA  redesign  VHA  Central  Office  (VHACO)  to  create 
high-performing  support  functions  that  serve  Veterans 
Integrated  Service  Networks  (VISNs)  and  facilities  in 
their  delivery  of  veteran-centric  care. 

■  VHA  clarify  and  define  the  roles  and  responsibilities  of 
the  VISNs,  facilities,  and  reorganized  VHA  program 
offices  in  relation  to  one  another,  and  within  national 
standards,  push  decision  making  down  to  the  lowest 
executive  level  with  policies,  budget,  and  tools  that 
support  this  change. 

■  VHA  establish  leadership  communication  mechanisms 
within  VHACO  and  between  VHACO  and  the  field  to 
promote  transparency,  dialogue,  and  collaboration* 

■  VHA  establish  a  transformation  office,  reporting  to  the 
chief  of  VHA  Care  System  with  broad  authority  and  a 
supporting  budget  to  accomplish  the  transformation 
of  VHA  and  manage  the  large-scale  changes  outlined 
throughout  this  report  (also  included  in 
Recommendation  #10). 


Baldridge  Performance  Excellence  Program,  201 5-2016  Bakhidge  HxceJknce  rramemrk:  A  SysteMS  Approach  to  Improtmg 
Your  Petfotr/mne^  (Hmitb  CiuYp  (CTaithersburg^  MD:  U.S.  Depai mient  of  Ciiomnierce,  National  Institute  of 

Standards  and  Technologtr^  2015),  50. 

James  Lullins.,  Crood to  Cjrmt:  Why  Some  Companies  Aiuke  the  l^dp  und  Others  DofJ.%  (New  Yorle,  NY:  Harp ef( Collins,  2001), 
17-64. 

Ibid. 

Ibid. 

Department  of  Veterans  Affairs,  I A  2017  Budget  Kequest:  Feist  Facts^  accessed  March  10,  2016, 
http:/  /  WWW. va.gov/budget/docs  /  simimany  FY20 1 7  ’FastFactsVAsBudgetHighiights.pdf. 

426  “About  VI  LA,”  Department  of  Veterans  Affairs,  accessed  Februarv'  5,  2016, 
h  ttp :  /  /  WWW. va.gov/  health  /  aboutV  HA .  a  sp . 
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In  the  last  successful  reorganization  of  VHA  in  1995,^^^  the  organizational  design  and  functional 
roles  of  the  leadership  system  were  organized  into  clear  structures  with  clear  functions.  The 
VISNs  were  responsible  for  operations^^s  g^n j  VHACO  program  offices  were  responsible  for 
policy,  guidelines,  and  outcomes. ^^9  ^he  National  Leadership  Board  (made  up  of  VISN  directors 
and  all  program  office  leaders)  was  responsible  for  collective,  fact-based  decision  making  and 
the  Friday  Hotline  call  was  used  to  communicate  leadership  priorities  and  decisions  directly  to 
VA  medical  center  (VAMC)  leadership.  A  negotiated  performance  measurement  system  based 
on  consistent,  benchmarked,  o  utcome- foe  used  metrics^^^  was  also  established  that  was 
supported  by  centralized  functions  that  benefit  from  economies  of  scale,^^^  As  part  of  the 
reorganization,  VHA  experienced  a  reduction  in  staff  and  consolidation  of  VHACO  offices  to 
create  a  flat,  agile  leadership  system.^^i  Because  this  functional  matrix  was  not  sustained,  VHA 
now  faces  the  challenge  of  reinstituting  an  effective  leadership  system. 

Analysis 

Twenty  years  after  the  Kizer  reorganization,  VHA  has  a  very  different  leadership  system,  under 
which  it  'Ts  intensely,  unnecessarily  complex  due  to  a  lack  of  clear  operating  model,  limited  role 
clarity,  fragmentation  of  authority,  and  overlapping  responsibilities yhe  Independent 
Assessment  Report  included  the  following  findings  about  the  VHA  operating  model 

■  VHACO  has  grown  rapidly  since  2009  from  753  in  FY  2009  to  1,990  in  FY  2014. 

■  The  VISNs'  ability  to  manage  and  support  their  regions  is  heavily  hampered  by 
resourcing  restrictions  and  direct  VHACO  control  over  VAMC  operations. 

■  The  VAMCs'  operating  model  suffers  from  powerful  silos,  which  prevent  an  effective 
end-to-end  mission  focus. 

■  VA's  increasingly  top-down  management  style,  coupled  with  poor  prioritization  and  the 
external  political  environment,  result  in  a  lack  of  clarity  around  strategic  direction, 
reactivity  to  external  headwinds,  and  flawed  efforts  to  standardize. 

VHACO  has  grown  rapidly  in  the  past  few  years.^^^  The  growth  in  central  office  was  driven  in 
part  by  new  ideas,  new  priorities,  and  new  crises  being  addressed  through  the  creation  of  new 


Phillip  Best  Care  Af?}where:  W%y  Health  Care  Would  W^ork  Better  for  Brer^w^e  (San  Francisco,  CA;  Berret- 

Koehler  PublisherJi,  Inc.,  2012),  54. 

Kenneth  Kizer^  Veterans  Health  Administration  ^  Department  of  Veterans  Affairs,  Vision  for  Change:  A  Plan  to 
Rfstrnctim  the  Veterans  I  leaith  Admimstration^  1995,  35.  Kizer,  Kenneth  W  and  Asliish  Jha,  “Restoring  Trust  in  VA  Flealth 
CAre,”i\W'  Bngimid  journal  of  Medkine^  371,  (2014):  295 "297, 

Ibid. 

Kenneth  Kizer,  Veterans  Health  Administration,  Department  cjf  Veterans  Affairs,  Vision  for  Change:  A  Plan  to 
Restruetm^e  the  I  ^eterans  Health  Admnistration,  1995,  61-72, 

Ibid.,  33. 

432  60,  Kenneth  Kizer,  Veterans  Health  Administration,  Department  of  Veterans  Affairs,  Prescription  for  Change:  The 

Guiding  Prindpks  and  Strategic  Objectwes  Underlying  the  Tranfonnation  of  the  Veterans  Healthcare  System,  O^ective  3  and  17^  1996. 

3"he  MrrRH  Corporation,  Independent  Assessment  of  the  Health  Care  Delmry  Systems  and  Management  Processes  of  the 
Department  of  Veterans  Affairs^  Assessment  B  (Beadersbipf  95,  accessed  J  anu ary  26,  2016, 
http:/  /\vw\v.  va.gov/opa/choiceact/ documents/assessments  /  Assessment_L_Leadership.pdf. 
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offices  and  new  staff  infrastructure  to  support  it.^^^  A  portion  of  the  growth  came  from  the 
centralization  of  functions  that  were  previously  managed  in  the  field  such  as  business  office 
functions*  The  final  component  has  come  from  the  duplication  in  VHA  of  offices  in  which 
decision-making  authority  rests  with  VA^  such  as  communications  and  regulatory  management. 
VHA  has  also  duplicated  functions  and  responsibilities  between  two  or  more  offices  in  VHA^ 
such  as  primary  care,  surgery,  mental  health,  and  geriatrics  and  extended  care.  This  increased 
growth  in  staff  and  offices  has  resulted  in  more  complex  and  lengthy  decision  processes,  often 
with  little  clarity  as  to  whom  ultimate  responsibility  for  decisions  or  follow  up  fallsd^^ 

One  symptom  of  the  top-down  management  is  VH  AGO  control  of  budgeting  and  resource 
management.  "'Support  funding  is  outside  local  control"  and  the  "increasing  share  of  Specific 
Purpose  funding  hinders"  local  leaders  in  their  ability  to  use  resources  effectively.  In  FY  2015, 
specific-purpose  funds  were  spread  across  more  than  450  line  items,^^'^  taking  money  away  from 
general  purpose  funding  and  restricting  how  this  money  can  be  used.  Both  VHACO  and 
Congress  have  been  complicit  in  taking  control  away  from  medical  center  directors  through 
these  budget  controls*  Pqj;  instance,  the  congressional  appropriation  to  fund  VHA  for  1998 
included  only  five  appropriation  line  items;  medical  care,  medical  administration,  construction 
major,  construction  minor,  and  medical  and  prosthetic  research*^^^  In  contrast,  the  budget 
request  to  Congress  for  FY  2016  included  12  budget  categories  relevant  to  VHA  with  some  of 
those  accounts  having  four  or  five  subcategoriesd'*^  In  his  testimony  before  the  Commission  and 
Congress,  Secretary  McDonald  made  the  point  that  such  fragmentation  of  the  VHA  budget  and 
the  prohibition  to  reallocate  across  budget  categories  without  first  receiving  Congressional 
approval  was  an  impediment  to  effective  and  agile  management  of  the  department.^^  Greater 
Congressional  control  of  VHA  spending  is  understandable  in  light  of  VA's  lack  of  adequate 
management  systems  and  data  analytic  capabilities  to  track  expenditures  in  real  time^  and 
report  them  to  Congress  and  central  office.  The  only  means  available  to  hold  the  medical  centers 

Ibid.,  96-99. 

Mke  Mayo- Smith  and  Pat  Vandenberg,  T^isk  Force  on  ImprotnngFffecliveness  ofVFlA  Gopemmee.:  RBporl  lo  the  P1L4  Under 
Secretary  for  Hea/thf  (Washington,  DC,  Veterans  Health  Administration,  February  2015),  7-9* 

The  MlTRli  Corporation,  Independent  Ftesessment  of  the  Hen/th  Cnre  De/ipe^<  Systems  and  Alanngemenf  Processes  of  the 
Department  of  Veterans  Affairs,  Volume  1:  Assessment  U  (J.£adership}y  102,  accessed  March  10,  2016, 
http:/ /mvw.va*gov/ opa/choiceact/  documents/ assessments/ intcgrated_report.pdf. 

Ibid.,  107. 

The  MITRE  Corporation,  Independent  Assessment  of  the  Health  Care  Delivery  Systems  and  Management  Processes  of  the 
Department  of  Veterans  Affairs^  \  'oiume  f:  Assessment  U  (Ltadership'f  102-108,  accessed  June  10,  201 6, 
http:/ /w^^T\^va*gov/ opa/ choiceact/documents/ assessments/integrated_report.pdf, 

PL  105-65,  October  27,  1997. 

442  Oepartment  of  Veterans  Affairs  Fiscal  Year  2016  Budget  Submission,  Volume  11  Medical  Programs  and  Information 
Technology,  Accessed  June  10,  2016,  http: //w%v\v.  va.gov /budget/ products. asp. 

(Dn  January  21, 2016,  Secretar)^  of  Veterans  Affairs,  Robert  A.  JMcDonald,  provided  the  folltjwing  testimony  before 
the  Ll.S.  Senate  Committee  on  Veteran’s  Affairs  “Flexible  Budget  Authority:  We  need  flexible  budget  authority  to  avoid 
artificial  restrictions  foat  impede  our  deUver)^  cjf  care  and  benefits  to  Veterans.  Currendy^,  there  are  over  70  line  items  in 
VA’s  budget  that  dedicate  funds  to  a  specific  purpose  without  adequate  flexibility  to  provide  the  best  service  to 
Veterans.  These  include  limitations  within  the  same  general  areas,  such  as  health  care  funds  that  cannot  be  spent  on 
health  care  needs  and  funding  that  can  be  used  for  only  one  type  of  Care  in  the  Community  program,  but  not  others. 
These  restrictions  limit  the  ability  of  VA  to  deliver  Veterans  with  care  and  benefits  based  on  demand,  rather  than 
specific  funding  lines*”  accessed  June  10,  2016, 

http://  WWW, VC  ter  a  n  s .  s  cnatc  .gov  /  i  rno  /  medi  a  /  do  c  /  V  A%20S  ec*yr)20Te  s  ti  mony 2 00 1* 2 1* 20 1 6 ,  p  d  f 

The  MITRE  Corp  rotation.  Independent  Assessment  of  the  Health  Care  De/ipey  Systems  and  Management  Processes  of  the 
Department  of  Veterans  Affairs j  Assessment  U  (headershipf  105,  accessed  March  10,  2016, 
h  ttp :  /  /  WWW .  va  .g(  >  v  /  ( )pa  /  c  hoiceact  /  d  oc  u  ments  /  as  ses  sments  /  integrated_rep(  jrt .  pdf. 
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accountable  was  to  fund  the  priority  initiatives  as  separate  budget  lines  or  indicate  allocations 
to  be  made  under  the  specific-purpose  process. 

To  fix  the  overly  complex  and  bureaucratic  structure  of  VHA,  the  Independent  Assessment  Report 
suggests  that  VHA  "redesign  (its)  operating  model  to  create  clarity  for  decision-making 
authority,  prioritization,  and  long-term  support/"^^^  VHA  must  take  a  systems  approach  to 
reorient  its  leadership  operations,  restructuring  and  re-orienting  VHACO  program  offices  to 
ensure  all  of  the  following:'^^'^ 

■  fact  based,  innovative  decision  making  that  is  responsive  to  the  field,  other  offices, 
and  external  stakeholder  requirements 

■  feedback  mechanisms  to  incorporate  system  learning  into  policy  development  and 
operational  guidance 

■  communication  mechanisms  to  effectively  share  information  across  offices  and  reach 
VISN  and  facilities  to  explain  expectations  and  tie  decisions  to  organizational  values 
and  goals 

■  effective  execution  of  policy  decisions  through  expert  coaching,  deployment  of 
resources,  and  guidance  based  on  external  benchmarks  and  sharing  of  internal  best 
practices 

■  analytic  capability  and  infrastructure  to  effectively  monitor  progress  and  outcomes 
of  all  organizational  priorities 

Such  a  reorientation  will  involve  a  different  skill  set  and  expertise  than  currently  required  in 
VHACO.  Transformation  will  call  for  recruiting  new  expertise,  making  advancement  decisions 
based  on  these  new  competencies,  reinforcing  them  through  recognition  and  performance 
assessment,  and  developing  new  skills  in  current  staff  through  training  and  coaching.  This  skill 
set  includes  a  high  level  of  technical  expertise  relevant  to  the  program  office;  the  ability  to  build 
relationships  with  external  stakeholders;  demonstrated  skills  in  coaching,  staff  development, 
and  training;  certification  in  quality  improvement  methodologies;  analytic  capabilities  to 
develop  and  track  metrics;  and  the  ability  to  lead  transformational  change.  VHA  must  fully 
fund  the  retraining  and  the  hiring  of  skilled  staff  in  VHACO  to  accomplish  this  transformation. 

For  the  VHACO  program  offices  to  work  effectively  with  one  another  and  with  the  field,  the 
specific  authority  of  each  office  must  also  be  defined.  Where  overlap  and  confusion  exists 
between  offices,  programs  must  be  combined  and  streamlined  or  eliminated  with  a 
corresponding  reduction  in  force.  In  changing  the  structure  and  orientation  of  VHACO 
program  offices,  VHA  leadership  can  take  the  opportunity  to  align  functions  to  achieve  its 
stated  priority  of  patient-centered  care.  In  a  fully  aligned  operating  structure,  business 
processes  from  the  VAMC  front  line  to  central  office  must  be  organized  to  deliver  important 


Ibid.,  ix. 

Baldridge  Performance  Excellence  Program,  2015-2016  BiiMridge  izxfeiknce  t'rametpork:  A  Systems  Approach  to  Impirmsig 
YoMf  Otgani^imn's  Peiformmce  (Health  Cafe)^  (Gaithersburg,  MD:  LLS.  Department  of  Commerce,  National  Institute  of 
Standards  and  Technulog}^,  201 5),  7^  34,  and  50. 
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patient  outcomes  rather  than  aligned  in  professional  silos.  For  instance,  instead  of  having  an 
office  of  nursing,  one  for  social  work,  and  a  lead  for  physician  assistants,  business  offices  should 
be  aligned  around  the  work  they  do  together,  like  patient  aligned  care  teams,  to  deliver  positive 
outcomes  for  veterans. 

The  administrative  operations  of  VHACO  should  also  be  flattened.  Senior  staff  should  be 
speaking  directly  to  other  senior  staff  to  discuss  and  make  decisions  rather  than  relying  on 
bureaucratic,  paper- based  processes  as  a  means  of  negotiation:  It  is  neither  a  healthy  culture  nor 
an  efficient  process.  At  the  same  time,  VHACO  needs  to  take  full  advantage  of  being  a  large- 
scale  enterprise  by  centralizing  functions  such  as  acquisition  package  development,  recruitment 
package  development,  and  account  reconciliation  so  that  staff  is  not  required  in  each  program 
office  to  take  on  these  occasional  but  complex  activities.  The  net  savings  resulting  from  this 
reorganization  and  delayering  of  the  bureaucracy  must  be  reinvested  in  the  transformation 
process. 

VISNs  must  also  examine  the  skills  needed  to  take  on  an  expanded  role  as  facilitators,  coaches, 
and  guides  in  improving  services  and  sharing  best  practices  across  facilities,  VISNs  are  critical 
players  in  the  feedback  loop  between  service  delivery  and  VHACO  to  identify  ineffective 
processes,  problems,  and  emerging  issues  that  need  to  be  raised  to  VHACO  for  help  in  clearing 
away  barriers  to  effective  operations.  Similar  to  VHACO,  VISNs  must  define  the  new  skill  set 
required  by  their  staffs  and  establish  these  requirements  in  hiring,  promotion,  and  performance 
evaluation  as  well  as  training  and  coaching  staff  to  develop  these  competencies.  Finally,  the 
chief  of  VHA  Care  System  (CVCS)  should  establish  a  required  staffing  ratio  for  the  VISN  office 
and  reduce  the  staffing  in  VISNs  that  exceed  this  standard. 

A  new  operating  model  also  means  that  medical  center  directors  must  control  the  budget,  staff, 
supplies,  and  infrastructure  required  to  deliver  needed  health  care.  This  model  includes 
consolidation  of  budget  lines  and  new  authority  and  expanded  authority  to  reallocate  funds 
across  the  remaining  budget  categories.  To  manage  the  new  VHA  Care  System  and  ensure  that 
facility  and  network  directors  have  the  local  control  needed  to  make  decisions  about  how  to 
deliver  services,  fewer  restrictions  should  be  placed  on  the  VHA  budget.  To  start,  specific- 
purpose  funds  must  no  longer  be  used  to  direct  obligations  at  facilities.  Congress  should  also 
work  with  the  administration  to  reduce  the  number  of  budget  lines  and  specific  spending 
authorities  back  to  a  simpler  system  like  that  used  in  1998,  To  support  these  changes  and  create 
transparency,  medical  centers  should  be  accountable  for  their  expenditure  of  funds  by  ensuring 
accurate,  complete,  and  timely  cost  accounting.  This  last  requirement,  however,  can  only  be  met 
if  it  is  supported  by  effective  financial  management  data  systems  and  fully  trained  staff  and 
leadership  who  understand  how  to  use  such  systems. 

To  support  the  leaders,  program  offices,  and  the  field  in  this  transformation,  the  CVCS  must 
establish  a  transformation  office  that  has  appropriate  expertise  in  business  process 
reengineering  and  is  fully  funded  to  conduct  this  work.  Existing  offices  with  the  requisite 
expertise,  including  the  Office  of  Strategic  Integration  and  the  Veterans  Engineering  Resource 
Center  (VERC),  should  be  rolled  into  the  transformation  office.  This  office  would  oversee 
transformation  and  incubate  new  initiatives  with  the  goal  of  incorporating  them  into  regular 
work  of  other  program  offices  once  the  new  initiative  is  established.  This  mechanism,  if  used 
consistently,  would  prevent  VHA  from  growing  new  offices  as  new  priorities  arise. 
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Finally,  as  part  of  cultural  change  within  the  leadership  system,  the  CVCS,  VISN  directors,  and 
program  office  leaders  must  promote  open  and  productive  dialogue  among  themselves  about 
problems  and  solutions*  To  accomplish  this  goal,  leaders  must  address  both  the  culture  within 
the  leadership  ranks,  as  well  as  establish  systems  and  processes  that  support  identification  and 
discussion  of  problems*  The  CVCS  must  model  this  behavior  by  inviting  input  on  problems  and 
rewarding  leaders  when  they  bring  issues  forward,  including  rewarding  them  with  access  to 
expertise,  staff,  and  money;  removing  barriers;  and  aligning  other  leaders  in  support  of 
solutions* 

In  its  work  to  oversee  change  in  VHA,  the  transformation  office  will  create  an  implementation 
plan  for  transformation,  identifying  key  strategies  and  milestones.  This  plan  will  drive  data 
collection,  development  of  strategic  goals  and  supporting  objectives  to  encourage  effective 
planning,  accountability,  and  the  ability  to  unearth  critical  gaps  that  need  to  be  addressed.  The 
transformation  office  will  require  each  new  initiative  to  establish  a  project  plan  and  provide 
periodic  reports  that  include  all  of  the  following  components:  tactic/ action,  initiative  owner, 
cost  {i.e*,  operational,  equipment,  contracts),  number  of  FTEs,  start  and  completion  dates, 
outcome  measures,  strategic  drivers,  and  milestone.^^  The  President's  Management  Agenda 
Scorecard  will  serve  as  the  evaluation  model.  The  Office  of  Management  and  Budget  created 
this  tool  to  evaluate  new  initiatives  and  track  progress  on  outcomes  over  time  with  regular 
stoplight  reports  (red,  yellow,  green)  to  leadership/^^ 

Implementation 

Legislative  Changes 

■  Simplify  the  VHA  budget  to  include  fewer  accounts  while  at  the  same  time  requiring 
more  transparent  and  detailed  accounting  of  VHA  expenditures. 

VA  Acfm/n/strat/ve  Changes 

The  following  administrative  changes  are  a  priority  during  the  next  36  months*  To  assist  VHA 
in  implementing  these  actions  and  to  promote  accountability  and  oversight,  the  Commission 
has  provided  a  detailed  timeline  and  assigned  responsibility  for  action  in  Appendix  B. 
Responsibility  for  establishing  a  transformation  plan  with  milestones,  timelines,  and  evaluation 
of  outcomes  is  assigned  to  the  transformation  office  that  the  Commission  recommends  be 
established  in  VHA. 

■  Eliminate  duplication  within  VHA  and  consolidate  program  offices  to  create  a  flat 
structure*  Figure  9  is  one  model  of  an  organizational  chart  for  accomplishing  this  goal. 
This  organizational  chart  shows  how  VHA  can  be  streamlined  to  mirror  the  structure  of 
large  private-sector  hospital  systems*  Figure  10  is  the  current  VHA  organizational  chart, 
provided  as  a  point  of  comparison  and  to  emphasize  the  cumbersome  nature  of  the 
current  structure* 


447  YoT  example,  see  “VA  Faith-based  and  Communitv-  Initiative  President  Management  Agenda  Scorecard,” 
September  30,  2008, 

44K  “Office  of  Federal  Financial  Management  President’s  Management  Agenda,”  Office  of  Management  and  Budget, 
accessed  June  15,  2016,  https:/ /w^^v.\vhitehouse.gov/Dmb/financial_fia_pma/. 


125 

Page  1 42  of  974 


CommissiQn-on-Care_Fmal-Report_063016_FOR“WEB.pclf  for  Printed  Item:  1  {  Attachment  1  of  4) 


Commission  on  Care  Final  Report 


Figure  9.  Froposed  Organisational  Cbarf"^^ 


Note:  This  organizational  chart  is  an  example  of  how  to  align  VHA  functions  to  create  a  flatter 
organization,  remove  duplication,  and  streamline  decision  making  as  discussed  throughout  this 
section  of  the  report.  Of  note,  the  placement  of  the  Transformation  Office,  CIO,  and  supply  chain 
in  this  diagram  is  consistent  with  recommendations  made  by  the  Commission  elsewhere  in  this 
report.  In  this  chart,  COS  is  chief  of  staff. 


Figure  10.  Current  Otgani^atmnal 


Modified  from  Appendix  C,  Mike  Mayo-Smiih  and  Pat  Vandenberg,  Task  Totxn  on  Improving'Bjfectiveness  of  VHA 
Goeetytance:  Rfporf  la  ihe  U  HA  lJniJer\ec?xfajyJorHeaIl/jf  (NJC'ashiogton,  DCi,  Veterans  Health  Administration,  February 
2015),  41, 

450  Ibid. 
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■  Eliminate  the  duplication  of  functions  between  VHA  and  VA  by  closing  VHA  offices  as 
needed. 

■  Create  innovative  organizational  structures  that  are  aligned  to  patient's  needs  rather 
than  professional  silos^  to  support  clinical  care. 

■  Undertake  a  reduction-in-force  in  VHACO  that  facilitates  delayering  and  efficiency  in 
communication  and  decision  making. 

■  Establish  a  transformation  office  implementation  plan  to  ensure  effective  and 
comprehensive  implementation  of  the  transformation  across  VHA,  The  transformation 
plan  is  to  capture  all  of  the  transformation  activities  recommended  in  the  Commission 
report^  establish  specific  timelines  and  milestones  for  accomplishing  each  objective^  and 
report  on  both  progress  and  outcomes  at  least  quarterly  to  VHA  leadership  and  the 
governing  board.  Periodic  evaluation  of  the  effect  of  these  change  initiatives  on  internal 
and  external  stakeholders  would  also  be  appropriate. 

■  Clarify  the  roles  and  responsibilities  of  VISNs  and  facilities  and  implement  a  change 
strategy  to  orient  staff  and  leaders  to  these  new  expectations.  Establish  effective 
leadership  communication  mechanisms  to  promote  transparency,  dialogue,  and 
collaboration  among  VHACO  offices  and  with  the  field. 

Other  Department  and  Agency  Administrative  Changes 

■  None  required. 
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Recommendation  #13:  Streamline  and  focus  organizational  performance 
measurement  in  VHA  using  core  metrics  that  are  identical  to  those  used  in 
the  private  sector,  and  establish  a  personnel  performance  management 
system  for  health  care  leaders  in  VHA  that  is  distinct  from  performance 
measurement,  is  based  on  the  leadership  competency  model,  assesses 
leadership  ability,  and  measures  the  achievement  of  important  organizational 
strategies. 

Problem 

To  achieve  the  CommissioiTs  vision  of 
quality^  access,  and  choice  for  veterans,  VHA 
must  effectively  measure  outcomes  and  hold 
leaders  accountable  for  improvement.  VHA 
can  measure  itself  against  internal  best 
practices,  but  veterans  deserve  care  that 
uniformly  meets  or  exceeds  private-sector 
quality  standards.  A  clear,  concise,  balanced 
measure  set,  identical  to  private-sector 
standards,  will  give  leadership,  staff,  and 
administrators  focus  and  direction  for  their 
work.  VHA  leaders  are  responsible  for 
delivering  these  quality  outcomes  for 
veterans.  They  do  so  by  exercising 
leadership  skills  and  traits  in  their 
management  and  direction  to  staff.  Short¬ 
term  gains  can  be  realized  at  the  expense  of 
staff  morale  and  well-being,  but  the  long¬ 
term  health  of  the  organization  cannot. 

Therefore,  organizations  must  be  sure  to 
assess  leaders'  performance  not  just  on  what 
they  achieve  but  hozv  they  achieve  it. 

Background 

One  of  the  criteria  for  performance  excellence  in  health  care  is  the  measurement,  analysis,  and 
improvement  of  organizational  performance.^^  ^  Performance  measurement  is  used  to  track  daily 
operations,  overall  organizational  performance,  and  progress  in  achieving  organizational 
objectives  and  action  plans.  Performance  measurement  is  also  used  to  benchmark 
organizational  performance  against  internal  and  external  standards. 

Organizational  performance  measurement  is  not  the  same  as  workforce  performance 
management."^^^  Workforce  performance  management  is  intended  to  reinforce  intelligent  risk 
taking,  help  focus  the  workforce  on  the  needs  of  patients  and  other  customers,  and  support 


The  Commisslen  Recommends  That 


OrganizQtionai  Performance  Measurement 

■  VHA  streamline  organizational  performance  measures, 
emphasize  strategic  alignment  and  meaningful  effect, 
and  use  benchmarked  measures  that  allow  a  direct 
comparison  to  the  private  sector. 

■  The  new  Office  for  Organizational  Excellence  work 
with  experts  to  reorganize  its  internal  structure  to 
align  business  functions  with  field  needs  and 
consolidate  and  eliminate  redundant  or  low-priority 
activities. 

Workforce  and  Leadership  Performance  Management 

System 

■  VHA  create  a  new  performance  management  system 
appropriate  for  health  care  leaders,  tied  to  health  care 
leadership  competencies,  and  benchmarked  to  the 
private  sector. 

■  The  eves  and  all  secondary  raters  hold  primary  raters 
accountable  for  creating  meaningful  distinctions  in 
performance  among  leaders. 

■  VHA  recognize  meaningful  distinctions  in  performance 
with  meaningful  awards. 


451  Baldrigc  Performance  Excellence  Program,  2015-2016  Baidrige  Rxveiience  Framework:  A.  Systems  Appmach  to  Impmping 
Your  Organi-^ption’s  Perfornmnee  (Heakh  Care'k  Cjaithersburg,  MD:  U.S.  Department  of  (^ommerce^  National  Institate  of 
Standards  and  Technology  (2015),  16. 

452  Ibid.,  20. 
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health  care  delivery  and  the  achievement  of  action  plans."*^^  Although  there  is  a  relationship 
between  organizational  performance  measurement  and  workforce  performance  management 
they  are  not  synonymous  processes* 

Workforce  performance  management  is  made  up  of  much  more  than  just  clinical  outcome 
measures.  As  noted  by  the  American  College  of  Healthcare  Executives  (ACHE)^  performance 
evaluations  of  hospital  CEOs  must  also  evaluate  leadership  traits  such  as  judgment 
communication^  and  diplomacy*^^"*  Furthermore^  ACHE  emphasizes  the  inclusion  of  individual 
professional  objectives  in  performance  plans^  such  as  promoting  ethical  behavior^  supporting 
diversity  and  inclusion  within  the  organization,  or  fostering  effective  medical  staff 
relationships*'*^'’  ACHE  and  other  leading  practitioners'*^'^  emphasize  that  performance 
management  is  not  a  plan  or  an  event  but  rather  a  continuous,  ongoing  process  and 
conversation  among  the  leaders  and  their  reviewers.  A  workforce  performance  management 
system  must  also  make  meaningful  distinctions  among  individuals'*^^  and  promote  high 
performance  through  rewards,  recognition,  and  incentive  practices. '*^*^  Ideally,  when  coupled 
with  a  leadership  competency  model  and  development  program,  workforce  performance 
management  should  also  help  to  identify  high-performing  potential  leaders  and  provide 
guidance  to  the  workforce  on  how  to  move  up  tn  the  leadership  ranks*"*'^^  As  deployed  in 
FY  2015  and  evaluated  by  the  Independent  Assessment  Report,  VHA's  performance  management 
system  failed  to  effectively  achieve  any  of  these  object ives.^^*^^ 

Analysis 

One  of  the  findings  in  the  Independent  Assessment  Report  was  that  ''hundreds  of  operational 
performance  measures  overwhelm  leaders  and  this,  combined  with  limited  transparency  and 
inconsistent  data  availability,  makes  it  difficult  to  focus  on  what  is  most  important."  More  than 
300  measures  spanned  everything  from  critical  clinical  metrics  to  political  priorities  introduced 
to  address  the  most  recent  crisis.  VHA  reports  that  it  was  tracking  approximately  500  measures, 


^5-^  Ibid. 

“Policy  Statement:  EvaJuadng  the  Performance  of  Hospital  or  Health  System  CFXY”  November  2013  (revised), 
American  College  of  Healthcare  Executives,  accessed  b'ebruary  18,  2016,  https: //www,ache.org/policy/ceo-perf.cfm. 

Ibid. 

Ibid.  NeuroLeadcrshjp  Institute's  “Reengineering  Performance  Management:  How  Companies  are  Evolving  Beyond 
Ratings”  webinar,  scheduled  on  Janiiaw  14,  \2-l. 

“Implementing  FCAT-M  Performance  Management  Competencies:  Differentiating  Performance,”  Office  of 
Personnel  Management,  Performance  Management:  l^erformance  Management  C^ycle,  accessed  June  10,  2016, 
h  tq'^s :  /  /  m  *go  v/  po  1  i  cy-d  ata  -  overs  igh  t/  p  erfo  rmance-manageme  n  t/  perform  ance-man  agemen  t- 

cycle/ developing/ differentiating-performance/. 

Baldrige  Performance  Excellence  Program,  2015-2016  haldridgi^  blxcelkffce  Fn^meimrk:  A  Systems  Approdcb  M  Jmpmimg 
Y&f/r  Performs fice  CafieP  Gaithersburg,  MD:  U.S.  Department  of  Commerce,  National  Institute  of 

Standards  and  Technology'  (2015),  20. 

Office  of  Personnel  Managemenl.  Proficiency  Levels  for  Leadership  Competencies,  https:  w^vw. opra.gov/ policy- 
data’ oversight/ proficiencylevels  for  leadership  competeiieies/.  “Joint  Medic^il  Executive  Skills  Institute,”  Health.mil:  The 
official  website  of  the  Militar}"  Health  System  and  the  Defense  Health  Agency,  accessed  June  13,  2016,  https:/ /v^v^^^ 
Joint  Medical  Executive  Skills  Institute.  JMESl  Competency  Model,  https:/ / jmesi.army.mil/documents. asp.  National 
Center  for  Healthcare  T.eadership*  NCHL  Healthcare  Tveadership  Competency'  Model 
wmv .  nc  hi .  org/  sta  tic  .asp  ?pat  h =2 8 5 2, 323 8 . 

46()  McKiiisey  &  Ciompany,  Inc.,  Assessmef?/  t/je  Health  Can;  De/iPey'  Systems  and  Management  Processes  oj  the 

Department  of  Vetet'ans  Affairs j  Assessment  H  CLeadershipf  78-79,  accessed  January^  26,  2016, 
h  ttp :  /  /  wwv\  va.gov/opa/choiceact/documents/assessments/Assessmen  t_L_Le  adership.pdf. 
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including  156  related  to  access,  29  measuring  employee  engagement,  18  on  high-performing 
networks,  250  best  practice  measures,  and  seven  related  to  trustd^^ 

Distinct  from  performance  measurement,  the  performance  management  process"^^^  is  a  cycle  that 
begins  with  clear  input  from  top  leadership  on  the  priorities  of  the  organization,  followed  by 
clear  targets,  performance  tracking,  reviews,  and  rewards.  The  Independent  Assessment  Report 
noted  that,  '"Individual  performance  management  processes  are  hindered  by  targets 
inconsistent  with  the  VHA  mission,  delayed  implementation,  lack  of  meaningful  performance 
dialogue,  and  limited  rewards/""^^’^  Many  of  the  same  system  flaws  that  impede  effective 
organizational  performance  also  impede  individual  success.  Performance  plans  are  released  late 
in  the  performance  cycle,^  metrics  are  hard  to  track  in  real  time  and  lack  the  detail  required  for 
individual  performance  assessment,'^^^and  few  plans  are  written  to  support  shared 
accountability  and  team-based  solutions.  In  addition,  participants  observed  that  the  current 
senior  executive  performance  agreements  and  rating  process  (a)  do  not  result  in  meaningful 
distinctions  in  performance  between  individuals,  (b)  do  not  drive  meaningful  conversations 
about  individual  performance,  (c)  and  do  not  consistently  focus  on  key  health  care  metrics  of 
quality,  safety,  patient  experience,  operational  efficiency,  finance,  and  human  resources. The 
Independent  Assessment  Report  notes  that  the  rewards  currently  offered  to  employees  do  not 
motivate  them  to  work  toward  exceptional  performance."^^^ 

Information  provided  to  the  Commission  indicates  that  VHA  has  taken  action  to  address  some 
of  these  findings.  First,  the  USH  has  reestablished  a  performance  accountability  workgroup 
(absent  for  a  number  of  years)  comprising  leaders  from  the  field  and  VHACO  to  provide 
oversight  and  direction  to  the  performance  measurement  process."^^®  The  workgroup  has  been 
charged  with  aligning  metrics  to  each  level  of  VHA,  dramatically  simplifying  metrics,  and 
increasing  the  capacity  of  the  organization  to  focus  on  measures  that  truly  matter."^^^  The  group 
has  created  an  aspirational  vision  of  a  performance  measurement  system  that  describes 
cascading  accountability  from  the  top  of  the  organization  with  health  system  outcomes 
(reported  armually)  through  strategic  measures  (reported  quarterly),  to  tactical  measures 
(reported  monthly)  to  transactional  measures  (reported  in  real  time)  ™  It  is  critical  that  these 
aspirations  become  policy. 


Carolyn  Clancy  and  Joe  Francis,  Veterans  Health  Adininistration,  meeting  with  Commission  on  Care  staff,  December 
2015, 

Me  Kinsey  &  Company,  Inc.,  Independent  Assessment  &f  the  llenltb  Care  Deitve^'  Systems  and  Almagemeni  Pmeesses  of  the 
Depart^mnt  {ft ■-’^eterans  Affairs,  Assessment  L  (leadership),  78,  accessed  Januaf}^  26,  2016, 
http:/ /www.  va.gov/ opa/ choiceact/ documents/ assessments/ Assessment_L_Leadership,pdf. 

4^53  Ibid.,  82. 

Ibid.,  82. 

Ibid.,  84. 

Ibid.,  84. 

Ibid.,  87. 

David  Sbulkin,  Charter  of  the  Peformance  Acmmiiahility  WPrkgmp,  (Washington,  DC,  Veterans  Health  Admin  is  trarion, 
September  22,  2015). 

Carolyn  Clancy  and  Joe  Francis,  Veterans  Healdi  Administration,  meeting  with  Commission  on  Care  staff,  December 
2015. 

Ibid. 
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Starting  in  the  1990s^  VHA  has  used  performance  measurement  benchmarking,  and  reporting 
internally  to  motivate  higher  clinical  quality  performance  by  individuals  and  teams.^^^  As  a 
large,  national  health  care  system,  internal  benchmarking  can  be  a  valid  method  to  drive 
change,  yet  both  internal  and  external  audiences  may  ask  how  well  VHA  performance 
compares  to  that  of  private-sector  providers.  VHA  currently  posts  some  patient  quality,  safety, 
and  outcome  measures  on  both  its  website  and  on  the  Department  of  Health  and  Human 
Services  (HHS)  Hospital  Compare  websited^  These  measures  allow  patients  to  evaluate  the 
quality  of  care  they  receive  from  VA  and  make  informed  health  care  decisions.  They  include 
measures  of  timely  and  effective  health  care;  measures  of  readmissions;  complications  of  death, 
surgical  complication  measures  and  health-care  related  infection  measures;  survey  data  of 
patient  experiences;  and  other  measures  required  of  hospitals  participating  in  Medicare.^^ 
Former  USH  Kizer  believes  this  reporting  is  insufficient,  noting 

the  VA  health  care  system  has  become  increasingly  insular  and  inward-looking.  It  now 
has  little  engagement  with  private-sector  health  care,  and  too  often  it  has  declined  to 
make  its  performance  data  public.  For  example,  it  cantrihutes  only  a  small  proportion  of 
its  data  to  Hospital  Compare  and  has  declined  to  participate  in  other  public  performance 
reporting  forums  such  as  the  Leapfrog  Group's  efforts  to  assess  patient  safety.^^^ 

The  Commission  has  reviewed  VHA's  principal  measurement  approach.  Strategic  Analytics  for 
Improvement  and  Learning  Value  Model  (SAIL)  and  has  determined  that  although  it  is 
modelled  on  private-sector  approaches  to  measurement  and  rating,  measures  are  not  exactly  the 
same  as  those  reported  in  the  private  sector  and  consequently  impede  direct  benchmark 
comparisons  of  VHA  to  the  private  sector.  Updating  these  measures  so  they  are  consistent  with 
the  private  sector  will  be  especially  important  as  integrated  delivery  networks  are  established 
and  more  care  is  received  in  the  community,  as  they  will  allow  for  making  objective 
comparisons. 

Measurement,  analysis,  and  improvement  of  organizational  performance  work  together  as  a 
key  system."^^^  The  USH  has  signed  a  new  organizational  chart  for  VHA  that  acknowledges  the 
interconnection  of  these  elements  by  establishing  an  office  for  organizational  excellence  that 
encompasses  all  of  these  functionsd^^  To  be  effective,  not  only  must  all  of  the  various  units 
within  this  office  work  together  but  also  they  must  work  with  persomiel  in  the  field  to  coach 
and  develop  their  ability  to  effectively  apply  performance  measurement  and  improve 
organizational  performance. 


471  the  Rest  (T  the  Health  (^are  System  Learn  from  the  VA’s  QuaMw  and  Safety  Transformation?^'  Ashish  K. 

Jha,  Agency  for  1  lealthcare  Research  and  Quality,  U.S.  Departincnt  of  J  lealth  and  1  luman  Sciences,  September  2006, 
accessed  April  21,  2016,  https://psnet.ahrq.gov/pefspecdves/perspective/31  /what'can-die-'rest-of-the-health-care- 
sy  s  tcm-Ie  ar  n~  fro  m~  th  c-va  s-quaii  ty-  and-  s  a  fety-  tr  an  s  fo  r  m  a  do  n . 

‘'Quality  of  Care:  How  Does  Your  Medical  Center  Perform?”  Medical  Center  Performance  Search  (MCPS), 

U.S.  Department  of  Veterans  Affairs,  accessed  May  16,  2016,  http:/ /\’^n^nrV.va,gov/qualiU"ofcare/ apps/ mcps-app.asp. 

Tide  XVlll  of  the  Social  Securip^  Act  42  U.S.C.  §  1395  et  seq. 

Kenneth  Kizer  and  Ashish  Jha,  Trj^sf  m  VA  HeaM  N  F.ng]  J  Med  2014;  371:295-297,  July  24,  2014 

475  Baldrigc  Performance  Excellence  Program,  2015-2016  Eaklridge  Hxcelknce  Framemrk:  A  Systems  Approach  to  Impmmng 
Organi-^ption’s  Perforamnee  (i-{e.atth  Care'h  Cjaithersburg,  MD:  U.S.  Department  of  Commerce,  National  Institute  of 
Standards  and  Technology  (2015),  16. 

See  the  proposed  organizatinnal  chart  at  end  of  Recommendatitm  #12. 
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These  improvements  in  performance  measurement  do  not  appear  to  be  mirrored  on  the 
performance  management  side  of  the  equation.  The  draft  FY  2016  performance  plan  template 
for  network  directors  and  medical  center  directors/^^  although  more  streamlined  than  in 
previous  years^  continues  to  reflect  confusion  of  performance  measurement  and  performance 
management.  It  also  continues  to  distribute  all  of  the  organization's  key  (and  not  so  key) 
priorities  under  OPM  executive  core  qualifications  of  leading  change^  leading  people,  business 
acumen,  building  coalitions,  and  results  driven.  The  new,  streamlined  performance  measures 
described  above  could  be  considered  results-driven;  however,  the  rest  of  the  plan  continues  to 
be  a  confusing  presentation  of  instructions  to  field  leaders,  restatements  of  policy,  and 
performance  objectives  for  action  plans.  Only  the  last  category  is  appropriate  for  workforce 
performance  management.™  The  Corporate  Senior  Executive  Management  Office  has 
implemented  a  new  online  performance  management  data  tool  that  allows  for  tracking  and 
assessment  of  the  performance  management  process  for  senior  executive  service  and  equivalent 
leaders  in 

To  improve  performance  measurement  and  organizational  performance,  the  Independent 
Assessment  Report  recommends  that  VHA  focus  and  simplify  organizational  performance 
measurement  to  clarify  accountability,  actively  support  the  mission,  and  promote  continuous 
improvement.  Specifically,  VHA  must  create  a  simplified,  focused,  balanced  scorecard  that 
reduces  the  total  number  of  metrics  to  about  20;  establish  metrics  that  support  cross-functional 
collaboration;  cascade  metrics  down  the  organizational  hierarchy;  and  make  data  tracking 
transparent,  timely,  broadly  available,  credible,  reliable,  and  meaningful  down  to  the  lowest 
level  of  the  organization.  Furthermore,  leaders  should  support  continuous  improvement, 
problem-solving,  and  the  exchange  of  best  practices  across  the  organization  rather  than 
focusing  on  only  correcting  poor  performanced^o  p^e  Commission  broadly  agrees  with  this 
approach  to  performance  measurement.  In  addition,  the  Commission  emphasizes  that  VHA 
customers  and  stakeholders  require  public  reporting  of  clinical  quality  measures  that  are  the 
same  as,  and  therefore  directly  comparable  to,  measures  used  by  the  private  sector.  Although 
VHA  may  require  an  enhanced  set  of  measures  that  reflects  services  not  broadly  deployed  in 
the  private  sector,  or  for  which  measures  do  not  yet  exist,  a  minimum  set  that  are  the  same  as 
private-sector  measures  must  be  used  by  VHA.  As  VHA  expands  integration  of  care  with  the 
community,  the  use  of  the  same  measures  as  the  private  sector  will  be  important  so  that  direct 
comparisons  can  be  made  of  care  delivered  inside  VHA  and  that  delivered  under  contract  or 
partnership  agreement  by  the  VHA  community  care  network. 

VHA  also  requires  a  cohesive,  integrated  personnel  performance  management  system  that  is 
specific  to  the  knowledge,  skills,  and  abilities  required  of  health  care  leaders;  includes 


Veterans  Healtli  Administration,  Draft  Fiscal  Year  20  i  6  Pef/^f^^afice  P/a/7  Tefnplate,  Network  Directors  £uid  Medical 
Center  Director,  November  20,  2015. 

Baldrige  Performance  Excellence  Program,  2015-2016  Baldridge  Fxcelkme  FrameirorkiA  Systems  Approach  lo  hiipmving 
Your  OrganP^tions  Peifommnce  (Health  Caref  Gaithersburg,  MD:  U,S.  Department  of  Commerce,  National  Institute  of 
Standards  and  Technolog)^  (2015),  20. 

Sam  R  ether  ford,  Principal  Deputy  Assistant  Secretary  for  Human  Resources  and  Administration,  Department  of 
Veterans  Affairs,  speaking  to  the  leadership  workgroup  of  the  Commission  on  Care,  December  15,  2015. 

480  McKiiisey  &  Company,  Inc.,  Independent  A.ssessment  the  Health  Care  Delh'e^'  Systems  and  Management  Processes  oj  the 
Department  of  Heterans  Affairs^  Assessment  H  (IjeadersbipP  81,  accessed  Januar}^  26,  2016, 
h  ttp :  /  /  \vwu\  va.gov/opa/choiceact/documents/assessments/Assessmen  t_L_Le  adership.pdf. 
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accountability  to  key  organizational  outcomes;  but  also  assesses  organizational  and  professional 
objectives.  A  new  personnel  performance  management  system  must  be  free  of  OPM 
requirements  for  executive  core  qualification  and  certification  process  and  instead  be 
benchmarked  to  the  private  sector^^i  and  consistent  with  the  new  leadership  competency  model. 
Congress  required  DoD  to  establish  independent  competency  standards  for  the  Commanders  of 
Military  Treatment  Facilities  (MTFs)  and  should  consider  doing  the  same  for  VHAd®^  This  new 
performance  management  model  must  be  based  on  both  evaluation  of  leadership  competencies 
and  demonstrated  success  in  delivering  on  strategic  priorities.  To  break  with  current 
perceptions  of  the  rating  scales,  it  would  be  helpful  to  establish  a  new  rating  scale  for  the 
performance  management  system.  Once  the  new  system  is  developed,  VHA  must  conduct 
training  to  describe  the  system,  rating  process,  and  expectations  for  both  participants  and  raters. 

A  performance  management  system  must  also  address  the  responsibilities  of  the  rater.  This 
includes  clearly  establishing  written  performance  requirements  for  subordinates  that  are  both 
timely  (Te.,  prior  to  the  start  of  the  rating  period)  and  meaningful.  Raters  must  be  required  to 
provide  continuous  feedback  and  assessment  throughout  the  year  to  recognize  and  reward 
progress  and  outstanding  achievements  as  well  as  to  coach  and  trouble  shoot  when  needed.  The 
eves  must  establish  this  expectation  by  clearly  communicating  what  is  required  of  raters,  and 
most  importantly,  by  modeling  the  behavior.  Finally,  raters  must  provide  meaningful  ratings 
that  distinguish  achievement  based  on  objective  performance  and  demonstrated  leadership 
skills.  For  instance,  the  Cleveland  Clinic  has  moved  to  a  system  of  forced  rankings  for  which  the 
top  10  percent  of  performers  are  celebrated  and  the  bottom  10  percent  are  given  intensive 
coaching  or,  if  justified,  sanctioned.^^  To  accomplish  the  last  point,  raters  themselves  must  be 
given  feedback  and  oversight  to  understand  how  their  approach  to  rating  compares  to  other 
leaders  in  the  organization.  If  raters'  assessments  are  not  consistent  with  rating  standards,  their 
supervisor  must  bring  this  issue  to  their  attention  and  include  it  in  the  performance  assessment 
they  receive. 

The  newly  established  performance  management  data  tool  can  be  used  to  support  the 
performance  management  process.  The  submission  of  written  performance  plans  (or  failure  to 
do  so)  can  be  tracked  and  reported;  and  the  quality  of  those  plans  can  be  audited  to  provide 
feedback  to  raters.  Final  ratings  and  a  comparison  of  raters  can  be  conducted  and  provided  to 
all  of  the  executive  raters  in  the  organization.  Finally,  such  a  tool  can  also  be  used  to  identify 
and  track  high  performers  who  deserve  further  investment  and  development  as  leaders  from 
VHA. 


Tile  i\merican  College  of  Healthcare  Executives,  2016  Competencies  Jissessment  Tooiy  accessed  May  16,  2016, 
https: ache.org/pdt/nt msec ure/careers/ conipetencies_booklet.pdf.  “NCHL  Health  Leadership  (competency 
Model^^/'  National  Center  for  Healthcare  r.eadership,  accessed  May  16,  2016 
http://mv\v.nchl.org/  static.asp?path=2852,3238. 

Department  of  Defense  Appropriations  Act  of  1999,  Pub,  T..  No  105-262,  Section  8052  (1998):  “None  of  the  funds 
appropriated  in  this  xAct  may  be  used  to  BIl  the  commander^s  position  at  any  military  medical  facility  with  a  health  care 
professional  unless  the  prospective  candidate  can  demonstrate  professional  administrative  skills.” 

Delos  M.  (Toby)  Cosgrove,  MD,  CEO,  Cleveland  Clinic,  statement  during  Commission  on  Care  public  meeting, 
March  22,  2016. 
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Implementation 
Leg/s(at/Ve  Change 

■  Obtain  legislative  relief  from  the  requirement  to  use  the  OPM  executive  core 
qualifications  system  of  competencies  and  ratings  and  tied  to  new  Title  38  pay  authority 
for  health  care  leaders  (see  Recommendation  #15). 

VA  Acfm/n/stratfve  Changes 

The  following  administrative  changes  are  a  priority  over  the  next  36  months.  To  assist  VHA  in 
implementing  these  actions  and  to  promote  accountability  and  oversight  the  Commission  has 
provided  a  detailed  timeline  and  assigned  responsibility  for  action  in  Appendix  B. 

■  Establish  a  workgroup  and  engage  outside  experts  to  create  a  new  performance 
management  system  for  VHA  leaders  that  is  appropriate  for  health  care  executives. 

■  Establish  standards  and  processes  to  hold  raters  accountable  for  creating  meaningful 
distinctions  in  performance  between  subordinate  leaders. 

■  Tlie  new  Office  for  Organizational  Excellence  should  work  with  experts  to  reorganize 
their  internal  structure  to  align  business  functions  with  field  needs  and  consolidate  and 
eliminate  redundant  or  low-priority  activities. 

Other  Department  and  Agency  Administrative  Changes 

■  None  required. 
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Diversity  and  Cutturai  Competence 

Recommendation  #14:  Foster  cutturai  and  military  competence  among  all 
VHA  Care  System  leadership,  providers,  and  staff  to  embrace  diversity, 
promote  cultural  sensitivity,  and  improve  veteran  health  outcomes. 

Problem 

The  VHA  Care  System  must  implement  a 
systemic  approach  to  developing  the  cultural 
and  military  competence  of  its  leaderships  staff, 
and  providers,  as  well  as  measure  the  effects  of 
these  efforts  on  improving  health  outcomes  for 
vulnerable  veterans.  Although  VHA  has  made 
some  strides  in  specific  program  areas,  cultural 
competency  is  an  essential  part  of  providing 
effective  care  to  veterans,  and  must  become  a 
strategic  priority  throughout  the  organization, 
because  of  the  unique  needs  military  service, 
and  especially  participation  in  combat  operations. 

Background 

Cultural  competence  is  the  ability  of  health  care  organizations  and  their  providers  to 
understand  and  respond  effectively  to  the  cultural,  language,  and  in  VA's  case,  military  service 
experience  brought  by  the  patient  to  the  health  care  encounter.  It  has  been  endorsed  as  a  viable 
skill  set  to  reduce,  if  not  eliminate,  the  rate  at  which  health  care  disparities  occur.  VHA  has 
recognized  the  problem  of  health  disparities  among  its  patient  population  and  has  taken  steps 
to  address  it  by  tasking  certain  internal  offices  with  building  cultural  and  military  competence 
tlrroughout  the  organization.  For  example,  VHA  established  the  Office  of  Health  Equity  (OHE) 
and  charged  it  with  championing  the  efforts  to  identify,  understand,  and  address  health  care 
disparities  among  veterans. 

Analysis 

There  are  seven  essential  strategies  for  promoting  and  sustaining  organizational  and  systemic 
cultural  competence.  These  strategies  include  the  following: 

■  Provide  executive-level  support  and  accountability. 

■  Foster  patient,  community,  and  stakeholder  participation  and  partnerships. 

■  Conduct  organizational  cultural  competence  assessments. 

■  Develop  incremental  and  realistic  cultural  competence  action  plans. 


The  Commissloii  Recommends  That 


■  VHA  implement  a  systemic  approach  to 
establishing  cultural  and  military  competence 
across  VHA  and  its  community  providers,  and 
provide  the  resources  required  to  fully  integrate 
the  related  strategy  into  veteran's  care  delivery. 

■  Cultural  and  military  competency  training  be 
required  on  a  regular  basis  for  VHA  Care  System 
leadership,  staff,  and  providers, 

■  Cultural  and  military  competency  be  criteria  for 
allowing  community  providers  to  participate  in  the 
VHA  Care  System. 

may  cause. 


Miriam  E.  Dcipliin-Rittmon  et  aL,  “Seven  Essential  Strategies  for  Promoting  and  Sustaining  Systemic  Cultural 
Competence/^  Psyf/jiafne  Q//affer/}'f  84^  (2013),  53-64. 
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■  Ensure  linguistic  competence. 

■  Diversify^  develop,  and  retain  a  culturally  competent  workforce. 

■  Develop  an  agency  strategy  for  managing  staff  and  patient  grievances. 

VA  has  taken  some  steps  to  address  cultural  and  military  competence  strategies,  but  these 
programs  are  not  sufficient  to  address  the  breadth  and  depth  of  the  problem.  These  strategies 
will  not  take  hold  and  become  fully  ingrained  in  VHA's  culture  unless  VHA  leadership  makes 
them  a  key  priority  and  commits  the  resources  and  on-going,  comprehensive  training  required 
to  build  cultural  competencies  across  the  entire  VHA  workforce. 

Military  Competency 

In  addition  to  addressing  the  needs  of  minority  veterans  and  vulnerable  veterans  populations, 
VA  must  address  military-specific  needs  and  ensure  that  all  providers  in  the  VHA  Care  System 
have  sufficient  military  competency  (i.e.,  knowledge  of  specific  issues  and  health  care  needs  of 
those  who  served  in  the  military),  VHA^s  Office  of  Academic  Affiliations  developed  a  Clinician 
Pocket  Card  for  providers  that  includes  questions  for  clinicians  to  ask  veterans  about  their 
military  health  history.'^®-''  The  Pocket  Card  and  similar  resources  should  be  given  to  all  VHA  and 
community  providers  to  leverage  during  veteran  patient  medical  assessments  and 
appointments.  In  addition,  VA's  Office  of  Public  Health  (OPH)  provides  information  on  VA 
health  care  programs  for  veterans  who  were  exposed  to  environmental  and  occupational 
hazards  during  military  service,  such  as  Agent  Orange,  chemicals  leading  to  Gulf  War  veterans' 
illnesses,  and  Camp  Lejeune  water  contamination^^  This  military  exposure  information  should 
be  leveraged  in  VA's  cultural  competency  strategy. 

Health  care  disparities  often  result  from  patients'  lack  of  trust  in  their  health  care  provider; 
therefore,  enhancing  the  patient-provider  relationship  is  paramount  in  overcoming  these 
disparities.  Stereotypical  thinking  on  the  part  of  providers  about  certain  patient  groups, 
including  veterans,  may  unwittingly  influence  their  prognosis Specific  reasons  for  the 
increase  of  health  care  disparities  in  the  military  population  include  the  following: 

■  the  cultural  norms  of  the  military  are  such  that  to  admit  or  display  any  signs  of 
perceived  weakness,  especially  related  to  mental  health  issues,  discourages  military 
personnel  and  veterans  from  seeking  medical  care  and  treatment 

■  changes  in  the  demographical  makeup  of  the  civilian  population  result  in  similar 
changes  to  the  military  population 

■  a  small  but  gradual  increase  in  the  number  of  foreign  born  personnel  who  have  joined 
the  ranks  of  the  militar}^ 


Department  of  V'^eterans  Affairs,  Office  of  Academic  Affiliations,  Mi/itaty  lleaM  Ilisloy':  Poc'kef  Card  for  IlmM 
Profess/oris  Tradices  and  C7mdans,  acces  sed  June  1 2 ,  20 1 6 ,  b  ttp :  /  /  va .  gov  /  o  aa/  arch  i  vc  /  M  i  I  i  tan-  H  ealth  -His  Card  - 

for-prini.pdf 

486  “Public  Health:  Alilitary  Exposures,”  U.S.  Department  of  Veterans  Affdrs  Intranet,  accessed  June  12,  2016, 
h  rtp :  /  /  V  awTv.  publich  ealth .  va*go  v  /  expo  s  urc  s  /index .  a  sp 

Ct.L.A.  Harris^  “Reducing  Healthcare  Disparities  in  the  Military  Through  Cultural  (](>mpetence,”  JHHSA  (2011),  148. 
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■  a  disengaged  provider  culture  that  may  have  become  more  immersed  in  the  medical 
culture  than  the  military  culture 

VA  must  make  cultural  and  military  competence  a  strategic  priority,  provide  the  resources 
needed  to  execute  the  strategy,  and  hold  leadership  and  providers,  both  within  VHA  and 
community  partners,  accountable  for  strategy  implementation  and  integration  into  VA's 
culture, 

IVomen 

Women  are  the  fastest  growing  group  within  the  veteran  populations®^  As  of  2011, 
approximately  1.8  million  (8  percent)  of  the  22.2  million  veterans  were  women.  Data  indicate 
that  by  2020  women  veterans  will  comprise  nearly  11  percent  of  the  total  veteran  population.  As 
the  number  of  women  veterans  increases,  VHA  continues  to  prepare  for  an  increasing  demand 
for  women  veterans"  health  care  needsS®^  To  address  the  health  disparities  affecting  women 
veterans,  VHA  must  provide  high-quality,  equitable  care  on  par  with  that  of  men,  deliver  that 
care  in  a  safe  and  healing  environment,  provide  seamless  coordination  of  services,  and  actively 
recognize  women  as  veteransS^ 

In  the  past,  VHA  found  gaps  in  its  ability  to  provide  comprehensive  primary  care  for  women 
veterans  because  many  primary  care  providers  had  little  or  no  exposure  to  women  patients  and 
women  were  often  referred  outside  of  primary  care  for  gender-specific  care.  To  close  these  gaps, 
VHA  has  implemented  women's  health  comprehensive  primary  care  clinic  models  with  the 
goal  of  providing  complete  primary  care  from  one  designated  women's  health  provider 
(DWHP)  at  one  site.  An  analysis  of  FY  2012  data  revealed  that  women  assigned  to  DWHPs  had 
more  positive  overall  experiences  with  care  and  were  more  satisfied  on  six  composite  scores 
including  access,  communication,  shared  decision  making,  self-management  support, 
comprehensiveness,  and  office  staffd^^  VA  has  substantially  reduced  gender  gaps  in  care,"*^^  but 
women  veterans  still  encounter  challenges  when  accessing  care.  VHA  leadership  must  support 
the  future  planning  of  women's  services  and  programming  so  that  women  veterans  receive  the 
highest  quality  healthd"^® 

LG67  Equity 

In  its  systemwide  implementation  of  cultural  competency,  VHA  should  leverage  best  practices 
from  an  area  in  which  the  agency  is  already  an  equity  leader:  treatment  of  LGBT  patients.  Every 
year  since  2007,  the  Human  Rights  Campaign  has  published  a  Health  Equality  Index  (HEI) 
report  that  aims  to  measure  the  quality  of  health  care  for  LGBT  patients  based  on  core  criteria 


48S  “Woinen  Veterans  Health  Care/^  Department  of  Veterans  yVffairs^  accessed  June  12^  2016, 
http://  WWW  Avomen  she  alth  A^'a  .gov/ . 

U.S.  Department  of  Veterans  Affairs,  of  Baryien  Jhr  Women  V^etemns  to  f  M  Health  Can,  April  2015^  accessed 

June  12,  2016, 

h  ttp :  /  /  vAvw .  womenshe  alth .  v  a.go  v  /  W  OiMIi  N  S  H  E  AIJT H  /  docs  /  V  omens%20H  ealth'M^OS  e  rvice  s_Ba  rriers%20to%20Ca 
re%20Fi  nal%20Report_Apn!201 5.pdf. 

Patricia  M.  Hayes,  Chief  Consultant  Women^s  Health  Services,  VHA  Office  of  Patient  Services,  briefing  to  the 
Commission  on  Care,  October  19,  2015. 

Ibid. 

Ibid. 

“Women  Veterans  Health  Care,”  Department  of  Veterans  Affairs,  accessed  June  12,  2016, 
h  ttp :  /  /  wwu^^vomen  sh  eal  th .  va  .gov  / . 
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tha^  require  health  care  systems  to  couple  strong  policies  with  appropriate  training In  2016, 
VAMCs  made  up  20  percent  of  all  HEI  participants.  Among  participating  VAMCs,  84  percent 
were  designated  with  Leader  statusd^^  VHA  hospitals  publicize  that  discrimination  against 
LGBT  patients  and  employees  is  prohibited.  Senior  managers  are  registered  for  HEI  training. 
And  equal  visitation  rights  are  granted  to  families  and  friends  of  LGBT  patients.  VHA  hospitals 
play  a  critical  role  in  promoting  patient  care  equality  in  states  where  VHA  is  the  only  Equality 
Leader*"*^  VHA  should  create  strong  policies  and  mandatory  training,  like  that  used  to  promote 
health  equity  for  LGBT  patients,  to  address  equity  issues  for  racial  and  ethnic  minorities  and 
women. 

Implementation 

Legislative  Changes 

■  None  required. 

VA  Administrative  Changes 

■  VHA  Care  System  providers  should  be  required  to  ask  patients  about  their  military  health 
history  and  incorporate  veterans'  responses  into  patients'  treatment  plans, 

■  VHA  leadership  should  support  the  future  planning  of  women's  services  and  programming 
so  that  women  veterans  receive  the  highest  quality  health  care. 

■  VHA  should  leverage  the  best  practices  developed  in  support  of  LBGT  equity  and 
implement  them  across  VHA. 

■  VHA  Care  System  providers  should  be  required  to  attend  comprehensive,  on-going  cultural 
and  military  competency  training. 

Other  Department  and  Agency  4dm/n/sfraf/Ve  Changes 

■  None  required. 


494  “How  the  VA  is  leading  the  way  on  LGBT  patient  care/*  Andrew  ParL  The  Week,  FebriiaiT  25,  2014,  accessed 
June  12,  2016,  bttp://tbeweek,coni/artides/45036t/how-va-leading-\vay-igbt-patient-care. 

495  “Office  of  Health  Equity:  Healthcare  Equaling  Index/*  LbS.  Department  of  Veterans  Affairs,  accessed  June  15,  2016, 
http:/  /www.  va.gov/  HEALTHEQUIT\VHedthcare_Equdit^^_Index. asp 

4%  “How  the  VA  is  leading  the  way  on  LGBT  patient  care,”  Andrew  Park,  The  Week,  February  25,  2014,  accessed 
J  une  1 2,  2{)  1 6,  http:/  /  the\eeek.com  /  articles/ 450361  /how’vadeadirLg’way-lght- pa  dent-care. 
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Workforce 

Recommendation  #15:  Create  a  simple-to-administer  alternative  personnel 
system,  in  law  and  regulation,  which  governs  all  VHA  employees,  applies  best 
practices  from  the  private  sector  to  human  capital  management,  and 
supports  pay  and  benefits  that  are  competitive  with  the  private  sector. 

Problem 

VHA  has  staffing  shortages  and 
vacancies  at  every  level  of  the 
organization  and  across  numerous 
critical  positions,  including  facility 
leadership,  clinical  staff,  supply 
chain  personnel,  and  customer 
service  staff.  VHA  lacks 
competitive  pay,  must  use 
inflexible  hiring  processes,  and 
continues  to  use  a  talent 
management  approach  from  the 
last  century.  A  confusing  mix  of 
personnel  authorities  and  position 
standards  make  staffing  and 
management  a  struggle  for  both 
supervisors  and  human  resources 
personneL  Title  5  was  not  created 
with  a  modern  health  care  delivery 
system  in  mind  and  falls  short  of 
offering  what  is  needed  to  create  a 
high-performing  health  care 
system. 

Background 

During  the  1990s,  Congress  passed 
the  Government  Performance  and 
Results  Act^^^  to  correct 
shortcomings  in  the  way 
government  was  managed  and 
assessed  in  an  effort  to  bring 
modern  business  management 
practices  into  the  federal 
government  The  law  was  updated 
in  2011,^^^  yet  one  essential 


The  Commission  Recommends  That 


■  Congress  create  a  new  alternative  personnel  system  that  applies 
to  all  VHA  employees  and  falls  under  Title  38  authority.  The 
system  must  simplify  human  capital  management  in  VHA; 
increase  fairness  for  employees;  and  improve  flexibility  to 
respond  to  market  conditions  relating  to  compensation,  benefits, 
and  recruitment. 

■  VHA  write  and  implement  regulations  for  the  new  alternative 
personnel  system,  in  collaboration  with  union  partners, 
employees,  and  managers,  that  does  all  of  the  following: 

-  Meets  benchmark  standards  for  human  capital  management  in 
the  health  care  sector  and  is  easy  for  HR  professionals  and 
managers  to  administer. 

-  Promotes  veteran  preferences  and  hiring. 

-  Embodies  merit  system  principles  (merit-based,  nonpartisan, 
nondiscrimination,  due  process)  through  simplified,  sensible 
processes  that  work  for  managers  and  employees. 

-  Creates  one  human  capita!  management  process  for  all 
employees  in  VHA  for  time  and  leave,  compensation, 
advancement,  performance  evaluation,  and  disciplinary 
standards/processes. 

-  Provides  due  process  and  appeals  standards  to  adverse 
personnel  actions. 

-  Allows  for  pay  advancement  based  on  professional  expertise, 
training,  and  demonstrated  performance  (not  time-in-grade). 

-  Promotes  flexibility  in  organizational  structure  to  allow 
positions  and  staff  to  grow  as  the  needs  of  the  organization 
change  and  the  success  of  each  individual  merits. 

-  Establishes  simplified  job  documentation  that  is  consistent 
across  job  categories  and  describes  a  clear  path  for  staff 
professional  development  and  career  trajectories  for 
advancement. 

-  Eliminates  most  distinctions  (except  for  benefits)  between  part- 
time  and  full-time  employees. 

-  Grandfathers  current  employees  with  respect  to  pay  and 
benefits. 

■  VHA  ensure  all  positions,  to  include  human  resources 
management  staff,  are  adequately  trained  to  fulfill  duties. 


Government  Performance  and  Results  Act  of  1993,  Pub.  L  No.  103-62,  107  Stat.  285  (1993), 
GPIL\  Modernization  Act  of  2010,  Pub.  L.  No.  1 1 1  -352,  124  Stat.  3866  (2011). 
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component  of  modernizing  the  management  of  federal  programs  is  still  missing:  reform  of 
human  capital  managements'^ 

The  Civil  Service  Act  was  initially  passed  in  1883  and  revised  in  1978.^^  The  general  schedule, 
which  governs  the  pay  and  job  classification  process,  was  codified  by  regulation  in  1949.  The 
U.S.  workforce,  including  the  federal  workforce,  has  changed  dramatically  since  these  laws  and 
regulations  were  implemented.  As  noted  in  a  recent  report  from  the  Partnership  for  Public 
Service,  "the  personnel  system,  designed  more  than  60  years  ago,  now  governs  more  than 
2  million  workers  and  is  a  relic  of  a  bygone  era,  reflecting  a  time  when  most  federal  jobs  were 
clerical  and  required  few  specialized  skills, As  of  2013,  nearly  two-thirds  of  federal 
employees  work  in  professional  or  administrative  positions  focused  on  knowledge-based  work, 
with  the  Department  of  Veterans  Affairs  accounting  for  the  largest  percentage  of  such 
workers. 

The  Partnership  for  Public  Service  calls  for  broad  reform  of  the  civil  service  system,  noting  that 
the 


the  federnl  workforce  has  become  an  island  disconnected  from  the  larger  talen  t  market  for 
knowledge-based  professional  and  administrative  occupations  that  are  mission 
critical.  .  .  .  Federal  employee  pay ...  is  not  tied  to  the  broader  labor  market,  making  it 
harder  to  compete  with  the  private  sector  for  talent.  That  disconnect  is  exacerbated  by  a 
job  classification  system  that  describes  a  workplace  from  the  last  century. 

This  system  lacks  mechanisms  for  rewarding  top  performers,  demoting  or  firing  poor 
performers,  and  holding  managers  accountable.^^^  The  unnecessarily  complex  hiring  system  is 
difficult  for  applicants  to  navigate  and  makes  it  challenging  for  hiring  managers  to  identify  the 
most  qualified  candidates,  hindering  the  ability  to  bring  in  experienced  candidates  from  the 
private  sector.^^ 

The  civil  service  systetn  has  become  a  maze  of  rules  and  procedures  that  are  not  perceived 
as  rational  by  the  people  who  serve  in  government  or  by  the  general  public^ . . .  Rigid 
policies  .  .  .  are  now  a  burden  on  a  government  that  needs  to  encourage  flexibility  and 
innovation  to  meet  rapidly  changing  and  difficult  challenges.^^ 


U.S.  General  Accountability  Office,  Office  of  the  Comptroller  General,  Human  Capital— A  SefAssemmnt  Checklist Jhr 
Agen^^  headers^  accessed  April  1 1,  2016,  http: //u^vw  gao.gov/assets/ 80/ 76520. pdf.  LI.S.  General  Accountability^  Office, 
i'rausjormiug  the  Civil  Sendee:  huflding  the  Workporee  of  the  Future  —  Fesults  of  a  CAO  Sponsored  Sju/posiumj  accessed  April  1 1, 

20 1 6,  h  ttp:  /  /  WWW  .gao.gov/  as  sets  / 200 / 1 9725 6 .  p  df. 

The  Pendleton  Civil  Sendee  Reform  Act  of  1883,  Pub.  L.  No.  16,  22  Stat.  403  (1883). 

5CH  Partncrsliip  for  Public  Sendee,  Buildmg  the  Enterprise:  A  Neu>  Cm/  Serriee  Framework^  accessed  April  11,  2016, 
https: //ouipublicservice.org/publications/download.php?  id— 1 8. 

502  [|^j^  Department  of  Defense  in  total  has  more  knowledge  workers  but  the  numbers  for  each  ser\dce  are  reported 
independently  and  are  below  the  total  for  the  VA  workforce. 

505  Partnership  for  Public  Sendee,  Building  the  Enterprise:  A  Nejr  Cml  Sendee  Framework^  accessed  April  1 1,  2016, 
https: // ourpublicservice.org/ publications/dounload.php?id=l  8. 

Ibid. 

Ibid. 

50^  Ibid. 
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The  General  Accounting  Office  (GAO)  also  continues  to  point  to  human  capital  management  as 
a  high-risk  area  across  govGrnment*^^^  DoD  has  proposed  walking  away  from  the  Title  5  civil 
service  system  to  support  modernization  of  human  capital  managemenh^^^  President  Barack 
Obama  has  repeatedly  called  for  a  commission  to  overhaul  and  modernize  the  civil  service,^°^ 
and  Congress  is  considering  whether  the  time  is  right  for  civil  service  reform.^i^ 

VHA  currently  uses  three  different  personnel  systems:  Title  5  (the  civil  service/ general 
schedule  system)  for  senior  executive  service  (SES)  and  other,  mostly  non  clinical,  employees; 
Title  38  for  physicians,  dentists,  and  other  specified  health  care  professionals;^^^  and  Title  38 
Hybrid  for  allied  health  professionals  such  as  pharmacists  and  licensed  physical  therapists.^^^ 
Each  system  has  its  own  set  of  requirements,  procedures,  and  rules  for  the  employees  under  its 
respective  authority  Currently,  about  two-thirds  of  VHA  employees  serve  in  the  Title  38 
Hybrid  occupations*^^^ 

VHA  is  not  alone  in  having  an  excepted  service  system.  More  than  a  dozen  agencies  have 
special  legislative  authority  to  create  a  personnel  system  to  fit  their  particular  needs,  including 
the  Federal  Bureau  of  Investigation,  National  Institutes  of  Health,  National  Security  Agency, 
U.S.  Public  Health  Service,  Defense  Intelligence  Agency,  U.S.  Nuclear  Regulatory  Commission, 
and  National  Aeronautics  and  Space  Administration.^”  In  an  acknowledgement  of  the  failure  of 
the  general  schedule  process  to  meet  the  needs  of  certain  professions,  OPM  has  also  instituted 
governmentwide  direct  hiring  authority  for  difficult-to-recruit  positions,  including  medical 
officer,  nurse,  pharmacist,  radiologic  technician,  and  information  technologist  — all  positions 
critically  important  to  VHA's  mission  success. 

Modernizing  human  capital  management  is  a  global  imperative  for  the  private  sector  as  well, 
with  92  percent  of  participants  in  one  assessment  of  7,000  businesses  noting  that  a  new 
approach  to  human  resources  is  a  critical  organizational  priority  in  2016.^12  According  to  a 
report  from  Deloitte,  which  examined  broad  human  resource  (HR)  trends,  '^HR  is  redesigning 
almost  everything  it  does  — from  recruiting  to  performance  management  to  onboarding  to 
reward  systems"  to  learning  and  development.^^ ^  Younger  workers  are  driving  many  of  these 


U.S.  GAC^),  Federal  Workfom — Humaji  Capital  Management  Chalienges  and  the  Path  to  Riporm,  Testimony  Before  the 
S lihcommittee  on  Federal  Workprrce  U.lV.  Postal  Service  and  the  Census,  Committee  on  Oversight  and  Covemment  R£jonn,  House  of 
Representatipes,  Statement  of  Robert  Goldenkojf  GAO- 14-723T,  July  15,  2014,  Washington,  DC,  2014,  accessed  June  12,  2016, 
http :  /  / \\Tv\v  .ga<  )  .g<  J  v /  a  s  sets  / 67 ( )  / 6 6477 2 .  pd  f. 

S08  Proposal  Calls  for  Major  Revamp  of  DoD  Civilian  Personnel  System/^  Jared  Serbu,  Federal  News  Radio, 

accessed  April  B,  2016,  http:/ / fedemlnewsradio. com/ defense/201 5/09/draft-proposabcalls-major-revamp-dod’Civilian- 
personnel -system  / . 

*'Obama^s  Budget  Touts  Progress  Within  Federal  VC^orkforce,  but  Offers  It  Nothing  New,”  Uric  Katz,  Government 
Executive,  accessed  April  8,  2016,  http://w\tw.govexec.com/management/20t6/02/obamas-budget-touts-progress- 
wiihio-fcderal-workforce-offers-it-nothing-new/125815/.  Tire  Office  of  Management  and  Budget,  Fiscal  Year  2016 
Budget  of  the  LL.V.  Covernment^  accessed  May  13,  2016, 

https:  /  /  wuwAvhitehouse.gov/ sites /default/ hie s/omb /budget/  fy2016/assets/budgct.pdf. 

sm  ^^Brace  Yourselves:  Congress  Preps  Civil  Service  Reform,”  Andy  Medici,  Federal  Times,  accessed  April  8,  2016, 
http:// WWW,  federaldnies.com/stQnrygovemment/ management/ oversight/201 5/01/1 9/congress-civil-service- 
reform/2 14587 17/. 

Ibid. 

38  U.SG.  §74171  (1). 

38  U.S.C.  §  7401(3). 

Joleen  Clark,  Jack  Hetrick,  and  Donna  Schroedcr,  ‘'Hading  Access  Scheduling  Inidativc  —  People:  Assessment  of 
Hiring  Barriers,”  Mternative  Personnel  System  (2014). 
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changes  with  expectations  for  meaningful  work,  learning  opportunities,  and  career 
progression.^^*  These  workers  have  been  choosing  the  federal  government  in  diminishing 
numbers,  with  only  6  percent  of  federal  employees  currently  younger  than  30  years  of  age 
(compared  to  23  percent  of  the  civilian  workforce). In  VHA,  millennials  {those  34  and 
younger)  make  up  only  15  percent  of  the  workforce,  but  are  disproportionately  over¬ 
represented  among  staff  that  quit  VHA,  at  20  percent. 

As  of  January  2016,  VHA  had  a  vacancy  rate  of  16  percent  for  all  positions,  despite  filling  more 
than  40,000  positions  in  FY  2015?^^  VHA  faces  the  additional  challenge  that  40  percent  of  its 
overall  workforce  is  eligible  for  retirement  in  the  next  few  years.^^®  This  problem  occurs  in  the 
face  of  acknowledged  national  shortages  of  physicians^^^  and  geographic  misalignment  of  the 
current  health  care  workforce  that  leaves  many  localities  short  of  needed  providers.^^^  Taken 
together,  this  information  makes  clear  that  excellence  in  human  capital  management  continues 
to  be  a  business  imperative  for  VHA. 

Analysis 

The  human  resource  function  within  VHA  needs  a  fundamental  overhaul  to  increase 
responsiveness,  efficiency,  and  customer  service,  as  well  as  to  align  its  orientation  to  the 
business  needs  of  VHA.^^i  Medical  center  directors  do  not  receive  the  support  they  need  from 
HR  to  accomplish  hiring,  disciplining,  and  planning  for  succession  of  employees.^^^  During  exit 
interviews,  staff  members  who  leave  VHA  cite  barriers  to  career  growth,  insufficient 
professional  development,  a  lack  of  promotions,  and  poor  on-boarding  and  training  as  reasons 
for  departing.-^^^  In  a  recent  national  survey  of  VA  employees,  improving  end-to-end  hiring, 
recognizing  stellar  job  performance,  and  providing  professional  development  and  career 


U.S.  GAO,  The  Uxcepted  Service:  A  Reseiirch  Profile,  GAO/GGD-97-92,  accessed  April  12,  2016, 
http:/  /  mw.gao.gov/assets  /  S0/79968.pdf. 

Partnership  for  Public  Service,  Bmidmg  ihe  Efjfefpme:  A  New  Cml  Semce  Fn7mework^  accessed  April  12,  2016, 
https:/  /  outpiiblicser\4ce.org/ publicadons/ dQ\vn]oad,php?id= 1 8, 

Veterans  Health  Administration  Workforce  Management  Consulting  Office,  Healthcare  Talent  Management, 

EH  A  Rfporf  20!  5^  9  and  13,  accessed  June  12,  2016, 

http:/ /  mvw.vacarecrs.va.gov/ assets/common/print/20 15_VJ  lA_Workforcc_Succcssion_Stratcgic_Pian.pdf. 

“VA  Struggles  to  Fill  Medical  Tenter  Positions  in  Ariztjna,  Across  Natit>n,''^  Daiiika  Worthington,  Arizona  D^uly  Sun, 
accessed  April  5,  2016,  http:/ / azdailysun.com/ ne\vs/!ocai/va-struggles-to-fill-medical-center-positions-in-arizona- 
acn^ss/article_al4e6937-eccl  ^541 5-939H7a6d759e5025.htm!. 

Joleen  Clark,  Jack  Hetrick,  and  Donna  Schroeder,  I.eading  Access  Scheduling  Initiative  —  People:  Assessment  of 
Hiring  Barriers,  Akemafive  Personnel  System  (2014). 

IHS  Inc.,  'lln  Cmeplexitks  of  Physkian  and  Derwand:  Pnjjectims  fwm  2013-2025^  accessed  April  12,  2016, 

https:/  /  wvivv.aamc.org/download/ 426242/  data/ ihsrcportdo\vnload.pdf 

S2a  “Shortage  Designation:  Health  Professional  Shortage  Areas  &  Medicidly  Underser\^ed  Areas /Populations/* 

U.S.  Department  of  1  Icalth  and  Human  Services,  Health  Resources  and  Scr\dccs  Administration,  accessed  April  12, 
2016,  http:/ /wvvw. hrsa.gov/shortage/. 

McKinsey  &  Company,  Inc,,  Independent  Assessment  of  the  Health  Care  Deimr^i  Systems  and  Management  Fmcesses  of  the 
Department  of  3/ eterans  Affairs^  Assessment  E  (EeadershipP  x,  accessed  April  11,  2016, 
http:/ /mw,  va.gov/ opa/ choiceact/ documents/ assessments/ Assessment_L_Teadership,pd  f 

522  vii. 

523  Veterans  Healdi  Administration  Workft^rce  Management  &  Consulting  CDffice,  Healthcare  Talent  Management, 
1H>1  Workforce  Flan  mngEepoji  2015^  9  and  13,  accessed  June  12,  2016, 

http :  /  /  w\w  .vac  are  er  s.  va.  g(  m  j  as  sets  /  c(  >mmon  /  p  rl  nt  /  20 1 5_V  H,\_Wor  k  force_Su  cce  ss  1  ( m_Strategic_Plan.pd  f . 
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planning  ranked,  numbers  one,  six,  and  nine  respectively  as  top  priorities  for  improving  the 
employee  experience  at 

The  CM!  Service  System  Does  Not  Support  a  High-Performing  Heaith  System, 

Recruitment  in  VHA  operates  in  an  incredibly  complex  environment  Federal  rules  and 
regulations  make  HR  more  challenging  than  it  is  in  the  private  sector .^25  por  example, 
interviews  in  2014  with  more  than  500  VHA  hiring  managers  and  HR  staff  members  pointed  to 
the  top  problems  with  Title  5  recruitments  as  OPM  classification  standards,  grading  of  position 
descriptions,  position  characterization,  and  the  ranking  and  rating  process.^^^  The  group 
specifically  noted  that  there  are  many  staff  positions  required  in  a  health  care  delivery  system 
that  do  not  translate  into  a  general  schedule  occupational  series;  therefore,  when  the  positions 
are  graded,  the  grade  and  salary  is  too  low  to  compete  with  the  private  sector.  Examples  of  such 
positions  are  custodial  workers  (hospital  employees  need  to  apply  antiseptic  cleaning 
techniques,  but  general  custodians  do  not)  and  general  facilities  and  equipment  maintenance 
(hospital  employees  need  to  understand  the  maintenance  of  such  items  as  specialized  medical 
equipment,  positive  pressure  rooms,  and  sterile  plumbing  systems  that  are  not  requirements  for 
general  plant  maintenance  at  an  office  building).^^?  another  example,  VHA  managers  noted 
that  the  OPM  classification  standard  for  supply  chain  positions  rendered  VHA  unable  to 
compete  for  local  talent  because  the  assigned  grade  was  too  low.^^s 

The  general  schedule  system  also  has  been  identified  as  a  barrier  to  career  advancement.^^'^ 
Clerical  staff  members  in  particular  often  cannot  advance  in  pay  and  responsibility  without 
leaving  their  positions  and  moving  into  a  different  job  series.  Similarly,  frontline  customer 
service  staff  under  the  general  schedule  cannot  receive  advanced  steps  within  the  grade  for 
better  performance  or  completing  job-related  certifications  or  degrees,  unlike  nurses  and  allied 
health  professionals  who  can  receive  advances  in  pay  for  these  accomplishments.^^^ 

The  hiring  process  in  VHA  is  acknowledged  to  take  too  long,^^^  "HR  is  expected  to  fill  a  position 
within  60  calendar  days  . .  .  but  process  requirements,  even  if  perfectly  executed,  take  about  49 


52^  “MyVA,  Putting  Veterunfi  First/*  MyVA  Advisor)'  Ciomiiiittee  (MVACi^)^  Meeting  #4,  February^  1-2,  2016, 103. 

McKinsey  &  Company,  Inc.,  Assmmnf  oft/je  Hea/ih  Cmie  De/h>ery  Systems  and  Alanagemenf  Pmcesses  of  the 

Department  of  l^eterans  Affahs,  Asses s?nent  D  (Ijiadersbip)^  110,  accessed  April  11,  2016, 
http:/ /  WWW. va.gov/opa/ choiceact/ documents/ assessments/ Assessment_T_T.eader  ship,  pdf, 

^^Joken  Clark,  Jack  Hetrick,  and  Donna  Schroeder,  Veterans  Health  Administration  Leading  Access  Scheduling 
Initiative  —  People.  Powerpoint  of  findings,  July  29,  2014, 

Veterans  Health  Administration,  “Leading  Access  Scheduling  Initiative  —  People,  Assessment  of  Hiring  Barriers,” 
VHA  Classification  Workgroup,  2014. 

McKinsey  6c  Company,  Inc.,  Independent  Assessment  of  the  Heatth  Cafe  De/ivery  Systems  and  Management  Ptveesses  of  the 
Department  of  X^eterans  Affairs^  Assessment  J  (S/eppIksf  xiii,  accessed  December  28,  2015, 
http:  /  /  www.va.gov/opa/choiceact/  documents/  assessments/ Assessment)  _Supplics.pdf 

Ibid. 

“Classification  and  Qualification:  Classifying  General  Schedule  Positions,”  IJ.S,  Office  of  Personnel  Management, 
accessed  November  24,  2015,  https:/ / wuw.opm.gov/policy-data-oversight/ cla ssification- qualifications /clas si fying- 
ge  ncral  -  sc  h  ed  ul  e  -  po  s  i  tion  s  / . 

Pay  Administration,  VA  Directive  5007  (2002).  Staffing,  VA  Directive  5005  (2002). 

532  McKinsey  &  Company,  Inc.,  I ndpendent  Assessment  of  the  Heaith  Care  Dedpery  Systems  and  A4anagement  Processes  oj  the 
Department  of  Veterans  Affairs^  Assessment  C  CLeadershipf  109,  accessed  April  13,  2016, 
h  ttp :  /  /  WWW' .  va.gov/opa/choiceact/documents/assessments/Assessnien  t_L_Le  adership.pdf. 
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to  62  days."  Hiring  timelines  can  span  4-8  months  compared  to  private-sector  hiring  that  takes 
between  0.5  and  2  months. 

This  finding  was  echoed  in  a  Northern  Virginia  Technology  Council  report  on  information 
teclmology  challenges  in  VA  that  indicated  across  the  board  hiring  of  needed  staff  proceeds  too 
slowly*  "The  causes  are  complex,  but  much  of  the  delay  can  be  traced  to  redundant, 
inconsistent,  and  inefficient  hiring  processes. One  driver  of  extended  VHA  hiring  times  is 
the  government  background  checks  and  the  licensing  and  credential  review  for  clinical  staff  that 
is  managed  tlirough  VetPro,  an  internet-enabled  data  bank  for  credentialing  VHA  personnel.^^^ 

Although  addressing  recruiting  and  hiring  problems  will  not  be  easy,  doing  so  is  essential  to 
maintaining  VHA's  workforce.^^^  An  internal  VHA  workgroup  that  examined  HR  concluded 
that  a  complete  break  with  Title  5  and  a  reworking  of  current  Title  38  hiring  authority  is 
required,  stating: 

The  existing  Personnel  system  does  not  meet  today's  market  or  demand.  With  VHA's 
tremendous  volume  of  occupations  to  hire  and  significant  turn-over  rate  in  critical  positions,  it  is 
necessary  to  promote  an  efficient  organizational  system  to  be  able  to  hire  qualified  candidates  as 
quickly  as  possible.  The  current  classification  system  led  to  disparity  across  the  systetns  and  only 
looks  at  the  duties  of  the  position  versus  the  qualifications  of  the  person.  The  VHA  hiring  system 
must  be  agile  and  attractive  to  recruit  those  that  just  graduated  or  are  entering  the  workforce. , . 
An  agency  specific  excepted  employment  system  zvould  allow  VHA  to  meet  the  unique  staffing 
demands  that  are  required  of  a  complex  health  care  organizatiom^^^ 

VHA  is  Not  Competitive  in  Pay  for  Many  Positions 

Many  VHA  staff  have  substantially  lower  earning  potential  than  their  private-sector 
counterparts.  Despite  a  generous  benefits  package  and  the  possible  opportunities  for  greater 
work-life  balance,  and  for  research  and  teaching  in  a  system  that  serves  the  important  role  of 
caring  for  the  nation's  veterans,  lower  salaries  reduce  VHA's  competitive  edge  in  the 
marketplace  when  trying  to  attract  top  talent*^^®  For  example,  although  VHA  is  often  able  to 
provide  physicians  an  entry  salary  that  is  comparable  or  better  than  industry  standards, 
physicians'  long-term  earning  potential  is  dramatically  less  in  VHA  than  that  of  their  private- 
sector  peers.  "At  the  top  of  the  salary  ranges,  VHA  providers  made  less  than  their  counter  parts 


McKinsey  &  Company,  Inc,,  yissessme^if  (if  the  Heath  Care  Delm^  Systems  and  Management  Processes  of  the 

Department  <f  Heterans  Affairs,  Assessment  ¥  ffTorkflow-CJinkal),  45-49,  accessed  May  13,  2016, 
hcq:>://w\vw,va*gov/ opa/ choiceact/documenrs/ assessments/ Assessnient_F_Workflo\v_Clinica].pdf. 

Northern  Virginia  Technology  Council,  Opportunities  to  Impmve  the  Scheduling  ofMedkd  Txams  for  America  s  Heteraus,  12, 
accessed  April  25,  2016,  ht^p://m\n^^va,gov/opa/choiceact/doclltTle^ts/N\^^CFina]Reportto VA-revised3.pdf, 

Grant  Thornton,  hidepemteuf  Assessment  of  the  Health  Care  Delimy  Sjstems  and  Mcmagement  Processes  of  the  DepaHment  of 
V-^eterans  Affairs,  Assessment  G  (Stafflngf  Pmductipipf  Time  Ail&catmif  37,  accessed  April  13,  2016, 
http:/  /  mvw.va.gov/ opa/choiceact/documcnrs/ assessments/ Assessme^t_G_Staffing_P^oductjvit\^pdt. 

McKinsey  &  Company,  inc.,  Indpendent  Assessment  of  the  Health  Care  De/irer)!  Systems  and  Aianagement  Processes  of  the 
Department  of  \  kterans  Affairs,  Assessment  T  ffjeadershipf  110,  accessed  April  13,  2016, 
http:/ /  \v\v\v.va,gov/opa/choiceact/  documents/assessments/ Assessment_L_Leadership.pdf. 

Joleen  Clark,  Jack  Hetrick,  and  Donna  Schroeder/Veterans  Health  Administration  I.eading  Access  Scheduling 
Initiative  —  Peoffe^Aitematipe  Personnel  System  Workgroup  Report,  August  2014. 

G-rant  Tlaorntt>n,  Independent  Assessment  of  the  Health  (.are  DeliPery  Sjstems  and  Management  Processes  of  the  Department  of 
Heterans  Affairs,  Assessment  G  (S taffmgf  Productivity/ Time  AUocation),  39,  accessed  April  13,  2016, 
http:/  /  WWW. va.gov/ opa/ choiceact/documents  /  assessments  /  Assessnient_CT_Staffin^Prc3ductivitj^pdf. 
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by  up  to  $310,000  and  on  average,  $74,631.  The  only  specialties  for  which  VHA  physicians  made 
equal  to  or  more  than  industry  averages  were  anesthesiology,  nephrology,  ophthalmology,  and 
psychiatry. In  another  example  of  barriers  to  competitive  pay,  current  provisions  in  law  limit 
VA  to  a  60  percent  level  of  market  pay  compensation  for  allied  health  professionals,  even  when 
recruitment  failures  demonstrate  the  need  to  offer  higher  salaries.^^o  As  noted  above  in  the 
discussion  on  classification,  failure  to  appropriately  classify  positions  also  leads  to  a  salary  that 
is  not  competitive  with  private-sector  health  care  organizations  for  positions  such  as  customer 
service  personnel. 

In  the  area  of  educational  debt  repayment  relief,  VHA  lags  behind  other  federal  and  state 
agencies  that  use  such  programs  to  fill  critical  physician  shortages  in  medically  under-served 
areas.^^^  VHA  can  offer  up  to  a  maximum  of  $60,000  for  2  years  ($30,000  per  year).  HRSA 
National  Health  Service  Corps  (NHSC)  runs  three  programs:  the  NHSC  loan  repayment 
program  that  provides  up  to  $50,000  in  loan  payments,  the  Student-to-Student  Loan  Repayment 
Program  for  up  to  $120,000,  and  the  State  Loan  Repayment  Program  with  each  state 
establisMng  loan  amounts  that  are  administered  by  HRSA.^^^  These  amounts  range  broadly 
from  $80,000  in  Arizona  and  Arkansas,  $90,000  in  Colorado,  $100,000  in  Georgia  and  Alabama, 
and  $190,000  in  California,^^^ 

Clinic  Staffing  Is  impaired  by  Current  Law,  Regu/at/on,  and  Poiicy 

Successfully  reallocating  staff  to  meet  veterans'  needs  in  a  rapidly  evolving  health  care 
environment  is  difficult  in  VHA.  The  Independent  Assessment  recommended  that  VHA  use 
extended  clinic  hours  and  weekend  clinics  to  better  optimize  space  and  increase  access  to  care 
for  veterans,^^  VA  policy  currently  prohibits  full-time  VA  physicians  from  receiving  fee-basis 
compensation  from  the  same  VA  facility  in  which  they  are  salaried,  although  they  can,  under 
certain  circumstances,  receive  fee-basis  appointments  at  other  VA  facilities. 

These  restrictions  can  make  it  hard  to  meet  policy  requirements  for  night  and  weekend 
schedules^^^  without  reducing  staffing  on  inpatient  units  or  under-resourced  primary  care 
clinics.  Use  of  alternative  work  schedules  and  overtime  pay  for  physicians  to  meet  local  patient 
demands  should  be  under  control  of  local  medical  center  directors. 


Ibid.,  4(1 

Increases  in  Rates  of  Basic  Pay,  38  U.S.C.  §  7455, 

Joleen  Clark,  Hetrick,  and  Donna  Schroeder,  Veterans  Health  Administration  Leading  Access  Scheduling 
Initiative  ~  People,  Persorme/ Sys^e/F/  Workgroup  Kepnri,  August  2014, 

“Loan  Repayment  Program,''  U.S.  Department  of  Health  and  I  luman  Services,  National  I  lealth  Scr\4cc  Corps, 
accessed  June  9,  2016,  http://nhsc.hrsa.gov/loanrepayment/. 

S45  “Physician  Loan  Repayment  Guide,”  Jimmy  K^rnezis,  accessed  April  13,  2016, 
https:  /  /  wavw.cre  dible.com /blog/ physiciandoan-repayment-guide/. 

Grant  'rhornton,  ludepeudeut  Assessu/er/  of  the  Heakh  Care  Deimry  Systems  and  Mmagement  Processes  of  the  Depmtment  of 
Veterans  Affairs,  Assessment  G  (Staffirig/ Pmductivfff  Time  Allocation)^  136,  accessed  April  13,  2016, 
http:/ /vvnvw,  va.gov/ opa/choiceact/  documents/ assessments/ Assessment_G_Staffing_Productivity,pdf, 

VA  Handbook  5005,  pt.  11,  ch.  3,  §  A,  para.  3b. 

Extended  Hours  Access  for  Veterans  Requiring  Primary"  Gare  Including  Women's  Health  and  Mental  He^dth  Seixdces 
at  Department  of  Veterans  Affairs  Medical  Centers  and  Selected  Community"  Based  Outpatient  CEnics,  VI  lA  Directive 
2013-001  (2013). 
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VHA  Staff  Receive  Inadequate  Training  including  at  initial  Hire 

Leading  practices  include  providing  mandatory  onboarding  training  that  introduces  policies^ 
procedures,  and  necessary  skills.  Onboarding  programs  include  various  activities  that  expose 
new  hires  to  the  culture  of  the  organization  and  expectations  based  on  roles  and  responsibilities. 
A  report  released  by  the  Society  for  Human  Resources  Management  suggests,  "Formal 
orientation  programs  help  new  employees  understand  many  important  aspects  of  their  jobs  and 
organizations,  including  the  company's  culture  and  values,  its  goals  and  history  and  its  power 
struchire."^^  To  make  up  for  inadequate  on-boarding  and  to  fill  current  staffs  understanding  of 
VA,  VHA  is  providing  VA  101  training  for  current  employees,  with  60  facilities  having 
completed  the  training  in  FY  2015.5^  Employees  in  VA  continue  to  desire  a  wide  array  of 
training,  including  customer  service  training,  professional  development,  peer-to-peer  training, 
hands-on  training,  and  role-specific  training.^^ 

HR  Professiona/s  Must  Focus  on  People  and  Business  Priorities  Not  Compliance 

VHA  job  candidates  indicate  they  have  unsatisfactory  recruiting  experiences,  noting  failures  in 
timely  follow-up  and  communication. VA  human  resources  management  and  administration 
indicate  that  VA  HR  professionals  do  not  exhibit  a  uniform  level  of  competency,  frequently  do 
not  understand  the  employee  recruitment  process  end-to-end,  and  fail  to  provide  high  quality 
consultative  support  to  managers  with  respect  to  all  HR  functions,  but  particularly  in  the  area  of 
progressive  discipline  and  firing  of  employees.^^^  Currently  HR  professionals  in  VA  are  largely 
focused  on  compliance  with  a  complex  set  of  rules, rather  than  adding  true  value  to  the 
organization  and  being  able  to  be  full  partners  in  accomplishing  VHA  business  objectives. 
Resolving  these  staffing  issues  would  render  the  overall  HR  function  more  effective, 

VHA  must  become  the  employer  of  choice  to  attract  and  retain  the  very  best  health  care 
workforce.  To  help  it  accomplish  this  goal,  VHA  requires  competitive  pay  and  flexible  hiring 
and  talent  management  processes,  VHA  cannot  achieve  that  goal  within  its  current  personnel 
systems.  A  uniform  alternative  personnel  system  under  Title  38  for  all  VHA  human  capital 
management  would  accomplish  all  of  the  following: 

■  Meet  the  unique  staffing  demands  of  a  health  care  delivery  organization. 

■  Allow  market-based  compensation  and  pay-setting  latitude  using  broad  pay  bands  to 
support  staff  growth  and  progression  within  their  job.  VHA  must  consider  total 
compensation  (with  benefits),  as  compared  to  market  rates  because  the  government 
provides  many  more  benefits  than  private-sector  organizations.  Consequently,  VA  may 


S47T-ilya  Bauer^  Society  for  Human  Resource  Management^  Ne^i^  Hmployees:  ZtUO, 

accessed  May  13,  2016,  hups:/ /^vu^^shrm.org/ about/ foundation/products/documencs/onboarding  percem20cpg- 
perc  entZOfinaLpd  f . 

Veterans  Health  Administration,  B/mprifif for  Ex€e/kn<:e:  Fiscal  Year  201 5  KisMlts:  CommmkatmgAcm^/p/isbmnfs^ 
presented  to  the  Nation^il  Leadership  Committee,  March  22,  2016. 

.S49  “XtyVA,  Putting  Veterans  First/'  MyVA  Advisor}'  Committee  (AW/XC),  Meeting  #4,  Februar\^  C2,  2016,  103. 

McKinse}^  &  Company,  Jnc.,  Asscssr/^e^if  of  the  Health  Cane  Deiive^'  Systems  and  Management  Processes  of  the 

Department  of  ] Cdemns  Affairs,  Assessment  L  (iM^l^rshipf  1 10,  accessed  April  13,  2016, 
http://  va.gov/  opa/  c  ho  keact  /  documents  /  asses  sments  /  As  scs  smen  t_L_Lcad  er  ship,  pd  f . 

Satn  Retherford,  Principal  Deputy  Assistant  Secretar}"  for  Human  Resources  and  Administration,  Department  of 
Veterans  Affairs,  speaking  to  the  leadership  workgroup  of  the  Commission  on  Care,  December  15,  2015. 

552  Ibid. 
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pay  less  than  private-sector  employers  for  a  position,  but  the  total  compensation  (with 
benefits)  may  end  up  being  equivalent  to  private-sector  total  compensation. 

■  Allow  flexibility  in  the  processes  used  to  hire  staff  including  direct  hiring  when  needed. 

■  Support  career  planning  and  professional  development  through  the  application  of 
competency  models  and  training  specific  for  health  care  as  part  of  position  management. 

■  Simplify  the  management  tasks  for  supervisors  and  hiring  managers  who  will  only  need 
to  know  one  set  of  rules  and  processes  instead  of  four. 

■  Simplify  the  job  of  HR  professionals  who  will  only  need  to  know  one  set  of  rules  and 
processes  instead  of  four. 

'  Allow  development  and  training  of  the  HR  workforce  in  VHA  to  focus  on  only  one 
personnel  system  to  create  true  end-to-end  hiring  expertise. 

■  Reduce  competition  within  government  where  shortages  of  HR  professionals  create 
competition  for  Title  5  trained  HR  professionals. 

■  Create  streamlined  and  uniform  standards  and  approach  to  discipline  and  dismissal. 

■  Create  fairness  among  staff  in  sick  leave,  vacation  pay,  salary,  awards  and  bonuses,  and 
compensatory  time  off. 

■  Support  flow  of  staff  between  the  field  and  VHA  Central  Office  (VHACO)  under  a 
single  personnel  system. 

Establishing  a  new  human  capital  management  system  in  VHA  will  neither  be  easy  nor  quick, 
nor  will  it  be  a  panacea  that  alone  will  fix  all  that  is  wrong  with  recruitment,  retention, 
development,  and  advancement.  In  designing  and  implementing  a  new  system,  VHA  must  take 
full  advantage  of  private-sector  resources  and  expertise  in  human  resource  management  and 
ensure  that  the  new  system  is  built  to  be  compatible  with  the  private-sector.  As  VHA  moves 
toward  greater  integration  of  care  delivery,  with  networks  of  community  providers, 
compatibility  in  personnel  systems  and  a  resulting  greater  flow  of  employees  between  VHA 
and  community  sites  can  help  create  closer  linkages  between  the  two  parts  of  the  care  delivery 
system. 

Implementation 
Leg/s/at/ve  Changes 

■  Create  a  simple-to-administer  alternative  personnel  system,  in  law  and  regulation, 
which  governs  all  VHA  employees,  applies  best  practices  from  the  private  sector  to 
human  capital  management,  and  supports  pay  and  benefits  that  are  competitive  with 
the  private  sector. 

■  Update  student  loan  reimbursement  limits  to  be  competitive  with  other  federally 
administered  programs  and  market  conditions. 
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■  Establish  an  appeals  process  that  provides  staff  appropriate  due  process  that  is  based  on 
the  regulatory  standards  for  the  new  alternative  personnel  system. 

VA  Administrative  Char}ges 

■  Eliminate  barriers  to  creating  hiring  pools  for  positions  with  frequent  turnover 

(e,gv  extend  the  length  of  time  over  which  candidates  can  continue  to  be  hired  from  a 
completed  certification  until  all  of  the  qualified  candidates  are  hired  or  have  declined 
offers). 

■  Eliminate  barriers  to  initiating  a  recruitment  process  when  vacancies  are  anticipated; 
positions  need  not  be  empty  before  recruitment  ensues.  In  some  cases^  hires  should  also 
be  made  before  the  departure  of  key  personnel  to  allow  for  on-the-job  training  and 
mentoring  of  the  replacement. 

■  Benchmark  credentialing  to  private-sector  processes  and  consider  outsourcing  the 
process  as  much  as  practicable  through  centralized  mechanisms. 

■  Release  market  pay  and  total  compensation  information  to  the  field  for  all  job  categories 
using  commercially  available  data  and  information^  at  least  every  2  years. 

Other  Department  and  Agency  Administrative  Changes 

■  OPM  should  continue  to  oversee  and  administer  benefits  for  VHA  but  not  impose  any  of 
the  other  existing  conditions  or  requirements  on  the  management  of  the  new  alternative 
personnel  system.  The  new  personnel  system  should  be  governed  by  the  new  legislative 
requirements  and  those  established  during  the  anticipated  rulemaking  process  in  VA. 
These  requirements  include  market-based  pay^  performance  awards^  or  performance 
and  disciplinary  processes  other  than  those  imposed  under  Title  38. 
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Recommendation  #16:  Require  VA  and  VHA  executives  to  lead  the 
transformation  of  HR,  commit  funds,  and  assign  expert  resources  to  achieve 
an  effective  human  capital  management  system. 

Problem 

Effective  planning  for  and  management  of 
human  capital  are  core  enabling 
requirements  for  any  organization.  If  the 
system  that  supports  the  employees  fails, 
then  the  organization  fails.  Executive  leaders 
must  ensure  the  success  of  human  capital 
management;  however,  for  too  long  in  VA, 
human  capital  management  has  not  been  a 
top  priority  for  leadership  time,  attention, 
and  funding  support  Human  capital 
management  personnel  must  be  equal 
members  of  the  leadership  team, 
contributing  fully  to  strategic  decisions  and 
planning  for  future  initiatives. 

Background 

As  recognized  by  GAO,  ''to  attain  the 

accountability,  federal  agencies  depend  on  three  enablers:  people,  process,  and  technology.  The 
most  important  of  these  is  people,  because  an  agency's  people  define  its  character  and  its 
capacity  to  perform/'^^^  Human  capital  management,  although  often  viewed  as  a  cost,  must  be 
viewed  as  an  investment  in  business  success.^^^  For  too  long,  VA  human  capital  management 
has  been  undervalued  and  under  resourced,  A  1993  report  from  GAO  outlined  many  of  the 
same  deficiencies  found  in  2016:  a  focus  on  compliance  instead  of  outcomes,  a  lack  of  proactive 
human  capital  planning  and  management,  and  a  weak  system  of  rewards  and  incentives  to 
attract  and  retain  qualified  personnel,^^^ 

Today,  VA  Human  Resources  and  Administration  (HRA)  shares  responsibility  for  human 
capital  management  with  VHA.  Neither  organization  has  been  able  to  establish  a  high- 
performing,  effective,  human  capital  management  system.  For  VHA  to  transform  to  a  high- 
performing  organization,  human  capital  management  must  do  the  same. 

Analysis 

VA  "needs  a  fundamental  overhaul  of  the  core  support  functions  (including  human 
resources)  ...  to  increase  responsiveness  and  efficiency  and  improve  customer  service.  These 
functions  should  be  aligned  with  the  needs  of  the  VHA  organizations  delivering  care  to 


highest  level  of  performance  and 


The  Commission  Recommends  That 


■  VHA  hire  a  chief  talent  leader  who  holds 
responsibility  for  the  operation's  entire  HR  enterprise, 
is  invested  with  the  authority  and  budget  to 
accomplish  the  envisioned  transformation,  and 
reports  directly  to  the  CVCS, 

■  VA  and  VHA  prioritize  the  transformation  of  human 
capita!  management  with  adequate  attention, 
funding,  and  continuity  of  vision  from  executive 
leaders. 

■  VA  align  HR  functions  and  processes  to  be  consistent 
with  best  practice  standards  of  high-performing 
health  care  systems. 

■  VA  Human  Resources  and  Administration  and  the 
Office  of  Information  and  Technology  should  create 
an  HR  information  technology  plan  to  support 
modernization  of  the  HR  processes  and  to  provide 
meaningful  data  for  tracking,  quality  improvement, 
and  accountability. 


General  Accountability  Office,  Hiiman  Capital:  A  SclpAssmmmt  Chu-klist for  Agency  Imdm^  GAO/OCG-00-14G, 
version  1,  September  2000,  3,  accessed  ]une  10,  2016,  http: //\v\vw.gao.gov /assets/80/ 76520.pdf. 

554  Ibid. 

555  U.S.  General  Accountability  Office,  Mamge/rmit  o/lPA:  hnpwmd  Human  V^source  PlanningHeeded  to  Achieve  Strategic 
GVW/,  CtAO/HRD-93-10,  March  1993,  accessed  fune  10,  2016>  http: //\\Tvw.gao.gov/assets/220/21 75 12.pdf. 
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Veterans/'^^^  Governance  and  responsibility  for  human  capital  management  is  fragmented  and 
complicated.^5^  Medical  center  directors  appear  to  be  largely  on  their  own  in  addressing  human 
capital  management  needs,  without  competent  and  timely  assistance  to  support  hiring 
employees,  planning  for  succession,  and  taking  disciplinary  actions. Recruiting  takes  too  long 
and  is  cumbersome  because  information  is  not  shared  freely  among  the  various  organizational 
components. Candidates  are  not  treated  with  respect,  experience  lengthy  intervals  between 
contacts  from  VA,  fail  to  receive  timely  follow-up  once  candidates  are  selected,  and  experience  a 
lengthy  on-boarding  process.^^^^  Human  capital  management  also  fails  to  effectively  support  the 
disciplinary  process,  which  is  perceived  as  too  long  and  too  difficult.^^^  Insufficient  resources 
are  devoted  to  training, leaving  VHA  vulnerable  to  failure. 

VA  requires  a  comprehensive  redesign  of  the  human  resources  function  to  be  more  responsive, 
more  efficient,  and  more  focused  on  customer  service.^^  Transforming  HR  will  require 
"redesigning  key  processes,  shifting  the  mindset  of  [human  resources]  staff  from  compliance  to 
effectiveness,  training  [human  resources]  and  its  customers  on  key  roles  and  responsibilities, 
and  rationalizing  its  technology  systems. 

Some  progress  has  been  made  in  updating  human  capital  management  functions.  VA  is  in  the 
process  of  implementing  new  talent  management  software  to  provide  better  process 
management  and  analytics.^^^  HRA  has  also  started  a  new  HR  Academy.^*^'  The  academy  is 
intended  to  demonstrate  alignment  between  training  resources  and  competency  requirements^^^ 
and  to  describe  the  experience  needed  to  advance  to  the  next  position  level  in  human 
resources.^^®  VA  instituted  a  new  online  senior  executive  service  performance  management 
system  that  permits  real-time  tracking  of  the  performance  management  process  and  analysis  of 


55(y  MITRE  Corporation,  Assessmnl  o/yhe  Health  Care  Deikery  Sy  stems  a  ftd  Management  Processes  of  the 

Depa^fmeni  af  Heterans  Mffairs,  Yolnme  t:  Integrated  Keport^  37,  accessed  J  anna w  26,  2016, 
http:/  /\v\TO  .va.gov/  opa/  choiceact/ documents/  assessments/iiitegratcd_rcport.pdl'. 

The  MITRE  Corporation,  Independeni  Assessment  c?/  the  Health  Care  Dellue^^  Systems  and  iManagement  Processes  of  the 
Department  of  Heterans  Affairs^  Assessment  L  (headenhip),  110,  accessed  January  26,  2016, 
http:/  /  WWW. va.gov/ opa /choiceact/ documents/ assessments /As  sessment_L_Leadership.pdf. 

5S8  MITRE  Corporation,  Independent  Assessment  of  the  Health  Care  Delmry  Systems  and  Management  Processes  of  the 

Department  of  Heterans  AffhirSf  Hohime  1 :  Integrated  Kepori  L3,  accessed  January  26,2016, 
http:/  /  va.gov/  opa/choiceact/docuinents/ assessments/integrated^report.pdf. 

The  MITRE  Corporation,  Independent  Assessment  of  the  Health  Care  Delmey  Systems  and  Alanagement  Ptwesses  of  the 
Department  of  AeteransAffedrs,  Assessment  H  fLa;adersh/p)f  109,  accessed  January  26,  2016, 
http:/ / WWW,  va.gov/ opa/ choiceact /documents/ assessments/ Assessment_T._T.eadership,pdf, 

Ibid.,  110. 

Ibid.,  61 , 

Ibid.,  67. 

The  MITRE  Ctnporadoii,  Independent  Assessment  of  the  Health  Care  DeHrery  Systems  and  Management  Processes  of  the 
Department  of  \  'eterans  AffairSj  Volume  t:  Integrated  P^porp  L5,  accessed  Januar^^  26,  2016, 
http:/ /  w^w.va.gov/  opa/choiceact/documents/ assessments /integrated_rep<>rt.pdf. 

Ibid. 

Sam  Retherford,  Principal  DepLity  Assistant  Secretary  for  Human  Resources  and  Administration,  Department  of 
Veterans  Affairs,  speaking  to  the  leadership  workgroup  of  the  Commission  on  Care,  December  15,  2015, 

Ibid. 

Department  of  Veterans  Affairs,  HR  Academy,  TMS  User  el  DP  Checklist,  accessed  Jan  uar)^  25,  2016, 
wmv .  V  ah  r  academy .  v  a.go  v  /  docs  /  T  MS  U  sere  ID  P  Checkli  s  t.  pd  f . 

^  “VA  HR  Academy:  Re  sources,”  Department  of  Veterans  Affairs,  accessed  January"  25,  2016, 

w^vw. vahracademy.va.gov/rcsources.asp.  Department  of  Veterans  Affairs,  VA  HR  Competeruy  Model  Reference  Guide, 

accessed  Januar)^  25,  2016,  ww^v.%'ahracademy, va.gov/ docs/ VAHRt  iompetencyModelReferenceCTuide.pdf. 
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performance  outcomes;^^^  however^  HR  specialists  must  still  use  as  many  as  30  different  IT 
systems  that  do  not  communicate  with  each  other  to  do  their  work.  Although  some  new 
systems  have  been  purchased,  life  cycle  funding  for  them  is  not  guaranteed  by  the  Office  of 
Information  and  Tecluiology  and  no  concrete  plan  has  been  approved  to  replace  and 
consolidate  the  many  current  systems  that  are  not  interoperable*  In  addition,  funding  support 
for  HRA  initiatives  overall  are  not  planned,  allocated,  and  maintained  at  consistent  levels  year- 
to-year  in  the  departmental  budget,  impeding  long  term  transformation. 

A  VHA  workgroup  was  formed  with  HR  subject  matter  experts  and  leadership  to  identify 
hiring  barriers  and  develop  recommendations  for  improvements.  The  workgroup  fielded  a 
survey  in  July  2014  to  gather  broad  input  from  VHA  on  the  deficiencies  in  the  management  of 
human  capital  in  VHA*  These  experts  concluded  that  VHA  should  move  to  a  new  alternative 
personnel  system  under  Title  38.^^  {See  Recommendation  #15.) 

Substantial  deficiencies  in  human  capital  management  still  remain  in  VA.  The  funding 
mechanism  to  support  the  departments'  human  capital  management  does  not  support  long- 
range  planning  and  effective  program  implementation.  The  lines  of  authority  and  management 
for  human  capital  management  professionals  do  not  permit  consistency  in  the  quality  and  skill 
of  the  human  capital  management  professionals  hired  and  promoted,  nor  does  the  reporting 
structure  allow  HRA  to  hold  human  capital  management  staff  accountable  for  effective  service 
delivery.  The  investment  in  human  capital  management  information  technology  systems  has 
been  inadequate  for  decades.^^^ 

Top  leadership,  including  the  SECVA,  DEPSECVA,  and  CVCS,  must  make  the  transformation 
of  human  resources  a  top  priority  as  demonstrated  by  investing  their  personal  time  in  human 
capital  management  transformation;  reviewing  and  endorsing  a  transformation  plan  including 
the  funding  required  to  accomplish  it;  receiving  regular  progress  updates;  and  engaging  in 
problem-solving  sessions  with  human  capital  management  leaders  to  refine  and  advance 
transformation  efforts*  Top  leadership  must  demonstrate  to  other  leaders  that  human  capital 
management  transformation  is  an  organizational  priority  by  disseminating  clear  goals  for 
transformation  in  planning  documents,  communicating  expectations  for  change  that  are  clear  to 
all  key  employees,  and  sharing  successes  with  subordinate  leaders  and  employees.  The  CVCS 
must  ensure  that  the  executive  who  leads  the  human  capital  management  function  has  the 
demonstrated  knowledge,  skills,  and  experience  in  human  capital  management  to  competently 
lead  the  function  and  make  this  individual  part  of  the  executive  leadership  team  on  par  with 
other  key  functions  like  finance  and  clinical  operations.  (See  suggested  organization  chart  in 
Recommendation  #12.) 


Sam  Rctherford,  Principal  Deputy  Assistant  Secretary  for  1  luman  Resources  and  Administration,  Department  of 
Veterans  Affairs,  speaking  to  the  leadership  workgroup  of  the  (Commission  on  CCare^  December  15,  2015. 

MrrRB  Coq>oraPon,  Independent  Assessment  of  the  Health  Care  Deliver  Systems  and  Management  Processes  of  the 
Department  of  Heterans  Affairs^  Assessment  C  (Ijeadershipp  24, 110,  accessed  January  26,  2016, 
http:/ va.gov/ opa/ choiceact/documents/ assessments/Assessment_L_T.cadership*pdf. 

Sam  Retherford,  Principal  Depuw  Assistant  Secretary  for  Human  Resources  and  Administration,  Department  of 
Veter^ins  Affairs,  speaking  to  the  leadership  workgroup  of  the  (ktinmissiEjn  on  Clare,  December  15,  2015. 

5^2  Ibid. 

Ibid. 
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The  SECVA,  DEPSECVA,  and  CVCS  must  engage  subordinate  leaders  in  the  transformation 
process  by  ensuring  the  needs  of  these  leaders  have  informed  the  transformation  solutions;  that 
subordinate  leaders  are  assigned  specific  responsibilities  under  the  transformation  plan;  and 
they  are  held  accountable  by  the  CVCS  for  outcomes.  They  must  also  ensure  that  the  HR 
transformation  and  ongoing  HR  function  is  adequately  resourced  to  be  successful. 

The  VA  HRA  and  VHA  Workforce  Management  Office  must  engage  change  management 
experts  to  undertake  a  review  of  human  resource  business  processes,  management  structures, 
funding,  and  technology  needs  to  create  a  transformation  agenda  and  human  capital 
management  plan.  As  VHA  is  shifting  to  a  new  alternative  personnel  system  under  Title  38,  the 
human  capital  management  plan  should  consolidate  in  VHA  the  HR  functions,  responsibility, 
and  authority  required  to  hire,  manage,  develop,  reward,  and  discipline  staff  and  consider 
whether  functions  such  as  benefit  management  remain  with  HRA  or  move  to  VHA. 
Furthermore,  the  plan  should  address  all  of  the  following  issues: 

■  need  for  a  chief  of  talent  management 

■  consistency  with  benchmark  standards  of  private-sector  health  care  systems 

■  key  organizational  structures  and  roles  and  responsibilities  of  VA  and  VHA  in  human 
capital  management  that  are  clearly  defined  and  consistent  with  benchmark 
organizations 

■  the  full  life  cycle  of  human  capital  management  (i.e,,  planning,  recruitment,  hiring, 
retention,  development,  performance  management,  and  discipline),  which  should  be 
supported  effectively  by  human  capital  management  and  fully  meet  the  needs  of 
managers  and  staff 

■  federal  sharing  authority  and  the  ability  to  outsource  human  capital  management 
functions  to  the  private  sector  are  addressed 

■  IT  investments  and  analytical  capability  to  provide  meaningful,  timely  data  to  managing 
staffing,  performance  tracking,  and  accountability 

■  meaningful  performance  metrics  and  risk  management  indicators  that  are  established 
for  human  capital  management^^^ 

■  funding  and  full-time  equivalent  employee  staffing  for  human  capital  functions  that 
meet  private-sector  benchmark  standards  for  health  care 

■  knowledge,  skills,  and  ability  required  of  human  capital  management  professionals  at 
each  grade  and  within  each  series,  which  should  be  clearly  defined,  and  a  requirement 
to  assess  current  staff,  new  hires,  and  promotions  against  this  standard,  which  should 
include  procedures  for  dismissal 


General  Accountability  Office,  CapUa/:A  SeifAssessmnt  C/jefk/isf/orAgeng}  Lei:iders,  GAO/OCG-OO-lAG, 

version  T  September  20(10^  34,  accessed  June  10,  2016,  http:/ /vT^^.gao.gt>v/assets/B0/76520.pdf. 
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Once  completed,  this  analysis  and  draft  plan  must  be  shared  widely  within  the  department  to 
gain  feedback  and  input,  and  it  must  be  shared  with  OPM,  OMB,  and  Congress.  After 
incorporating  feedback  and  finalizing  the  plan,  HRA  should  engage  change  management 
experts  to  fully  implement  the  transformation  agenda  and  new  human  capital  management 
plan.  Implementation  will  require  funding  contributions  from  VA  and  VHA  that  the  SECVA 
must  mandate. 

HRA  must  develop  and  implement  an  effective  progressive  discipline  process  for  all  staffing 
authorities  (i.e..  Title  5,  Title  38,  Title  38  Hybrid,  Title  38  7306,  and  SES).  This  process  must 
include  clear  standards,  guidelines,  and  training  for  supervisors  and  managers  on  how  to 
implement  the  new  progressive  discipline  process.  All  managers  and  supervisors  and  human 
capital  management  professionals  must  complete  the  training,  and  VA  must  establish  a  process 
for  ensuring  that  new  supervisors  and  managers  complete  the  training  on  an  ongoing  basis. 
HRA  must  develop  HR  staff  to  be  effective  coaches  so  they  can  provide  the  coaching  and 
support  that  managers  need  as  they  embark  on  disciplinary  procedures  to  ensure  timely  and 
effective  interventions. 

VHA  supervisors  and  managers  must  be  held  accountable  for  applying  these  procedures  when 
poor  performance  or  conduct  occurs.  To  enable  accountability,  VHA  must  have  a  technology 
infrastructure  to  actively  track  and  manage  poor  performance  (armual  ratings  and  disciplinary 
actions)  that  both  human  capital  managers  and  supervisors  can  use  to  keep  track  of  issues. 

The  Commission  notes  GAO  is  launching  a  comprehensive  audit  of  human  capital  management 
functions  in  VA  to  be  delivered  to  Congress  in  September  2016.^^^  The  review  and  resulting 
recommendations  will  provide  further  insights  to  promote  meaningful  transformation  of 
human  capital  management  in  VHA. 

Implementation 

Leg/s/at/ve  Changes 

■  None  required. 

VA  Administrative  Changes 

The  following  administrative  changes  are  a  priority  over  the  next  36  months.  To  assist  VHA  in 
implementing  these  actions  and  to  promote  accountability  and  oversight,  the  Commission  has 
provided  a  detailed  timeline  and  assigned  responsibility  for  action  in  Appendix  B. 

■  Employ  HR  and  change  management  experts  to  undertake  a  review  of  its  business 
processes,  management  structures,  funding,  teclinology,  and  the  legal  authority  needed 
in  HR  to  create  a  transformation  agenda  and  human  capital  management  plan. 

■  Require  VHA  to  allocate  budget  to  fully  support  the  change  plan  and  ongoing  HR 
operations. 


Ms.  Frieda  Sten:^ef  lead  investi^tor,  U  S.  Governmenj;  Accountability  Office,  during  an  initial  meeting  with  VACO 
HRd^rY  about  a  new  study  being  undertaken  b}-  CtAC),  December  18,  2015.  The  study  is  intended  to  1)  assess  VHAs 
capacity  to  perform  its  workforce  planning  and  talent  management,  and  2)  evaluate  the  effectiveness  of  VIlAs  human 
capital  functions. 
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■  Develop  and  implement  an  effective  progressive  discipline  process  for  all  staffing 
authorities. 

Other  Defjartment  and  Agency  Administrative  Changes 

■  None  required. 
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Eligibility 

Recommendation  #17:  Provide  a  streamiined  path  to  eiigibility  for  heaith 
care  for  those  with  an  other-than-honorable  discharge  who  have  substantiai 
honorable  service. 

Problem 

Addressing  access  issues  is  at  the  core  of  the 
Commission's  charge*  Veterans  face  a  range 
of  barriers  to  care,  from  geographic  barriers 
to  facility-specific  problems,  such  as  long 
wait  times  for  an  appointment  or  lack  of 
evening  or  weekend  hours.  These  barriers, 
which  affect  even  those  with  service-incurred  health  conditions,  can  be  overcome*  Some  former 
service  members,  however,  have  encountered  a  more  fundamental  barrier  when  applying  for 
care.  Because  of  the  character  of  their  discharge,  they  are  not  considered  veterans,  and  thus  are 
not  eligible  for  VA  care* 

In  some  cases,  individuals  have  been  dismissed  from  military  service  with  an  other-than- 
honorable  (OTH)  discharge  because  of  actions  that  resulted  from  health  conditions  (such  as 
traumatic  brain  injury,  posttraumatic  stress  disorder  [FTSD],  or  substance  use)  caused  by,  or 
exacerbated  by,  their  service*  Under  VA  regulations,  these  individuals  do  not  meet  the 
definition  of  a  veteran,  and  are  therefore  ineligible  for  VHA  medical  care.  This  situation  leaves  a 
group  of  former  service  members  who  have  service-incurred  health  issues  (namely  mental 
health  issues)  unable  to  receive  the  specialized  care  VHA  provides. 

Background 

Veteran  status  is  the  basis  for  eligibility  for  all  VA  benefits, and  under  law  a  veteran  is  a 
person  who  has  met  three  criteria:  active-duty  military  service  (subject  to  specified  exceptions), 

2  years  of  continuous  service,  and  discharge  or  separation  from  the  military  under  conditions 
other  than  dishonorable.^^  The  military  characterizes  discharges  into  one  of  five  categories: 
honorable,  general  (under  honorable  conditions),  OTH,  bad  conduct  (adjudicated  by  a  general 
court  or  special  court-martial),  and  dishonorable.^^® 

Congress  has  established  specific  bars  to  VA  benefits.  Those  barred  by  statute  tnclude  deserters, 
individuals  sentenced  by  a  general  court-martial,  and  conscientious  objectors  who  refused  to 
perform  military  duty,^^^  VA  regulations  interpret  the  phrase  "discharged  or  released  .  . ,  under 
conditions  other  than  dishonorable"  to  mean  that  a  discharge  or  release  because  of  one  of  the 
following  offenses  is  considered  to  have  been  issued  under  dishonorable  conditions: 

(1)  acceptance  of  an  OTH  discharge  to  escape  trial  by  general  court-martial,  (2)  mutiny  or 


Congressional  Research  Service,  V^et^ans'  BeneJiJs:  The  Impact  of  Military  Dhchm^u  on  Bask  HUgibUiy^  3,  accessed  May  26, 
20 1 6 ,  b,  t  tps :  / fas*  org/  sgp  /  crs  /  m  i  s  c  /  R 43928 *pd  f. 

Veterans  Benefits,  38  U.S.C*  §  101(2)* 

(iongtessional  Research  Service,  I  kterans'  Benefits:  Use  Impact  o/Militay  Discharges  on  Bask  liiigihilit)\  3,  accessed  May  26, 
2016,  https: //^^^^^v*fas*org/ sgp/ ers/ misc/R43928*pdf. 

Certain  Bars  to  Benefits,  38  U.S.C.  §  5303(a). 


The  Commission  Recommends  That 


■  VA  revise  its  regulations  to  provide  tentative  eligibility 
to  receive  health  care  to  former  service  members  v^ith 
an  other-than-honorable  discharge  who  are  likely  to 
be  deemed  eligible  because  of  their  substantiai 
favorable  service  or  extenuating  circumstances  that 
mitigate  a  finding  of  disqualifying  conduct. 
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spying^  (3)  an  offense  involving  moral  turpitude^  (4)  willful  and  persistent  misconduct^  and 
(5)  certain  homosexual  acts  involving  aggravating  circumstances. 

Limited  exceptions  to  those  statutory  and  regulatory  bars  permit  VA  to  award  of  benefits. 

A  claimant  may  be  granted  benefits  if  VA  determines  that  the  claimant  was  insane  at  the  time  of 
the  offense  leading  up  to  discharge. Benefits  may  be  granted  based  on  a  prior  period  of  other- 
than-dishonorable  service  for  individuals  with  two  or  more  periods  of  service.^^^ 

Former  service  members  with  an  OTH  discharge  as  a  result  of  a  regulatory  (rather  than  a 
statutory)  bar  are  eligible  for  VA  care  for  service-incurred  condition  Former  service 
members  with  OTH  discharges  are  not  recognized  as  veterans,  so  they  will  be  routinely  denied 
treatment  unless  they  initiate,  and  prevail  in,  an  adjudication  conducted  by  the  Veterans 
Benefits  Administration  as  to  the  character  of  their  discharge.  No  routine  mechanism  exists  to 
trigger  adjudication  to  determine  if  such  a  discharge  is  not  dishonorable.  In  many  instances,  the 
character  of  an  individual's  discharge  is  predicated  on  behaviors  that  resulted  from,  or  are 
linked  to,  behavioral  health  conditions  that  had  their  origin  in  service,  yet  VA  regulation  bars 
the  individual  from  receiving  benefits.^®^ 

Analysis 

Veterans'  benefits  are  understood  to  be  earned.  The  principle  has  been  described  as  follows:  In 
harsh  environments  in  which  lives  may  be  on  the  line,  serious  breaches  of  conduct  that  interfere 
with  the  military  mission  should  rightfully  brand  the  offender  for  life  and  should  likewise 
prohibit  them  from  being  eligible  for  the  special  military  benefits  and  entitlements  resented  for 
honorable  and  meritorious  service.^^^ 

Some  argue  the  offender's  mental  state  at  the  time  of  the  misconduct  must  be  taken  into  account 
when  considering  veteran  status.^®^  For  example,  many  service  members  have  experienced 
combat  and  sustained  psychological  wounds  of  war  that  manifest  behaviors  that  lead  to 
military  discipline. VA  regulations  not  only  fail  to  account  for  the  role  of  those  psychic 
wounds,  but  are  themselves  overbroad,  weak  discriminators  as  to  what  is  truly  dishonorable 
service.  To  illustrate,  commentators  have  identified  two  regulatory  bars  as  particularly 
problematic:  those  based  on  moral  turpitude,^®®  and  willful  and  persistent  misconduct®®^ 
Neither  of  those  two  regulatory  terms,  which  originated  in  1944,®^^  are  defined;  neither  provides 


Characters  of  Discharge^  38  C.F.R.  3J2(d). 

Certain  Bars  to  Benefits,  38  U.S.C.  §  5303(b). 

Congressional  Research  Sendee,  l^e^erms'  The  be/paet  f)f  Dhehar^es  on  Banc  3,  accessed  May  26, 

2016,  https :  /  /  fa  s.org/  sgp  /  cr s  /  mi  s  c  /  R43 928 .pd  f . 

Sec.  2,  Pub.  L.  No.  95-126,  91  Stat.  1106  (1977). 

Certain  Bars  to  Benefits,  38  U.S.C.  §  5303(a).  Characters  of  Discharge,  38  C.F.R.  3.12(d). 

585  Major  Jt>hn  Brooker,  Major  Evan  R.  Seamone,  and  Leslie  C.  Rogall,  “Beyond  ^T.B.D.d  Understanding  VA's 
Evaluation  of  a  Former  Servicemember's  Benefit  Eligibility^  Following  Involuntan^  or  Punitive  Discharge  from  the 
Armed  Forces,”  AiiUtary  Law  Rjeimv,  214,  Winter,  (2012):  12-13,  accessed  June  25,  2016, 
h  ttp  5 :  /  /  mw.  1  oc  .gov/  r  r  /  frd  /  M  i  1  i  tan^_r  aw/  M  i  1  itar  y_r  aw_Re  vi  ew/  p  d  f-  fi  1  es  /  2 1 4- wi  nter-2012.pdf 
Ibid.,  13. 

Ibid. 

58H  Characters  of  Discharge,  38  C.F.  R.  3.12(d). 

Ibid. 

Major  John  Brookcr,  Major  Evan  R.  Seamonc,  and  Leslie  C.  Rogall,  “Beyond  *T.B,D.’:  Understanding  VA's 
Evaluation  of  a  Former  Sendcemeniber''s  Benefit  EHgibilit)^  Following  Invtduntary^  or  Punitive  Discharge  from  the 
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criteria  or  examples  of  what  is  or  is  not  covered.  Both  are  ambiguous  and  susceptible  to 
subjective  judgmenh^'^  with  great  potential  for  different  VA  regional  offices  reacMng  different 
outcomes  on  the  same  facts.^^^  VA  officials  have  acknowledged  that  these  terms  are  broad  and 
imprecise,^^^  and  advocates  have  documented  the  resultant  disparities  in  VA  adjudicative 
decisions*^^ 

The  only  specific  mental-health  exception  to  the  bar-to-benefits  rules  —  that  the  person  was 
insane  at  the  time  of  the  commission  of  offense^^'^  —  is  very  limited.  VA  regulations  define  the 
term  insane^  as  follows: 

An  insane  person  is  one  who,  while  not  men  tally  defective  or  constitutionaliy 
psychopathic,  except  when  a  psychosis  has  hee?i  engrafted  lipon  such  basis  condition, 
exhibits,  due  to  disease,  a  more  or  less  prolonged  deviation  from  his  normal  method  of 
behavior;  or  who  in  terferes  with  the  peace  of  society;  or  who  has  so  departed  (become 
antisocial)  from  the  accepted  standards  of  the  community  to  which  by  birth  and  education 
he  belongs  as  to  lack  the  adaptability  to  make  further  adjustments  to  the  social  customs  of 
the  community  in  which  he  residesf"^^ 

VA's  Office  of  General  Counsel  (OGC)^  in  a  now  almost  20-year  old  precedential  opinion^  has 
construed  that  regulation  narrowly.  Responding  to  a  request  for  an  opinion  regarding  the 
parameters  for  behavior  that  would  constitute  insanity  under  the  regulation,  the  General 
Counsel  advised,  as  follows: 

The  cjuestion  of  msanity  arises  in  numerous  legal  proceedings,  and  its  meaning  may  vary 
according  to  the  jurisdiction  and  the  object  or  purpose  of  the  proceeding.  However,  in  ail 
con  texts,  the  term  in  dicates  a  condition  involving  conduct  which  deviates  severely  from 
the  social  norm.  Black's  Law  Dictionary,  at  794,  states  that  ftjhe  ter??7  is  more  or  less 
synonymous  with  . .  .  psychosis,  which  itself  has  been  defined  as  ''a  mental  disorder 
characterized  by  gross  impairmen  t  in  reality  testing'  or,  in  a  more  general  sense,  as  a 
mental  disorder  in  which  'mental  Junctioning  is  sufficiently  impaired  as  to  interfere 
grossly  with  the  .. .  capacity  to  meet  the  ordinary  demands  oflife/^^’^ 


Armed  Forces/^  Military  Law  Ritiew,  214,  Winter,  (2012):  160-192,  accessed  June  25,  2016, 

http  s :  /  /  .gov  /  rr  /  frd  /  Mili  ta  w_Law/  Mill  tar}^_Law_Re  view  /  pd  F  file  s  /  2 1 4-\\hnter-  20 1 2-pd  f . 

164,  186. 

Ibid.,  10,  172.  Swords  to  Plowshares,  P&ti/iofi Jbr  to  3S  C.F.K  3.'! 2 ({I),  17.34^  17736(ii),  RrguIaFons 

Interpreting  38  U.S.C.  JT  101(2),  K&qmrement for  Semce  'LJnder  Conditions  Other  Than  Dishonorahk,  accessed  May  26,  2016, 
https:/  /  WWW.  swords -to¬ 
pi  ow  sh  ares .  org/  si  t  e  s  /  de  faul  t  /  fil  es  /  V  A%  20Ru3  em  a  k  i  ng54t20Peti  ri  on  %20to*^/)  20amen  d%20tegul  a  ti  o  n  s%20i  n  terprer  i  ng%2 
038"420USC%201 0 1  "/>282^M.292.pdf. 

Major  John  Brooker,  Major  Evan  R.  Seamone,  and  Leslie  Cl  Rogall,  “Beyond  *T.B.D.7  Understanding  VA's 
Evaluation  of  a  Former  Serviccmcmber's  Benefit  EMgibilir)^  Following  Involuntan^  or  Punitive  Discharge  from  the 
Armed  Forces,”  Military  Law  R£i'ien\  214,  Winter,  (2012):  67,  accessed  June  25,  2016, 
https:/ /v^w.loc.gov/rr/ frd/Militaw_raw/Military_raw_Rcview/pdFfiles/21 4-\vinter-201 2.pdb 

Ibid.,  68-70. 

Characters  of  Discharge,  38  GF.R,  3.12(b). 

Determinations  of  Insanity,  38  C.F.R.  3.354(a). 

597  Cienetid  Clounsel:  Opinions  Year  1997/'  IJ.S.  Department  of  Veterans  Affairs,  accessed  June  L5,  2016, 

hrtp://mvw.va.gov/ogc/opimons/1997preccdcntopinions.asp._Vct.  Aff  Op.  Gen  Couns.  Free.  20-97,  VAOPGCPREC 
20-97,  1997,  accessed  June  15,  2016,  http://www.va.gov/ogc/docs/1997/Prc20-97.doc. 
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As  understood  by  VA  OGC  at  the  time,  insanity,  with  its  emphasis  on  gross  impairment,  and  as 
reflected  in  practice,^^®  is  a  highly  restrictive  standard.  That  narrow  standard  is  also  limiting 
with  respect  to  the  range  of  symptoms  that  could  be  considered  under  the  insanity  exception: 
gross  cognitive  impairment  or  gross  impairment  in  capacity  to  functionjn  daily  life.  That 
limited  range  effectively  excludes  behaviors  associated  with  a  widely  prevalent  service-related 
condition,  PTSD.  Those  behaviors,  which  often  lead  to  disciplinary  actions,  include  aggressive 
behavior,  substance-abuse,^^^  impulsivity,  and  risk-taking  (including  sensation  seeking, 
aggressive  driving,  interpersonal  violence,  and  self-injurious  or  suicide- related  behavior)*™ 
Research  has  shown  that  combat  veterans  with  PTSD  and  other  psychiatric  diagnoses  have  a 
heightened  risk  of  misconduct  outcomes.^°^  Other  than  its  insanity  rule,  the  regulations  provide 
no  specific  opportunity  to  consider  mental  health  as  a  likely  cause  of,  or  mitigating  factor  in, 
disciplinary  issues  leading  to  an  individuaTs  discharge. 

The  following  are  illustrative  examples  of  how  these  regulations  have  worked  in  practice: 

■  John,  a  service  member  with  multiple  deployments  to  Iraq  and  Afghanistan  and  7  years 
of  service,  received  an  OTH  discharge  after  self -medicating  with  marijuana.  He  was 
denied  VA  treatment  for  PTSD*™ 

■  Tim,  a  rifleman  with  two  purple  hearts  and  four  campaign  ribbons  for  service  in 
Vietnam,  was  sent  to  combat  while  still  17  years  old,  and  had  a  nervous  breakdown  and 
suicide  attempt  before  his  18^'^  birthday.  He  was  sent  back  to  Vietnam  involuntarily  for  a 
second  tour,  and  had  a  third  nervous  breakdown  that  led  to  an  AWOL  and  OTH 
discharge.  He  was  denied  service  connection  for  PTSD  because  the  nature  of  his 
discharge. 

■  Tom,  a  combat  infantryman  in  the  first  Gulf  War,  on  his  return,  started  experiencing 
symptoms  of  PTSD  and  attempted  suicide.  He  was  denied  leave  to  be  with  his  family. 


Swords  to  Plowshares,  Petifiofi  forBjikr//akmg^oAmemi3S  C.KR*  3.1 2 (d),  1734,  17J6(d)^  Reguiations  Interpreiing  38 
§  101(2)f  RfCjumment fbr  Semce  '%} rider  CMiditdms  Other  rhan  Disimrwnihkd'  May  26,  2016, 

h  ttp  s :  /  /  wvrw.  s  wo  rd  s  -  to- 

plowsharefi.org/  sites/  default/  tiles  /VA%20Ruiemaking':/o2()Petiti(m%20to%20amend%20regulations%20inteipreting%2 
03B%20USC%20 1 01  %282%292*pd  f* 

Deirdre  MacManus  et  al.,  'h\^ressive  and  Violent  Behavior  Among  AUlitary  Personnel  Deployed  to  Iraq  and 
Afghanistan:  Prevalence  and  Tjnk  with  Deployment  and  Combat  Exposure/'  Epidemokgk  Remn%  37,  no*  1,  (2015):  196- 
212,  hitp:/  /  doi.org/ 1 0*1 093/ cpircv/mxu006* 

Robyn  M.  High  till -McRoy  et  al,  “Psychiatric  Diagnoses  and  Punishment  for  Misconduct:  The  Effects  of  l^SD  in 
Combat-Deployed  Marines,”  BI\4C  10,  no.  1  (2010):  88,  httpr//dx.doi.org/ 10.1 186%2F  1471 -244X- 10-88* 

Lisa  M.  James,  Thad  Q.  Strom,  and  Jennie  Leskela,  “Risk-Taking  Behaviors  and  Impulsivity  Among  Veterans  With 
and  Without  PTSD  and  Mild  Medimie,  179,  no*  4,  (201 4):  357  -  363, 

http:/  /  publications,  am  sus.org/ doi  /  pdf/ 1 0.7205/  MILMED-D- 1 3-00241 . 

Robyn  M.  High 01 1 -McRoy  et  al*,  “Psychiatric  Diagnoses  and  Punishment  for  Misconduct:  The  F.ffects  of  FTSD  in 
Combat-Deployed  Marines,”  BA4C  Psyddaf^f,  10,  no.  1  (2010):  88,  http: //dx,doi.org/10.1186%21T 471 -244X-1 0-88. 

Swords  to  Plowshares,  presentation  to  Commission  on  Care,  January  21,  2016,  accessed  ]une  25,  2016, 
https:/ /commissiononcarc.sitcs*usa.gov/ flies /2016/03/Prcscntation-on~OTJ  I-Discharges.pdf.  Note,  in  the  interest  of 
privacy  the  paper  has  used  fictitious  names  to  identify^  the  ft^rmer  ser\4ce  members. 
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but  left  anyway.  After  a  60-day  absence,  he  returned  and  was  given  an  OTH  discharge. 
He  was  denied  services  for  20  years. 

In  short,  the  VA  regulation  used  to  determine  whether  the  character  of  a  veteran's  OTH 
discharge  is  disqualifying  does  not  take  into  account  behavioral  health  problems  associated 
with  military  service*  As  a  result,  former  service  members  who  were  discharged  for  disciplinary 
problems  that  cannot  be  disassociated  from  PTSD  or  other  behavioral  health  disorders  are 
routinely  barred  from  VA  treatment  for  those  disorders* 

Individuals  with  PTSD  and  traumatic  exposure  are  at  heightened  risk  of  substance  abuse, 
depression/^^  homelessness,^°^  premature  mortality, and  suicide*^^  Access  to  VA  health  care 
is  vital  to  successful  reintegration  of  combat-traumatized  veterans  into  society  because  it 
provides  "'the  only  reservoir  of  combat  PTSD  expertise. "^^9 

The  importance  of  early  access  to  needed  treatment  for  behavioral  health  conditions  like  PTSD 
cannot  be  overstated,^^^  yet  many  former  service  members  are  reluctant  to  seek  treatment  for 
behavioral  health  problems, Those  with  unfavorable  discharge  records  who  finally  come 
forward  to  seek  medical  care  must  not  only  initiate  a  request  for  a  character  of  discharge 
adjudication,  but  be  prepared  to  confront  a  lengthy  process  if  they  elect  to  do  so*^^^ 


Swords  to  Plowshares,  Petifmf  forRMkmikifigfoA.mef?d3S  3.12(4}^  1734,  17.36(d)y  Kegu.iatmns  Interpreiing  38 

U..V.C  J  101(2)f  Rfquirement  for  Setvke  ''Under  Condi f ions  Other  Tim n  Dabonorfd9k^  42^  44,  accessed  May  26,  2016, 
h  tq'>  s :  /  /  \vvrw,  swo  rd  s  -  to- 

piowsliares.org/  sites/  default/  tiles  /  V  jWb20Rulemaking%20Petition'l420to%20amend%20regularions%20interpretirLg'/o2 
03B%20USC%20 1 01  %282%292*pd  i 

Kipling  M*  Bohnert  ct  al.,  'The  Association  Between  Substance  Use  Disorders  and  Mortality  among  a  Cohort  of 
Veterans  with  Posttraumatic  Stress  Disorder:  Variation  by  Age,  Cohort,  and  Mortality  Type/'  Dri^g  orid  A/erdjo/  Deper/defice^ 
128,  no.  1-2,  (2013):  98-103,  http:/ /\\avw.sciencedirect.com/science/article/pii/S0376871 6 12003328. 

Leo  Slier,  Maria  Dolores  Braquehais,  and  Miquel  Casas,  "Posttrauma tic  Stress  Disorder,  Depression,  and  Suicide  in 
Veterans”  Cievehnd  Clime  Journal  of  Medicine ^  79,  no*  2  (2012):  92-97,  h  ttp:/ /do  i.org/1 0.3949/ ccim*79aJ  1069* 

6Q6  3  Carlson  et  ah,  "Traumatic  Stressor  Exposure  and  Post-Traumatic  Symptoms  in  Homeless  Veterans,”  Military 

Mtdicim,  178,  no,  9,  (2013):  970-973,  http://doi.org/  10*7205/Mir AfFD-D-1  io0080. 

Joseph  A.  Boscarino,  ‘Tosttraumatic  Stress  Disorder  and  Mortality  Among  U.S*  Army  Veterans  30  Years  After 
Military  Annah  of  i-ipidemmlo^^  16,  no.  4  (2005):  24B'-256,  http:/ /\'^nArv^^ science 

dircct.com/ science/ article/ pii/Sl  047279705001 1 09. 

6QS  pioliy  Ramsawh  et  al.,  "Risk  for  Suicidal  Behaviors  Associated  with  ICTSD,  Depressitin,  and  tiieir  Comorbiditv’  in 
the  U*S.  journal  of  Affective  Disorders^  161,  no.  1,  (2014):  116-122, 

http:/ /\vwu\  sciencedirect.com/ science/ article/pii/ SOI  6503271 4001 1 89. 

Major  John  Brookcr,  Major  Evan  R*  Seamone,  and  T.eslie  C*  Rogall,  "Beyond  T.B,D7:  Understanding  Vy Vs 
Evaluation  of  a  Former  Ser\  icemembePs  Benefit  Fligibihu'  Following  Involuntary  or  Punitive  Discharge  from  the 
Armed  Forces/'  Military  Imw  214,  Winter,  (2012):  14,  accessed  June  20,  2016, 

h  r  tps :  /  /  u^w^vdoc  .gov  /  rr  /  frd  /  M  ih  tary_Law  /  Mill  tary_Law_Review  /  p  d  f-  files  /  2 1 4- win  ter~20 1 2*pd  f 

Ronald  C.  Kessler,  "Posttrauma  tic  Stress  Disorder:  Tire  Burden  to  die  Individual  and  to  Society  f  j  an  nmJ  of  Clinical 
Psychology^  5,  SuppL  5,  (2000):  4-12,  accessed  June  20,  2016,  http://mvuMicbi.nlm.nih.gov/pubmcd/107616>74. 

American  Public  Flealth  Association,  "Removing  Barriers  to  Mental  Health  Services  for  Veterans,”  accessed  May  27, 
20 1 6,  h ttp : /  / apha* otg/ pol i d es -and  -ad vocac y/ p ubl i c -h eal rh  - pol i cy- s tarements / pol icy- 
database/201 5/ 01/28/14/51/  re  moving- barriers-to-mental- health-services- for- veterans. 

Swords  to  Plowshares,  Petition  for  Rulemaking  to  Amend  3S  CFR  33  2(d),  17.34,  17.36(4),  Kegnlations  Interpreiing  38 
U.TC  J  1()1(2)f  Requirement  for  Sendee  *3Jnder  Conditions  Other  Than  Dishonorabk,  74-78,  accessed  May  26,  2016, 
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Several  generations  of  former  service  members  were  exposed  to  combat  trauma  and  continue  to 
live  with  the  psychological  wounds  of  war.  Lack  of  access  to  treatment  for  those  who  sustained 
psychological  wounds  that  went  untreated  and  were  manifest  in  undesirable  behavior  in 
service  is  concerning.  Although  Congress  could  address  this  concern,  VA  has  the  means  to 
remedy  the  problem  without  congressional  action  by  amending  its  own  regulations-  VA  could 
afford  former  service  members  needed  treatment  for  their  conditions  when  they  are  able  to 
establish  that  their  health  problems  were  incurred  in  service.^^^  In  other  circumstances,  when  it 
is  likely  an  individual  could  establish  eligibility  for  VA  care,  current  regulation  permits  the 
individual  to  receive  the  care  on  the  basis  of  a  tentative  eligibility  deter minationA^^  This 
regulation  permits  VA  to  provide  treatment  without  prior  adjudication  of  the  character  of 
discharge. 

VA  should  revise  its  regulations  to  lift  the  immediate  bar  to  health  care  for  former  service 
members  who  have  an  OTH  discharge.  VA  should  award  tentative  eligibility  for  health  care  to 
at  least  some  former  service  members  who  have  an  OTH  discharge*  The  criteria  for  awarding 
tentative  eligibility  for  care  could  include  service  in  a  combat  theater,  more  than  a  single 
enlistment,  duration  of  service,  or  some  combination  thereof.  This  approach  would  allow  VA  to 
provide  meaningful  access  to  treatment  without  delay  for  those  likely  to  be  granted  eligibility. 
For  health  care  purposes,  VA  should  also  revise  its  regulations  by  recognizing  that  the  severe 
punishment  of  characterizing  a  personas  service  as  OTH  is  not  justified  when  extenuating 
circumstances  (to  include  behavioral  health  issues  at  the  time)  explain  or  mitigate  that 
misconduct  that  resulted  in  the  OTH  discharge. 

Implementation 

Legislative  Changes 

■  None  required. 

VA  Administrative  Changes 

■  Amend  38  C.F*R*  17.34  to  provide  for  tentative  eligibility  determinations  applicable  to 
individuals  with  OTH  discharges  who  have  had  substantial  honorable  service,  including 
service  in  a  combat  theater. 

■  Amend  of  38  C.F.R.  3.12(d)  to  provide  for  recognition  of  extenuating  circumstances  that 
show,  for  purposes  of  health  care  eligibility,  that  service  was  not  OTH. 

Other  Departments  and  Agency  Administrative  Changes 

■  None  required. 


See.  2,  Pub.  L.  No.  95-126,  91  Star  1106  (1977). 
Tentative  Eligibilitt'  Oeterniioations,  38  ti.F.R.  17.34. 
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Recommendation  #18:  Establish  an  expert  body  to  develop 
recommendations  for  VA  care  eligibility  and  benefit  design. 

Probfem 

Although  VHA  continues  to  offer  the 
promise  of  health  care  to  all  veterans,  its 
capacity  to  meet  that  promise  is  constrained 
by  appropriated  funding.^^^  Congress  and 
VA  leadership  must  work  to  identify  who 
VHA  will  serve,  and  what  services  it  will 
provide,  yet  eligibility  criteria  have  not  been 
examined  in  20  years,^^^ 

Background 

VHA's  core  mission  is  to  care  for  veterans 
who  has  borne  the  battle.  But  its  secondary  mission  of  caring  for  veterans'  non-service- 
connected  health  care  needs  is  longstanding,  dating  back  to  Civil  War  origins.  Congress  has 
included  veterans  without  service-connected  needs  among  those  eligible  as  highlighted  below: 

■  In  March  1865,  Congress  incorporated  the  National  Home  for  Disabled  Volunteer 
Soldiers  and  Sailors,  originally  intended  for  Union  veterans  who  suffered  economic 
distress  from  disabilities  incurred  during  the  Civil  War.  The  National  Home  constructed 
the  first  hospitals  for  Civil  War  veterans  in  1866,  and  after  a  series  of  acts  of  Congress, 
those  hospitals  were  opened  in  1887  to  veterans  suffering  economic  distress  from 
disabilities  not  incurred  in  military  service.*^^^ 

■  The  World  War  Veterans  Act  of  1924,  which  established  the  Veterans  Bureau^^^  (the 
predecessor  to  the  Department  of  Veterans  Affairs),  authorized  its  director  to  provide 
hospitalization  and  related  travel  expenses  to  veterans  whose  services  dated  back  as  far 
as  1897,  regardless  of  the  type  or  cause  of  their  disabilities,  as  long  as  those  veterans  who 
were  unable  to  pay  received  preferential  admission.^^^ 

■  Public  Law  85-56  (1957),  which  codified  prior  VA  laws  and  regulations,  effectively 
expanded  eligibility  to  veterans  of  future  wars,  providing  needed  hospital  care  for 
veterans  with  service-connected  disability  incurred  or  aggravated  during  war,  or  for  any 
other  disability  if  the  veteran  is  unable  to  pay  for  hospital  care.^^^ 


The  Commission  Recommends  That 


■  The  President  or  Congress  task  another  body  to 
examine  the  need  for  changes  in  eligibility  for  VA  care 
and/or  benefits  design,  which  would  include 
simplifying  eligibility  criteria,  and  may  include  pilots 
for  expanded  eligibility  for  nonveterans  to  use 
underutilized  VHA  providers  and  facilities,  providing 
payment  through  private  insurance. 

■  The  SECVA  revise  VA  regulations  to  provide  that 
service-connected-disabled  veterans  be  afforded 
priority  access  to  care,  subject  only  to  a  higher 
priority  dictated  by  clinical  care  needs. 


The  MITRE  Corporation,  hukpefide^^f  Assessmm^  of  th  HeaMj  fare  Sjsfem  ami  Maaagemni  Pfveesses  of  Ibe 

Department  of  i^etermis  lAilume  1:  Integrated  24,  accessed  April  11, 2016, 

http:/  /  mw.va.gov/ opa/choiccact/documcnrs/ asscssmcnts/intcgratcd_report.pdh 
<^iClbid.,  25. 

617  Veterans  Administration,  hUdiml  Can  of  Veterans ^  report  prepared  by  Robinson  Adkins,  90'^^  Cong.,  sess,,  1967, 
House  Committee  Print  4,  62. 

The  Veterans  Bureau  consolidated  the  National  Home  and  other  veterans- related  functions  housed  in  different 
government  bureaucracies. 

VVodd  War  Veterans  Act,  1924,  Pub.  L.  No.  68^242,  (1924). 
mi  Veterans  Benefits  Act  of  1957,  Pub.  L.  No.  85-56,  71  Stat.  83  (1957).  That  law  provided  separate  authority  in 
section  512  for  outpatient  medical  treatment,  which  was  limited  to  treatment  for  a  ser\dce -connected  disability. 
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■  In  1966,  Congress  expanded  eligibility  for  hospital  care  to  peacetime  veterans  {of  service 
after  January  1955).^2i 

■  In  1970,  Congress  extended  eligibility  for  hospital  care  to  veterans  65  and  older  for  a 
non-service-connected  disability,^^^  exempting  that  group  of  veterans  from  taking  the 
then-required  oath  affirming  their  inability  to  defray  the  expense  of  care  for  non-service- 
connect  ailments.^^ 

■  With  the  Veterans  Health  Care  Expansion  Act  of  1973,  Congress  eliminated  the 
distinction  between  wartime  and  peacetime  veterans  for  purposes  of  eligibility  for 
outpatient  care,  and  further  expanded  eligibility  to  outpatient  care.  It  granted  veterans 
who  are  80  percent  or  more  service-connected  disabled  eligibility  for  treatment  of  any 
condition,  and  authorized  others  eligible  for  hospital  care  to  receive  outpatient  care  to 
prepare  for  or  preclude  a  need  for  hospitalization  or  to  complete  treatment  initiated 
during  hospitalization.^^^ 

■  Congress  expanded  eligibility  again  in  1976,  authorizing  hospital  care  for  treating  a 
non-service-connected  condition  of  any  veteran  65  or  older  (without  regard  to  ability  to 
pay),  authorizing  outpatient  care  for  any  disability  to  any  veteran  50  percent  or  more 
service-connected  disabled,  and  directing  VA  to  ensure,  by  regulation,  special  treatment 
priority  to  service-connected  veterans  and  others  receiving  benefits  because  of  a  need  for 
aid  and  attendance,  or  being  permanently  housebound. 

Eligibility  laws  for  veterans'  health  care  have  changed  substantially  during  the  past  century,  yet 
the  commitment  to  serving  service-connected  veterans  and  veterans  in  financial  need  has 
remained  constant. 

Prior  to  enactment  of  the  Veterans'  Health  Care  Eligibility  Reform  Act  of  1996,^^^  VHA  was  a 
hospital-based  model  with  entirely  different  eligibility  rules  for  hospital  care  than  for  outpatient 
care.  The  eligibility  reform  law  was  aimed  at  transforming  access  to  VA  care  from  a  1950s 
hospital-based  model  to  one  that  erased  distinctions  between  eligibility  for  hospital  and 
outpatient  care.^^^  It  essentially  provided  that  all  veterans  are  eligible  for  VA  hospital  care  and 
medical  seruices.^^^ 


Veterans  Readjustment  Benefits  Act  of  1966,  Pub.  L.  No.  89-358,  80  Stat.  12  (1966). 

Pub.  T..  No,  91^500. 

S.  Rep.  No.  91-481. 

G14  Veterans  Healdi  Care  Expansion  Act  of  1973,  Pub.  L.  No.  93-82,  87  Stat.  (1973). 

625  Veterans  Omnibus  Health  Care  Act  of  1976,  Pub.  L.  No.  94-581,  90  Stat.  2842  (1976).  The  patchwork  of  eligibility 
provisions  resulting  from  a  succession  of  incremental  changes  set  the  stage  for  development  and  enactment  of  the 
Veterans’  I  leakh  Care  Eligibility^  Reform  Act  of  1996,  Pub.  Law  104-262. 

Veterans’  Health  Care  Eligibility  Reform  Act  of  1996,  Pub.  L.  No.  104-262,  110  Stat.  3177  (1996). 

Ibid. 

The  term  '^^medical  services”  was  broadly  ciehned  to  include  in  addition  to  medical  examination  and  treatment, 
preventive  health  sendees;  surgical  services; wheelchairs,  artificial  limbs,  and  similar  appliances;  optometric  and  pediatric 
services;  noninstitutional  extended  care  services;  and  rehabilitative  services  (including  services  to  restore  physical,  mental, 
and  psychological  functioning.  Hospital,  Nursing  Home,  Domiciliary,  and  Medical  Clare;  Cjeneral,  38  U.S.Ck 
§  1701  (6), (8).  VA  regulations  more  fully  set  out  the  “medical  benefits  package”  that  VA  is  to  provide  patients,  as  needed; 
VA  regulations  detail  that  the  benefits  package  includes  sendees  ranging  from  emergency  care  and  prescription  drugs  to 
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Recognizing  there  could  be  circumstances  in  which  VHA  might  lack  capacity  to  provide  timely 
care^  Congress  noted  in  the  reform  act  that  the  requirement  to  provide  care  would  be  in  effect 
only  to  the  degree  to  which  there  were  appropriated  funds  to  pay  for  such  care.^^^  This  qualified 
availability  of  care  clearly  indicated  veterans'  health  care  is  not  an  entitlement.  Congress  went 
further,  though,  and  established  a  statutory  patient  enrollment  mechanism  for  VA  to  manage 
access/^^^  The  law  specifically  requires  VA  to  establish  and  operate  a  patient  enrollment  system 
managed  in  accordance  with  statutory  priorities  and  within  any  additional  priority 
classifications  established  by  VA*  The  eligibility  reform  act  gave  VA  tools  both  to  limit  demand 
consistent  with  available  funding  and  to  discourage  veterans  from  seeking  VA  care  simply  to 
fill  an  occasional  need  not  met  by  a  private  health  plan.^^i  also  requires  the  SECVA  to 

manage  the  enrollment  system  such  that  care  is  timely  and  of  acceptable  quality.^^^ 

The  enrollment  system  the  department  established  is  not  being  used  today  to  calibrate  supply 
and  demand  as  envisioned.^^^  Although  law  and  VA  regulation  require  a  system  of  annual 
patient  enrollment/^^  VHA  last  curtailed  enrollment  in  2003,  and  then  only  for  veterans  who 
were  deemed  eligible  based  on  the  category  8  criteria  (see  Table  8)  that  include  those  with 
higher-level  incomes  who  lack  any  higher  priority*  In  2009,  the  Obama  administration  eased 
access  for  higher  income  veterans*  Under  that  policy,  veterans  whose  gross  household  income 
exceeds  VA's  current  geographic  income  limit  by  10  percent  or  less  may  enroll  for  VA  care, 
subject  to  cost-sharing  requirements*^^^  In  2014,  Congress  established  the  Choice  Program  to 
expand  availability  of  care  through  contracts  with  community  providers*  Veterans'  choice  was 
limited  by  reference  to  distance  and  wait-time  issues,  but  was  otherwise  broadly  open  to  any 
enrolled  veterans. 


comprehensive  rehabilitadve  .sendees^  home  health  senicej;^  noniiistitutemal  extended  care  j^eivdces,  hospice  enre^  and 
pregnancy  and  dehvery  services  and  newborn  care*  Medical  Benefits  Package,  38  C.F.R.  1 7.38. 

Hospital,  Mursing  Home,  Domiciliary,  and  Medical  Care;  General  38  U.S.C.  §  1710(a)(4). 

Management  of  Health  Care:  Patient  Enrollment  System,  38  U.S.C.  §  1705.  As  explained  in  the  report  of  the  House 
Committee  on  Veterans  Affairs  which  developed  the  legislation,  Act  would. .  .provide  the  VA  with  an  important 

tool,  the  authority  to  design  and  manage  access  to  care  through  a  system  of  patient  enrollment. ..  Enrollment...  wo  aid 
help  the  VA  plan  more  effectively,  so  that  facilities  can  better  calculate  and  dedicate  the  resources  needed  to  provide  the 
care  its  cnrollecs  require.  The  Act  would  direct  the  Secretary. .  .to  establish  and  operate  a  system  of  annual  patient 
enrollment  and  require  that  veterans  be  enrolled  in  a  manner  giving  relative  degrees  tjf  preference  in  accordance  witii 
specified  priorities*  At  the  same  time,  it  would  vest  discretion  in  the  Sccretar}^  to  determine  the  manner  in  which  such 
enrollment  (or  registration)  sy.stem  would  operate.  For  example,  the  VA  would  be  able  to  esniblish  a  system  which 
simply  registers  patients  throughout  all  or  part  of  a  fiscal  year,  or  could  employ  a  time-limited  registration  period* 
Significantly,  the  Act  would  permit  the  Secretary  to  set  priorities  witliin  the  specified  priority  classifications  established  in 
the  Act.  I'he  Secrerar}'  could,  for  example,  establish  a  policy  which,  within  any  priority  classification,  gives  veterans  who 
have  previoush-  been  “enrolled”  as  VA  patients  priori^  over  new  applicants.  J  lowever,  the  Committee  expects  any 
enrollment  system  to  be  designed  and  administered  to  assure  that  any  veteran  with  a  setxace-connccted  condition  would 
receive  priority  treatment  for  that  condition  whether  or  not  that  veteran  had  enrolled  for  VA  care.”  f  1.  Rep.  No*  104-690, 
6-7. 

Veterans’  Health  Care  Eligibility^  Reform  Act  of  1996,  Pub*  1*,  No*  104^262;  1 10  Star*  3177  (1996). 

Management  of  Health  Care:  Patient  Enrollment  System,  38  U.S*C*  §  1705(b), 

<^33  R.  Rep.  No.  104-690, 16. 

Enrollment,  38  C*F*R*  sec.  17, 3 6(c),  VA  regulations  state  that  “[i]t  is  anticipated  that  that  each  year  the  Secretary^  will 
consider  whether  to  change  the  categories  and  subcategories  of  veterans  eligible  to  be  enrolled,” 

^33  Enrollment,  38  C.F.R.  17.36(b)(8)(ii),(iv). 

636  Veterans  Access,  Choice,  and  Accountability  Act  of  2014,  Pub.  L*  No.  113-146  (2014).  Surface  Transportation  and 
Veterans  Health  Care  Choice  Improvement  Act  of  2015,  Pub,  L.  No.  114-41  (2015). 
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Table  8.  Pnoti^'  GtVMps 


Priority 

Group 

Definition 

1 

■  Veterans  with  VA-rated  service-connected  disabilities  50%  or  more  disabling 
"  Veterans  determined  by  VA  to  be  unemployable  due  to  service-connected  conditions 

2 

■  Veterans  with  VA-rated  service-connected  disabilities  30%  or  40%  disabling 

3 

■  Veterans  who  are  former  prisoners  of  war 

■  Veterans  awarded  a  Purple  Heart  medal 

■  Veterans  whose  discharge  was  for  a  disability  that  was  incurred  or  aggravated  in  the  line  of  duty 

■  Veterans  with  VA-rated  service-connected  disabilities  10%  or  20%  disabling 

■  Veterans  awarded  special  eligibility  classification  under  Title  38,  U.S.C.  §  1151,  ^'benefits  for 
individuals  disabled  by  treatment  or  vocational  rehabilitation" 

■  Veterans  awarded  the  Medal  of  Honor 

4 

■  Veterans  who  are  receiving  aid  and  attendance  or  housebound  benefits  from  VA 
"  Veterans  who  have  been  determined  by  VA  to  be  catastrophically  disabled 

5 

■  Non-service-connected  veterans  and  noncompensable  service-connected  veterans  rated  0% 
disabled  by  VA  with  annual  income  below  VA's  and  geographically  (based  on  resident  zip  code) 
adjusted  income  limits 

■  Veterans  receiving  VA  pension  benefits 

■  Veterans  eligible  for  Medicaid  programs 

6 

■  Compensable  0%  service-connected  veterans 

•  Veterans  exposed  to  ionizing  radiation  during  atmospheric  testing  or  during  the  occupation  of 
Hiroshima  and  Nagasaki 

•  Project  112/SHAD  (shipboard  hazard  and  defense)  participants 

■  Veterans  who  served  in  the  Republic  of  Vietnam  between  January  9, 1962  and  May  7, 1975 

■  Veterans  of  the  Persian  Gulf  War  who  served  between  August  2, 1990  and  November  11, 1998 

■  *Veterans  who  served  on  active  duty  at  Camp  Lejeune  for  at  least  30  days  between  August  1, 1953 
and  December  31, 1987 

■  Veterans  who  served  in  a  theater  of  combat  operations  after  November  11, 1998  as  follows: 

-  Currently  enrolled  veterans  and  new  enrollees  who  were  discharged  from  active  duty  on  or  after 
January  28,  2003,  are  eligible  for  the  enhanced  benefits  for  five  years  post  discharge. 

—  **Combat  veterans  who  were  discharged  between  January  2009  and  January  2011,  and  did  not 
enroll  in  the  VA  health  care  during  their  five-year  period  of  eligibility  have  an  additional  one  year 
to  enrol!  and  receive  care.  The  additional  one-year  eligibility  period  began  February  12,  2015 
with  the  signing  of  the  Clay  Hunt  Suicide  Prevention  for  America  Veterans  Act. 

Note:  At  the  end  of  this  enhanced  enrollment  priority  group  placement  time  period  veterans  will  be 
assigned  to  the  highest  Priority  Group  (PG)  their  unique  eligibility  status  at  that  time  qualifies  for. 

*Note:  While  eligible  for  PG  6;  until  system  changes  are  implemented  you  would  be  assigned  to  PG  7 
or  8  depending  on  your  income. 

"^Note:  While  eligible  for  PG  6;  due  to  system  limitations,  veterans  will  be  manually  assigned  to  PG  8c, 
yet  eligible  for  the  enhanced  benefits 

7 

■  Veterans  with  gross  household  income  below  the  geographically-adjusted  income  limits  for  their 
resident  location  and  who  agree  to  pay  copays 
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Priority 

Group 

Definition 

■  Veterans  with  gross  household  income  above  VA  and  the  geographically-adjusted  income  limits  for 
their  resident  location  and  who  agrees  to  pay  copays 

Veterans  eligible  for  enrollment: 

Noncompensable  0%  service-connected: 

-  Subpriority  a:  Enrolled  as  of  January  16,  2003,  and  who  have  remained  enrolled  since  that 
date  and/or  placed  in  this  sub  priority  due  to  changed  eligibility  status 

Subpriority  b:  Enrolled  on  or  after  June  15,  2009  whose  income  exceeds  the  current  VA  or 
geographic  income  limits  by  10%  or  less 

8 

Non-service-connected  and: 

-  Subpriority  c:  Enrolled  as  of  January  16,  2003,  and  who  have  remained  enrolled  since  that 
date  and/or  placed  in  this  sub  priority  due  to  changed  eligibility  status 

-  Subpriority  d:  Enrolled  on  or  after  June  15,  2009,  whose  income  exceeds  the  current  VA  or 
geographic  income  limits  by  10%  or  less 

Veterans  not  eligible  for  enrollment: 

Veterans  not  meeting  the  criteria  above: 

-  Subpriority  e:  Noncompensable  0%  service-connected  (eligible  for  care  of  their  service- 
connected  condition  only} 

—  Subpriority  g:  Non  service-connected 

Analysis 

Two  decades  have  passed  since  Congress  last  reexamined  VHA  eligibility  and  benefits,  and 
many  far-reaching  changes  that  affect  veterans'  health  care  have  occurred  in  that  time*  In  more 
than  a  decade  of  war,  2.75  million  troops  have  deployed  to  Iraq  and  Afghanistan^^^^  where  many 
have  faced  long  and  repeated  deployments;  constant  risk  of  injury  and  death;  and  high  levels  of 
psychological  disorders,  substance  abuse  issues,  and  physical  health  problems*^"^®  Fost-9/ll-era 
veterans  are  enrolling  for  VA  care  at  historically  high  levels.^^^^ 

Under  current  law  and  VA  policy,  enrollment  is  open  to  a  relatively  broad  spectrum  of 
veterans,  though  some  veterans  with  higher  incomes  are  not  eligible  to  enrolL^^°  As  discussed 
above,  the  law  draws  distinctions  between  those  whose  health  problems  have  been  adjudicated 
as  service-connected  and  those  whose  problems  are  deemed  non-service-connected.  If  Congress 
substantially  reduced  funding  for  VA  medical  care,  the  distinction  would  be  important  because 
those  with  service-connected  issues  have  higher  priority  for  enrollment.  Under  VA's  current 
enrollment  policy,  which  bars  only  veterans  with  higher  incomes  from  receiving  care,  the 


637  Defense  Manpower  Data  Center,  Contingency  Tracking  System  (CTS)  Deployment  Tik,  (Dec.  31, 2015). 

Institute  of  Medicine  of  the  National  AcademieSj  Tjinming  Home  from  Iraq  and  Apghanhtan:  Tjeadjmtment  Heeds  of 
Veterans,  Sendee  Me^nhers,  andTbeirFamiikSf  (Washington,  DC:  'ilie  National  Academies  Press,  2013),  accessed  June  25, 
2016,  http:  /  /  \™w.nationalacademies.ofg/hmd  /  lleports  /  201 3  /  Re  turning- Home -from- Iraq- and- Afghanis  tan. aspx. 

Department  of  Veterans  Affairs,  National  Center  for  Veterans  Analysis  and  Statistics,  Profile  of  Post-9/ 11  Veterans: 
2014^  accessed  May  27,  2016,  http:/ .va.gov/vetdata/docs/SpecialReports/ Post_911_Veterans_Profiie_20l4.pdf. 
640  Veterans  Healdi  Administration,  limvllmenf  Detem/mationSf  VHA  Handbook  1601Ai)3,  9-10  (2015).  Veterans  with 
gross  household  income  chat  do  not  exceed  VA’s  means  test  threshold  and  a  geographic  means  test  by  more  than 
10  percent  may  enroll  for  care,  while  those  with  higher  income  and  no  odier  special  eligibilit)^  may  not. 
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statutory  service-connected  enrollment  priority  has  little  practical  significance.^^  Future  budget 
constraints  could  result  in  more  restrictive  enrollment  criteria^^  or  recurrence  of  lengthy  wait 
times  that  hinder  service-connected,  disabled  veterans'  ability  to  receive  timely  care. 

Current  eligibility  law  does  afford  special  status  to  veterans  who  deployed  to  a  combat  theater. 
It  grants  a  5-year  window  of  eligibility  for  care  to  those  veterans  who  are  not  otherwise 
eligible. All  combat  veterans  are  also  eligible  for  readjustment  counseling  services  at  VHA  Vet 
Centers  without  needing  to  enroll  in  VHA  care  and  without  time  limitation.^"^  It  is  questionable, 
however,  if  the  5-year  time  limit  takes  sufficient  account  of  continued  reluctance  of  some 
veterans  to  seek  care  for  behavioral  health  problems^^^  or  of  the  difficulties  of  establishing 
service-connection  years  later  for  conditions  that  may  be  linked  to  wartime  exposures  to  toxic 
substances.^^  It  is  challenging  for  veterans  to  establish  service-connection  for  health  conditions 
that  may  have  been  caused  by  or  associated  with  a  long-distant  exposure  for  which  there  may 
be  no  documentation.  Given  emerging  evidence  that  combat  exposure  should  be  considered  a 
risk  factor  for  coronary  heart  disease,^^  it  has  been  suggested  that  combat  exposure  may  not 
only  take  a  toll  on  psychological  health,  but  may  exert  a  physiologic  toll  as  welL^^s 

Congress  has  attempted  to  remedy  the  challenge  of  documenting  toxic  exposures  and 
establishing  that  particular  illnesses  are  linked  to  wartime  or  other  service  exposure.  It  has,  for 
example,  enacted  statutes  that  provide  certain  veterans  eligibility  for  health  care  on  the 
presumption  that  they  were  exposed  to  particular  toxic  substances,^^^  Congress  went  a  step 
further  in  the  Honoring  America's  Veterans  and  Caring  for  Camp  Lejeune  Families  Act  of  2012 
which  provided  eligibility  for  care  for  several  types  of  cancer  and  other  specified  conditions  for 
family  members  of  veterans  who  had  been  exposed  to  drinking  water  contaminated  with 
industrial  solvents  and  other  toxic  chemicals  at  the  Marine  Corp  base.^^'^ 

Congress  has  made  only  limited  provision  for  VA  to  cover  care  for  family  members  of  certain 
veterans,^^!  but  with  research  suggesting  that  long  combat  deployments  can  take  a 


Prior  to  1996,  provisions  of  law  reqiurtfcl  VA  to  ensurtf  special  priority"  to  seiwice -connected  veterans  in  furnishing 
outpatient  care.  38  U.S.C.  §  1712(i),  repealed  by  §  101  (c),  Pub.  L.  No.  104-262. 

Enrollment,  38  C.RR.  1736(c)(1). 

Hospital,  Nursing  1  lomc,  Domicilian^,  and  Medical  Care;  General,  38  U.S.C.  §  1710(c)(3),  as  amended  by  Sec.  7,  Pub* 
L.  No.  114-2  (2015),  accessed  June  20,  2016,  https:  / /\%w.av.govtrack.us/congress/biils/ 1 14/br203/ text. 

Readjustment  Counseling  Service,  38  U.S.C.  §  7309. 

645  American  Public  Health  Association,  ^'Removing  Barriers  to  Mental  Health  Services  for  Veterans,”  accessed  May  27, 
2016,  http:/ / WWW. apha.org/ policies -and -advocacy/ public -health-policy-statements/policy- 
database/20  15/01/28/14/51/  removing-barriers-to-mental-health- services- for- veterans. 

Matthew  S.  Kang  et  a!.,  ^'Constrictive  Bronchiolitis  in  Soldiers  Returning  from  Iraq  and  Afghanistan,”  New  Englmui 
Journal  of  Medicme,  365,  no.  ID  (2011):  222-230,  accessed  June  20,2016,  http://doi.org/10.1056/NEJMoal  101 388. 

Nancy  F.  Crum-Cianflone  et.  al,  '‘Impact  of  Combat  Deployment  and  Posttraumatic  Stress  Disorder  on  Newly 
Repcjrted  Cioroiiar\^  Heart  Disease  Among  US  Active  Dut)^  and  Reserve  Forces/'  Circulation,  129,  (2014),  accessed 
June  20,  2016,  http://doi*otg/l  0. 1 1 61  /CIRCUT.AITON  AH  A,  1 1 3,005407, 

Rachel  Lampeit,  “Veterans  of  Combat:  Still  at  Risk  When  the  Battle  is  Over/^  Circu/afi&n,  129,  (2014):  1797-1798, 
accessed  June  20,  2016,  htti>://doi.org/l  0.1 1 61  /CTRCUJ  ATTON  AH  A*1 1 4,009286, 

Hospital,  Nursing  Home,  Domicilian^,  and  Medical  Care;  Creneral,  38  U.S.C.  §  1710(e)(10). 

I  lonoring  Americans  Veterans  and  Caring  for  Camp  Lejeune  Families  Act  of  2012,  Pub.  L.  No,  112-154,  126  Stat. 
1165  (2012)^ 

Health  Care  of  Persons  Other  Than  Veterans,  38  U.S.C.  §§  1781-1787. 
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psychological  toll  on  family  member there  may  be  circumstances  under  which  it  might  be 
argued  that  VA  should  afford  such  family  members  behavioral  health  services.  Studies  indicate 
that  longer  deployments,  deployment  extensions,  and  posttraumatic  stress  disorder  in  military 
personnel  are  associated  with  psychological  problems  for  the  spouse.^^^  Long-term  effects  are 
unknown,  yet  studies  suggest  children  may  have  heightened  risk  for  psychosocial  issues  during 
a  parent's  deployments'^ 

The  experience  of  the  nation's  longest  war  and  increased  options  available  under  the  Affordable 
Care  Act  (ACA),  particularly  to  previously  uninsured  non-service-connected  veterans,  may 
raise  new  questions  for  policymakers.^^^  VHA's  most  recent  survey  of  enrollees  showed  that 
20  percent  of  enrollees  reported  that  they  were  uninsured,  down  from  22  percent  in  2014.^^^ 
Enrollment  in  VHA-provided  care  meets  the  ACA  requirement  for  health  care  coverage, 
creating  pressure  to  continue  to  provide  care  to  those  eirrolled.^^^  Given  that  VHA  serves  large 
numbers  who  are  poor  or  near  poor  and  have  chronic  medical  conditions  and  behavioral  health 
problems, it  is  important  to  note  that  receiving  care  under  an  ACA  plan  would  not  necessarily 
be  a  substitute  for  the  rich  benefits  afforded  through  VHA.  In  addition,  adults  in  this  population 
are  only  eligible  for  coverage  under  ACA  through  state  expansion  of  Medicaid  that  19  states 
have  elected  not  to  accept,  making  this  option  unavailable  to  poor  or  near  poor  veterans  in 
many  parts  of  the  country 

Over  time  Congress  has  expanded  VA  health  care  eligibility  to  increasingly  more  cohorts  of 
non-service-connected  veterans.  There  is  wide  variability  among  different  cohorts  in  the  extent 
to  which  veterans  rely  on  VA  care.  Those  at  the  higher-income  levels  (priority  categories  7  and 
8)  who  were  generally  not  eligible  for  ambulatory  care  prior  to  1996,  for  example,  rely  on  VA  for 


Robyn  M.  I  lighfiD-McRoy  ct  al,,  'Tsychiatric  Diagnoses  and  Punishment  for  Misconduct:  The  Effects  of  PTSD  in 
Ciombat- Deployed  Marines/'  BAfC  10^  no.  1  (2010):  88 ^  accessed  June  20^  20 16^ 

http:/ /dx. doi,org/ 1 0. 1 186 "/o2F  1471 -244X- 10-88.  Swords  to  Plowshares,  presentation  to  Commission  on  Care, 

Januaw  21, 201 6^  https:/ /conimisskmoncare.sites.usa.gov/files/2016/03/Presentation-on"OTH'Discharges.pdf.  Nt>tej 
in  the  interest  of  privacy  the  paper  has  used  fictitious  names  to  identify  the  former  ser\4cemembcrs.  Swords  to 

C.F.R  3.12{d)f  17.34,  1736(d),  Inferpreiing  38  U.S^C.  §  101(2), 

Keipimment  for  Service  Conditions  Other  Than  Dishononddef  42,  44,  accessed  May  26,  2016,  https:/  /  w^^v.s  words- to- 

plowshares.org/ sites/ default/  tiles  /  V  A%20Rulemaking%20Pedtion%20to%20amend%20regLilations'yo20interpreting%2 
038%20USC%20 1 01  %282%292,pd  f 

I  L  Thomas  Dc  Burgh  et  aL,  "The  Impact  of  Deployment  to  Iraq  or  Afghanistan  on  Partners  and  Wives  of  Military 
Personnel,”  Internadonal Retiew  of  Psyehiat^,  23,  no.  2  (2011):  192-200,  http:/ /vw.w.".ncbi.nlm.nih.guv/pubnied/ 2 1521089. 

Gregory  H,  Gorman,  Matilde  Eide,  and  Elizabeth  Hisle-Gorman,  accessed  June  20,  2016,  “Wartime  Militar}^ 
Deployment  and  Increased  l^ediatric  Mental  and  Behavioral  Health  Clomplaints/^  Pediatries^  126,  no.  6  (201  (J):  1058—1066, 
accessed  June  20,  2016>,  htt|>://doi.org/10.1542/peds*2009-2856.  Anita  Chandra  er  al,  “Children  on  the  Homefront: 

The  Experience  of  Children  from  Military  Families,  Pediatrics,”  125,  no.  1  (2010):  16-25,  accessed  June  20,  2016, 
http://d0i.0rg/l  0, 1 542/peds.2009-l  1 80/ 

Kenneth  W.  ICizcr,  “Veterans  and  the  Affordable  Care  Act  ”  Jonma/  of  the  Amrican  Medical  Assodation,  307,  no.  8 
(2012):  789-790,  accessed  June  20,  2016,  http://doLorg/doi:10.1()()l/jama.2012.196. 

<^56  W'^estat,  2013  Snmj  of  Veteran  Emv/kes'  Health  and  Use  of  Health  Cafie,  accessed  May  27,  2016, 
bttp://uw^v.va.gov/HEALTHPOLICYPLANNING/SoE2015/2015_VHA_St5ElFulLFindings_Report.pdf. 

657  “Affordable  Care  Act  tk  Veterans,”  Department  of  Veterans  Affairs,  accessed  May  27,  2016, 
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less  than  22  percent  of  their  outpatient  care-needs,  based  on  VA's  most  recent  survey  of  veteran 
enrollees'  health  and  use  of  care.^^ 

One  consideration,  as  suggested  by  a  few  Commissioners,  is  the  feasibility  of  allowing  veterans' 
family  members  and  currently  ineligible  veterans  to  purchase  VHA  care  through  their  health 
plans  in  areas  where  VHA  hospitals  and  other  facilities  might  otherwise  need  to  close.  In  many 
parts  of  the  country,  VHA  currently  maintains  hospitals  and  other  health  care  facilities  that  are 
underutilized  or  in  danger  of  becoming  so.  A  related  challenge  is  maintaining  safe  volume  of 
care  when  patient  loads  decline*  As  an  extensive  literature  attests,  surgeons  and  other  health 
care  professionals  tend  to  lose  proficiency  when  they  treat  too  few  patients*^^^  Similarly,  VHA 
may  be  unable  to  continue  offer  specialty  care  in  certain  areas  if  it  forced  to  close  facilities* 
Patients  in  a  polytrauma  unit  for  example,  require  a  full  spectrum  of  routine  and  nonroutine 
health  care. 

Closing  a  low- volume  hospital  may  be  the  answer  in  some  instances.  But  closing  VHA  facilities 
reduces  the  choices  available  to  veterans*  Increasing  the  volume  of  patients  treated  by  VHA  in 
areas  where  it  currently  has  excess  capacity  may  ameliorate  these  challenges.  See  Appendix  C 
for  a  further  discussion  of  the  challenge  of  future  VHA  hospital  closures  and  an  outline  of 
suggested  pilot  programs* 

Substantial  changes  have  occurred  since  Congress  last  comprehensively  examined  eligibility  for 
VHA  care*  These  changes  merit  a  reexamination  of  VA  health  care  eligibility*^^^  The 
Commission  did  not,  however,  view  its  charge  of  examining  veterans'  access  and  how  best  to 
organize  VHA,  locate  health  care  resources,  and  deliver  care  in  the  years  ahead^^  as  calling  for 
it  to  make  recommendations  on  this  fundamental  policy  issue,  and  recommends  that  the 
President  or  Congress  consider  tasking  another  body  to  develop  recommendations  for  VA  care 
eligibility  and  benefit  design*  The  Commission's  work,  however,  has  illuminated  the  fact  that 
nothing  in  law  or  regulation  assures  a  service-connected,  disabled  veteran  of  priority  for  care. 
VA  can  and  should  amend  its  regulations  to  provide  for  such  priority,  subject  to  a  necessarily 
higher  priority  for  urgent  and  emergent  care. 

Implementation 

Leg/s/at/ve  Changes 

■  Task  another  body  to  examine  the  need  for  changing  eligibility  for  VA  care  and  benefits 
design,  which  would  include  simplifying  eligibility  criteria,  and  may  include  exploring 
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pilots  for  expanding  eligibility  for  nonveterans  to  use  underutilized  providers  and 
facilities  when  paid  for  through  private  insurance. 

VA  Administrative  Changes 

■  SECVA  should  amend  38  C.F.R.,  chapter  17  to  establish  that  veterans  with  service- 
connected  disabilities  shall  be  afforded  priority  for  access  to  care,  subject  to  the  priority 
dictated  by  clinical  care  needs. 

Other  Departments  and  Agency  Administrative  Changes 

■  None  required. 
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Estimating  the  Cost  of  Aiternative  Poiicy  Proposals 

This  chapter  presents  estimates  of  the  costs  of  allowing  veterans  access  to  expanded  community 
care  through  integrated  networks,  as  well  as  a  range  of  other  options-  In  the  Recommended 
Option,  the  one  chosen  by  the  Commission  and  described  in  Recommendation  #1,  veterans 
would  be  eligible  to  receive  community  care  for  primary  and  standard  specialty  care  with  a 
referral  from  any  primary  care  doctor  in  the  VHA  Care  System*  Special  emphasis  care,  care 
provided  in  a  distinctive  fashion  by  VHA,  is  not  included  in  community  networks. 

In  addition  to  the  Recommended  Option,  we  considered  three  alternatives  that  are  based  on  a 
similar  concept  of  integrated  networks,  but  which  have  potential  costs  that  could  vary 
dramatically  due  to  differences  in  the  openness  of  access  to  community  care  and  the  breadth  of 
services  eligible.  We  also  estimated  the  costs  of  three  options  that  differ  in  focus  from  the 
integrated  network  options,  including  options  that  move  selected  services  entirely  to  the 
community,  set  up  a  premium  support  model,  and  expand  access  to  all  Priority  8  veterans* 
Finally,  we  estimated  costs  for  two  additional  policies:  expanding  nurse  navigator/  care 
coordinator  staff  to  help  guide  and  coordinate  veterans'  care  in  the  integrated  networks  of 
expanded  community  care  and  granting  temporary  eligibility  for  VA  health  care  to  those  with 
other-than-honorable  discharges. 

Baseline  Projections 

We  used  projections  from  the  Enrollee  Health  Care  Projection  Model  (EHCPM)  produced  by 
VHA  and  Milliman  as  the  baseline  upon  which  to  build  our  estimates.  However,  with  the 
exception  of  the  options  involving  premium  support  and  an  expansion  of  Priority  8  enrollment, 
we  use  separate  analyses  and  not  the  EHCPM  to  derive  the  estimates*  Costs  of  VA  care  are 
modeled  as  the  product  of  utilization  and  cost  per  unit  of  care  (unit  cost).  Utilization  is 
dependent  on  both  enrollment  in,  and  reliance  on,  the  VA  health  care  system,  total  demand  for 
health  care,  and  other  factors*  Enrollment  measures  how  many  people  enroll  to  receive  VA 
health  care,  and  reliance  is  the  percentage  of  their  medical  care  that  enrollees  receive  through 
VA  or  VA-financed  community  care*  Unit  costs  measure  the  cost  of  each  health  care  service* 
Unit  costs  can  be  calculated  for  care  in  VA  facilities,  for  care  outside  of  VA  facilities,  or  for  both, 
depending  on  the  scenario  being  estimated* 

Utilization 

Utilization  depends  on  enrollment,  reliance,  total  demand  for  health  care,  and  characteristics  of 
the  health  care  system,  such  as  medical  technology  and  practice  patterns.  We  discuss 
enrollment  and  reliance  in  further  detail  below,  but  overall  demand  for  health  care  is  similarly 
important.  Enrollment,  reliance,  and  overall  demand  each  have  a  multiplicative  effect  on 
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utilization  and  total  costs.  For  example,  if  enrollment  increases  by  10  percent,  costs  will  increase 
by  10  percent  (assuming  new  enrollees  have  the  same  characteristics  as  existing  enrollees). 

Thus,  it  is  important  to  consider  carefully  the  effect  of  any  policy  change  on  enrollment, 
reliance,  and  overall  demand  for  health  care.  Each  of  these  factors  is  subject  to  effects  by  policies 
that  make  care  more  convenient,  less  expensive,  or  less  restricted. 

Enrollment 


Currently  there  are  22  million  veterans,  9  million  of  whom  have  enrolled  and  7  million  of  whom 
are  eligible  to  enroll  but  have  not  done  so.  Even  though  the  number  of  veterans  is  decreasing, 
projected  numbers  of  enrollees  and  patients  should  remain  relatively  stable  during  the  next 
20  years.  Younger  veterans  enroll  at  particularly  high  rates,  and  once  enrolled,  they  remain 
continuously  enrolled  until  death. 

This  enrollment  trend  is  subject  to  change  based  on  various  inputs.  Enrollment  rates  are 
projected  based  on  current  policy,  and  if  policy  changes,  the  number  of  enrollees  and  patients 
will  change.  For  example,  an  increase  in  cost  sharing  would  likely  decrease  enrollment  and  the 
number  of  patients,  yet  easing  access  to  care  would  likely  increase  enrollment  and  the  number 
of  patients.  Changes  to  other  health  insurance  policies  outside  of  VA  can  also  affect  enrollment 
and  the  number  of  patients  (for  example,  changes  to  the  Affordable  Care  Act). 

Figure  A-1 .  Changes  in  ISl umber  of  K eterans^  Hnrolkes  over  a  20-year  Period 

Veterans^.  Enrollees,  and  Patients 
FY  2014-2034 


M 


.  VAlr^flwPIMlIh 


Reliance 

On  average,  enrolled  veterans  receive  34  percent  of  their  health  care  through  VHA,  and 
approximately  80  percent  of  enrollees  have  other  health  insurance  in  addition  to  VA  health  care. 
Many  factors  affect  reliance  rates  including,  age,  income,  service-connected  disabilities,  distance 
from  VA  facilities,  cost-sharing  levels,  and  characteristics  of  other  insurance  options.  Any  policy 
that  affects  the  cost  of  receiving  VA  care,  the  convenience  of  receiving  VA  care,  the  cost  or 
convenience  of  other  health  insurance  held  by  enrollees,  or  demographic  or  health 
characteristics  of  enrollees,  is  likely  to  change  reliance.  Any  increase  in  reliance  will  increase 
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costs  to  VHA,  and  the  effect  can  be  very  large.  In  the  absence  of  a  policy  change,  VHA  predicts 
that  reliance  will  decline  slightly  from  34  percent  to  32  percent  during  the  next  20  years. 

Unit  Cost 

Unit  cost  measures  how  much  a  particular  service^  procedure^  or  drug  costs  to  provide.  Unit 
costs  can  measure  the  cost  of  the  unit  of  care  in  the  VHA  system  or  in  the  community, 
depending  on  where  veterans  receive  care.  We  used  unit  cost  projections  from  the  EHCPM  for 
78  Health  Care  Service  Categories  (HSCs).  The  unit  of  measurement  depends  on  the  service* 
Examples  include  office  visits,  patholog}^  procedures,  vision  exams,  and  inpatient  surgical  days* 
Unit  cost  projections  reflect  anticipated  changes  in  price  inflation  and  health  care  practice 
patterns,  as  well  as  historical  trends.  EHCPM  projects  separate  unit  costs,  depending  on 
whether  veterans  receive  a  service  in  a  VA  facility,  in  the  community  at  historic  Care  in  the 
Community  (CITC)  rates,  or  in  the  community  at  Medicare  allowable  rates.  Any  policy  that 
affects  the  quantity  of  care  provided  in  VA  facilities,  as  opposed  to  the  community,  will  have  an 
effect  on  the  total  cost  of  care.  If  veterans  receive  care  in  the  community,  the  rate  of  provider 
reimbursement  will  also  affect  costs* 

Baseline  Cost  Projections 

The  baseline  cost  projections,  produced  by  the  EHCPM,  show  how  cost  will  change  in  the 
future*  They  incorporate  projected  changes  in  enrollment,  reliance,  unit  costs,  and  other  factors. 
The  projections  reflect  current  policy  with  regard  to  enrollment  eligibility  and  VA  health  care 
benefits,  with  the  exception  of  the  Choice  Program,  which  is  assumed  to  continue  for  veterans 
living  more  than  40  miles  away  from  a  VA  medical  care  facility.^^'* 

We  based  the  projections  on  assumptions  about  inflation  and  anticipated  effects  of  changes  in 
health  care  practice  on  the  cost  of  VA  health  care  in  the  next  20  years.  New  military  conflicts, 
policies,  legislation,  regulations,  and  external  factors,  such  as  economic  recession,  can  occur  and 
change  projected  demand  for  VA  health  care  during  this  period.  The  projections  do  not  include 
requirements  for  several  activities/ programs  not  projected  by  the  VA  EHCPM,  including 
nonrecurring  maintenance;  readjustment  counseling;  state-based,  long-term  services  and 
support  programs;  and  some  components  of  the  CHAMPVA  program. 

In  the  absence  of  any  policy  changes,  costs  increase  from  $53  billion  in  2014  to  $125  billion  in 
2032*  This  growth  is  largely  due  to  inflation  and  how  health  care  practices  are  expected  to 
change  over  time,  which  reflects  factors  that  affect  the  cost  of  both  VA  and  non-VA  health  care* 
These  trends  increase  the  cost  of  VA  health  care  regardless  of  changes  in  enrollment  growth  and 
demographics*  Within  enrollment,  the  increasing  number  of  enrollees  adjudicated  for  service- 
connected  disabilities  by  the  Veterans  Benefit  Administration  (VBA)  is  the  most  significant 
driver  of  cost  increases.  Enrollees  will  likely  increase  their  reliance  to  reflect  the  substantially 
higher  reliance  of  enrollees  in  the  service-connected  Priorities  1-3. 

These  baseline  estimates,  along  with  our  scenario  estimates  presented  below,  carry  some  key 
limitations*  First,  the  EHCPM  does  not  track  capacity  at  VA  facilities*  We  assume  health  care 


b(A  Veterans  qualifving  based  on  wait  times  or  excessive  travel  burdens  are  not  included. 
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utilization  will  increase  or  decrease  at  the  average  unit  cosh  when  in  fact  it  is  the  marginal  cost 
that  would  be  relevant  for  cost  estimates*  This  marginal  cost  could  be  smaller  or  larger  than  the 
average  cost,  depending  on  existing  capacity.  Although  we  did  make  some  assumptions  about 
fixed  and  variable  unit  costs  when  care  leaves  VA  facilities  in  our  policy  estimates  below, 
precise  estimates  are  not  possible  given  data  availability.  Second,  the  EHCPM  does  not  consider 
health  care  capacity  in  local  communities.  For  these  and  other  reasons,  the  EHCPM  is  best  for 
the  near  future  and  for  policy  scenarios  that  do  not  stray  dramatically  from  current  policy, 

A  2008  RAND  review  of  the  EHCPM  highlighted  these  limitations,  which  are  particularly 
important  for  analyzing  policy  changes  such  as  expanded  community  care.^^^  In  light  of  the 
types  of  policy  choices  VHA  is  likely  to  consider  in  the  future,  it  would  be  particularly 
beneficial  for  VHA  to  collect  and  incorporate  the  data  necessary  to  mitigate  these  limitations. 
Due  both  to  these  limitations  and  to  the  general  uncertainty  regarding  any  long-term  changes  in 
the  health  care  system,  we  suggest  focusing  attention  on  the  2019  estimates  of  the  scenarios 
below,  as  2019  is  the  first  year  to  incorporate  the  fully  phased-in  effects  of  the  scenarios. 

Policy  Estimates 

In  this  section,  we  present  results  for  the  Recommended  Option  and  three  alternative  options  for 
expanding  access  to  providers  outside  of  VA  through  integrated  networks.  These  options 
expand  community  care  for  different  categories  of  care  and  vary  by  whether  referrals  are 
required  to  receive  specialty  care.  We  present  estimates  for  several  other  scenarios  we 
examined,  each  with  a  design  or  focus  that  differs  from  the  integrated  network  options.  Finally, 
we  estimate  costs  for  two  other  policies  discussed  in  this  report:  (1)  expanding  the  use  of  nurse 
navigators  to  help  patients  coordinate  their  care  in  VA  and  in  the  community,  and 
(2)  expanding  eligibility  to  all  veterans  with  an  other-than-honorable  (OTH)  discharge  until  the 
adjudication  process  is  complete  to  determine  whether  they  will  remain  eligible. 

Community-Delivered  Services  Networks 

This  section  describes  the  Recommended  Option  and  the  first  three  alternative  options.  At  least 
initially,  all  care  currently  provided  by  VA  would  continue  to  be  provided  by  VA.  In  addition, 
expanded  community  care,  also  called  Community-Delivered  Services  (CDS),  will  be  provided 
by  an  integrated  network  consisting  of  providers  (medical  practitioners  including  physicians, 
midlevel  practitioners  and  therapists,  and  hospitals  and  clinics)  vetted  by  VA.  CDS  will  focus 
on  tertiary  and  quaternary  care,  and  may  include  primary  care  and  all  standard  specialty  care, 
depending  on  the  scenario  considered.  CDS  will  not  include  special-emphasis  care  and  some 
types  of  specialty  care  provided  in  a  distinctive  fashion  by  VHA.  The  network  of  CDS  providers 
that  VA  will  coordinate  varies  by  community.  To  make  the  flow  of  service  both  appropriate  and 
smooth  in  operation,  there  will  be  navigators  who  will  help  guide  veterans  to  the  best  and  most 
appropriate  providers  inside  and  outside  VA. 

The  Commission's  recommendation  to  create  the  VHA  Care  System  (see  Recommendation  1) 
considers  the  ways  in  which  health  plans  can  vary  the  size  and  scope  of  networks  as  a  means  of 
managing  costs.  It  highlights  that  broad,  open  networks  offer  greater  choice,  but  narrow,  well- 


Katherine  M.  Harris,  James  P.  Galasso,  and  Christine  Eibnet,  “Review  and  Evaluation  of  the  EnrolJee  I  [ealth  Care 
Projection  Model,”  RAND  Corporation,  Santa  Monica,  CA,  2008. 
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managed  networks  potentially  result  in  lower  costs.  It  discusses  ways  in  which,  after  networks 
are  designed,  VHA  could  exercise  additional  cost  controls  by  steering  patients  to  different 
providers  within  the  networks.  Finally,  the  recommendation  regarding  the  VHA  Care  System 
emphasizes  that  access  and  local  needs  are  important  considerations  in  setting  up  the  integrated 
networks,  and  that  governance  of  the  networks  should  be  a  process  of  ongoing  management 
and  evaluation. 

In  the  estimates  that  follow,  we  assume  that  networks  are  designed  and  governed  in  a  way  that 
gives  major  consideration  to  cost,  choice,  and  access.  We  assume  that  management  of  the 
integrated  networks  would  be  an  iterative  process  that  involves  continual  evaluation  of 
resulting  outcomes,  including  cost  outcomes,  and  that  netw^orks  would  be  adjusted  in  light  of 
those  outcomes*  We  also  assume  that  local  communities  and  services  with  poor  access  would 
require  more  community  providers  and/or  expanded  capacity  within  VHA  than  those  that 
already  have  adequate  access*  Finally,  we  assume  that  the  networks  will  be  integrated, 
relatively  narrow,  and  well-managed  with  the  aim  of  controlling  costs  effectively*  One 
exception  is  that  for  the  Recommended  Opheu,  we  added  an  estimate  that  assumes  less-managed, 
broader  networks  to  illustrate  that  costs  are  sensitive  to  network  size  and  management. 

Technical  Assumptions  for  Community-Delivered  Services  Options 

We  based  our  estimates  on  utilization  and  unit  cost  data  and  projections  for  78  HSCs  that  we 
obtained  from  the  VHA  Office  of  Policy  and  Planning.  Starting  from  a  base  year  of  2014,  we 
projected  utilization  and  unit  costs  through  2034.  For  HSCs  that  are  eligible  for  CDS  networks, 
we  assume  a  certain  fraction  of  care,  depending  on  the  option,  shifts  from  VA  facilities  to  the 
networks.  We  assume  traditional  CITC  will  be  offered  and  used  at  baseline  levels.^^  We  assume 
that  the  Choice  Program  ends  and  that  those  formerly  in  the  Choice  Progra?n  will  take  advantage 
of  the  community  care  offered  in  the  CDS  networks.  All  effects  are  phased  in  during  the  first  5 
years* 

Both  CDS  networks  and  CITC  are  priced  at  Medicare  allowable  rates  by  matching  Medicare  fee 
schedule  data  to  VA  HSCs*^^^  A  few  benefits  that  are  not  covered  by  Medicare,  such  as  dental, 
are  priced  at  historic  CITC  unit  costs.  Cost  sharing  for  CDS  networks  is  assumed  to  be  the  same 
as  that  for  care  in  VA  facilities* 

For  care  shifting  into  the  CDS  networks,  we  use  data  on  the  components  of  HSC  unit  costs  that 
we  obtained  from  the  VA  Allocation  Resource  Center.  We  assume  VA  is  able  to  adjust  resources 
such  that  only  the  equipment  and  national  overhead  portions  of  unit  costs  remain  in  VA 
facilities.  These  portions,  which  together  averaged  approximately  10  percent  of  care  in  2014, 
form  our  proxy  for  the  portion  of  unit  costs  that  VA  will  not  be  able  to  shed  in  scenarios  for 
which,  on  net,  care  leaves  VA  facilities  for  CDS  networks*  Note  that  unit  costs  do  not  include 
costs  associated  with  the  physical  building  or  nonrecurring  maintenance.  These  costs  are  not 
part  of  the  EHCPM,  and  costs  and/or  savings  associated  with  changes  to  facilities  and 
nonrecurring  maintenance  are  not  included  in  our  estimates, 

CITC  accounted  for  approximately  11  percent  of  modeled  expenditures  in  the  base  year  2014* 
b67  Medicare  iVlit^wabie  rates  were  provided  by  Milliman  at  the  request  of  VA.  They  were  produced  using  repricing 
performed  at  the  area-specific  level  for  inpatient,  outpatient,  and  professional  care.  For  services  that  were  not  repriced 
uithin  an  HSC,  Medicare  amounts  were  estimated. 
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Improving  access^  choke,  and/or  quality  of  services  is  likely  to  induce  greater  reliance  and 
enrollment  in  the  VA  system.  Although  reliance  and  enrollment  increases  result  in  greater 
budgetary  costs  for  VA,  it  is  important  to  note  that  these  increases  do  not  represent  societal 
costs  or  costs  to  the  government.  The  VA  budgetary  cost  increases  may  be  associated  with 
reductions  in  out-of-pocket  expenses  and  improved  health  care  benefits  for  patients,  as  well  as 
savings  to  Medicare,  Medicaid,  and  other  government  programs.  Our  cost  estimates  are 
confined  solely  to  the  VA  budget. 

Approximately  52  percent  of  eligible  veterans  have  enrolled  in  VA  health  care,  and  enrolled 
veterans  receive  34  percent  of  health  care  through  VA.  There  is  little  data  from  which  to 
anticipate  how  reliance  and  enrollment  might  change  under  the  scenarios,  and  our  estimates 
use  wide  ranges  of  assumptions  for  these  parameters.  In  forming  our  assumptions,  we  consider 
a  variety  of  factors,  such  as  insurance  coverage  and  other  characteristics  of  eligible  veterans 
(both  enrolled  and  unenrolled),  survey  responses  of  veterans  (both  enrolled  and  unenrolled)  on 
use  and  reasons  for  lack  of  use  of  VA  health  care,  and  research  on  take-up  of  health  insurance 
coverage.^^^  We  are  confident  that  enrollment  and  reliance  would  increase  more  with  greater 
patient  choice  and  access.  For  all  options,  we  present  low,  middle,  and  high  estimates. 

In  addition  to  increases  in  reliance  and  enrollment,  reduced  cost  sharing,  increased  convenience 
of  receiving  community  care,  and  the  removal  of  a  requirement  to  get  a  referral  for  specialty 
care  can  increase  the  total  amount  of  medical  care  that  a  patient  receives.  Depending  on  the 
option  considered,  some  health  care  is  subject  to  reduced  cost  sharing  from  levels  typical  of 
private  insurance  coverage  and  Medicare  to  the  very  small  levels  of  cost  sharing  found  in  the 
VA  system.  We  assume  utilization  increases  for  health  care  subject  to  lower  cost  sharing  and/or 
removal  of  a  requirement  to  get  a  referral,  with  our  estimates  based  in  part  on  the  literature 
examining  how  cost  sharing  affects  health  care  demand.^^^ 

Caveats 

There  are  a  number  of  caveats  associated  with  all  of  our  estimates.  These  caveats  are  important, 
and  to  the  extent  that  these  assumptions  do  not  hold,  the  estimates  will  be  inaccurate.  The 
estimates  do  not  include  savings  and  costs  of  reducing  or  repurposing  infrastructure,  or  effects 
on  VA's  teaching,  research,  and  emergency  preparedness  missions.  Medicare  allowable  rates 
are  assumed  adequate  to  provide  all  veterans  with  robust  CDS  networks  in  their  local  areas.  For 
care  priced  at  historic  CITC  rates,  national  average  rates  are  assumed  to  represent  future  rates. 
Shifting  care  into  CDS  networks  does  not  affect  the  unit  cost  of  care  that  remains  in  VA 
facilities.  Reductions  in  the  volume  of  care  within  VA  facilities,  and  potentially  adverse  effects 
quality,  are  not  addressed.  Other  than  equipment  and  national  overhead,  the  costs  of  care 
shifting  out  of  VA  facilities  are  phased  out  concurrently  with  other  effects  in  the  model.  New 
enrollees  are  assumed  to  cost  slightly  less  than  existing  enrollees  for  CDS  Alternative  3  and  the 

Examples  of  sources  include:  the  2014  American  Community  Sun  ey;  the  2010  National  Survey  of  Veterans;  the  2015 
Surve}^  of  Veteran  Enrollees’  Health  and  Use  of  Health  Care;  Katherine  Bakker,  William  J,  Congdon  and  Sendhil 
Miillainatlian,  “Health  Insurance  Coverage  and  Take-Up:  Lessons  from  Behavioral  Economics,”  The  Aliikmk  QMarierfy, 
90(1)  (20 12)J  07-134. 

Congressional  Budget  Office,  “Key  Issues  in  Analyzing  Major  1  lealth  Insurance  Proposals,”  Washington,  DC,  2008. 
Willard  Cl.  Manning,  Joseph  P.  Newhouse^  Naihua  Duan,  Emmett  B.  Keeler,  Arleen  Leibowitz,  and  M.  Susan  Marquis, 
“I  lealth  Insurance  and  the  Demand  for  Medical  Care:  Evidence  from  a  Randomized  Experiment,”  ylmerican  Hmmmic 
(1987),  251-77. 
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same  as  existing  enrollees  in  the  Reconnnended  Option  and  CDS  Alternatives  1  and  2,^^^  Finally,  we 
do  not  estimate  any  administrative  costs  associated  with  CDS  networks  other  than  the 
additional  RN  care  managers  hired  to  handle  the  increased  clinical  and  administrative  burden 
of  expanded  community  care.  These  additional,  nonmodeled  administrative  costs  could  be 
substantial. 

Commission  Recommended  Option 

The  Recommended  Option  would  expand  community  care.  At  least  initially,  all  care  currently 
provided  by  VA  would  continue  to  be  available  through  VA.  In  addition,  expanded  community 
care,  also  called  CDS,  would  be  provided  by  an  integrated  network  consisting  of  providers 
(medical  practitioners  including  physicians,  midlevel  practitioners  and  therapists,  and  hospitals 
and  clinics)  vetted  by  VA  or  a  third-party  administrator.  The  CDS  network  would  include  all 
primary  and  standard  specialty  care;  it  would  not  include  special-emphasis  care  (care  that  is 
provided  in  VA  in  a  distinct  fashion).^^i  In  2014,  68  percent  of  care  would  have  been  eligible  for 
CDS  networks  at  current  VA  prices,  A  referral  from  a  primary  care  provider  would  be  required 
to  receive  specialty  care.  This  referral  could  come  from  a  provider  either  at  VHA  or  from  the 
community  network.  In  this  scenario,  we  assumed  all  other  characteristics  of  the  VHA  Care 
System  would  remain  the  same  as  under  current  policy.  We  assume  that  the  Choice  Program 
ends  and  that  those  formerly  in  the  Choice  Program  will  take  advantage  of  the  community  care 
offered  in  the  CDS  networks. 

We  expect  that  allowing  enrollees  to  get  primary  and  standard  specialty  care  in  the  community 
will  increase  reliance  for  care  provided  in  the  community  because  many  veterans  would  have  a 
choice  among  a  larger  number  of  providers  and  would  be  more  likely  to  have  the  option  to 
receive  care  at  a  more  convenient  location.  We  also  expect  enrollment  to  increase  because  some 
eligible  veterans  would  be  induced  to  enroll  by  the  prospect  of  having  VA  pay  for  them  to  see  a 
doctor  in  the  community.  We  assume  that  60  percent  of  eligible  care  shifts  from  VA  facilities  to 
CDS  networks.  Currently  reliance  is  34  percent  Under  this  scenario,  we  model  reliance  levels  of 
40,  50,  and  60  percent,  which  correspond  to  reliance  rates  increases  of  approximately  18,  47,  and 
76  percent,  respectively.  These  reliance  increases  apply  only  to  CDS  care,  not  CDS-eligible  care 
that  is  provided  in  VA  facilities.  Although  the  choice  of  providers  is  expanded  and  wait  times 
are  potentially  reduced  in  VA,  there  continues  to  be  a  requirement  for  a  referral  to  access 
specialty  care,  as  there  is  in  the  current  system.  We  modeled  enrollment  increases  of  5, 15,  and 
20  percent  for  the  low,  middle  and  high  estimates,  which  assume  integrated,  narrow,  and  well- 
managed  networks  that  are  designed  and  managed  with  cost  as  one  of  the  major  considerations. 
We  also  modeled  an  enrollment  increase  of  50  percent,  more  consistent  with  a  less-managed, 
relatively  broad  network  for  which  cost  is  a  less  important  consideration.  Finally,  we  assume 
that  newly  entering  veterans  who  receive  treatment  in  CDS  networks  because  of  this  policy 
have  a  20  percent  utilization  increase  for  new  demand  in  CDS  networks.  Much  of  this  care  was 


Assumptions  based  on  previous  analysis  by  VHA  and  Milliman, 

Special- emphasis  care  includes:  prosthetics  and  orthotics,  recreational  therapy,  rehabilitative  care,  pharmacy,  home- 
based  primary^  care,  spinal  cord  injury^  and  diss orders,  some  categories  of  long-term  sendees  and  supports,,  mental  health 
and  homeless  care.  Wc  count  all  mental  health  as  special- emphasis  because  mental  health  categories  cannot  easily  be 
differentiated  by  care  that  is  VA  special-emphasis  and  care  that  is  not. 
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formerly  subject  to  sizable  cost  sharing  with  private  insurance  or  Medicare^  and  now  it  would 
be  subject  to  little  if  any  cost  sharing  associated  with  VA-financed  care. 

Figure  A-2  displays  estimates  for  the  Recommended  Option.  Estimates  for  well-managed,  narrow 
networks  range  from  $65  billion  to  $85  billion  in  2019,  with  a  middle  estimate  of  $76  billion.  The 
middle  estimate  is  moderately  above  the  baseline  projection  of  $71  billion.  Although  reliance 
and  enrollment  increases  push  VA  budgetary  costs  up,  the  switch  from  VA  unit  costs  to  the  less 
costly  Medicare  allowable  rates  for  CDS  networks  and  CITC  mitigate  the  increases.  The 
estimate  for  the  less-managed,  broader  network  scenario  is  $106  billion  in  2019,  illustrating  that 
costs  could  increase  markedly  if  governance  of  the  network  places  less  importance  on  cost  or  if 
VA  were  unsuccessful  in  tightly  managing  the  network. 

Figure  A-2.  Rmjeckd  Costs  of  Recommended  Option 


Baseline 

Low 

Middle 

High 

Less- Managed 
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COST  ESTI M  AXES  Co  mmissio  n  on  Care  Scenarios  ] 

Brief  Description 

Utilization 

Ino^ase 

Enrollment 

Increase 

(low, 

middle, 

high) 

Reliance 

(low, 

middle, 

high) 

Cost  FV  2014 

Actual 

(billions) 

Cost  FV  2019 

Projected 

(billions) 

cost  FV  2034 

Projected 

(billions) 

Baseline  2014  Actual 

9,073,615 

34% 

$53 

$  71 

$  138 

Referral  Based  Care  fn  VHCS  [6S% 
of  current  VHA  care  eligi  ble  as 
Recommended  (low)  GDSJ 

+20%  of  new 

demand  In 

CDS  Care 

5% 

40% 

$  65 

$  13Z 

Recommended  (middle)  same 

same 

15% 

50% 

$  76 

$  155 

Recommended  (higfi)  same 

same 

20% 

60% 

$  m 

S  173 

1 

Re  com  me  nd  e  d  ( less-managed)  sa  me 

same 

50% 

60% 

$  106 

$  213 

1 

Similar  to  Recommended  but 
primary  care,  inpatient  med  and 
surg  and  some  standard  specialty 
care  not  eligi  ble  for  COS  remain  in 
Alternative  1  (low)  VHA  (47%  of  care  eligible  for  CDS) 

+20%  of  new 

demand  in 

CDS  Care 

0% 

10% 

$  66 

$  128 

1 

Al  te  m  ati  ve  1  ( m  idd  1  e}  sa  me 

same 

5% 

35% 

$  73 

$  140 

Alternative  l(high)  same 

same 

10% 

50% 

$  7S 

$  151 

! 

Similar  to  Alternative  1  but  primary 
care  coordinator  must  only  be 
consulted;  no  referral  required 

Alternative  2  (low)  (47%  of  care  eligible  for  CDS) 

+20%  CDS 
eligible  Care 

5% 

60% 

$  97 

$  191 

1 

1 

Alte  rnative  2  (middle)  same 

same 

10% 

30% 

$  123 

$  243 

1 

Alternative  2  {high]i  same 

same 

20% 

100% 

$  154 

$  307 

Similar  to  Alternative  2  but  primary 
care,  inpatient  med/surg  and 
specialty  care  eligible  for  CDS  and 
Alternative  3  (low)  no  consult  required 

+20%  CDS 
eligible  Care 

75%  (level) 

80% 

$  167 

$  320 

j 

Alternative  3  (middle)  same 

same 

35%  (level) 

90% 

$  206 

$  395 

I 

Alternative  3  (high)  same 

same 

95%  (level) 

100% 

$  250 

S  479 

i 

1 

Move  most  standard  ambulatory 
Keep  Selected  Services  (low)  specialty  care  to  community 

+20%  of  new 

demand  in 

CDS  Care 

0% 

10% 

$  64 

$  128 

i| 

Keep  Selected  Services 

(middle)  same 

same 

4% 

25% 

$  70 

$  136 

Keep  Selected  Services  (high)  same 

same 

3% 

40% 

$  75 

S  145 

Enroll  ee 5  under  age  55  can  choose 
a  subsidized  Insurance  premium 
with  cost  sharing  in  lieu  of  VHA 
Premium  Support  care 

42%  of 

enroll  ees  <65 

choose 

premium 

support 

6% 

$  82 

$  168 

1 

1 

Eligi bilfty  Expansion  Allow  all  eligible  veterans  to  enroll 

increase  to 

3D%  market 
share  among 
priority  S 

5% 

$  72 

$  140 

Initiatives  Nurse  navigators  for  CDS  care 

5  71 

$  138 

Make  veterans  with  Other  than 
Honorable  Discharges  Temporarily 
Eligible  for  VA  Health  Cane  While 
Claims  are  Adjudicated 

$  72 

$  139 
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Additional  Sample  Cost  Models 

CDS  Alternative  1 

CDS  Alternatwe  1  is  similar  to  the  Commission's  Recommended  Option  above.  The  main 
difference  is  that  a  narrower  subset  of  services  is  available  in  the  CDS  networks*  Primary  care, 
inpatient  medical  and  surgical  care,  and  some  standard  specialty  care  are  not  eligible  for  CDS 
networks  and  must  be  accessed  within  VA.  The  CDS  network  for  CDS  Altemative  1  would  focus 
on  tertiary  and  quaternary  care;  it  would  not  include  primary  care,  some  specialty  care, 
inpatient  medical  and  surgical  care,  and  special-emphasis  care  (care  that  is  provided  in  V A  in  a 
distinct  fashion)*  In  2014,  47  percent  of  care  would  have  been  eligible  for  CDS  networks. 

Because  less  care  is  eligible  for  CDS  networks  than  in  the  Recommended  Optionf  less  care  will 
shift  to  CDS  networks,  reliance  increases  will  be  smaller,  and  enrollment  increases  will  be 
smaller.  We  assumed  that  50  percent  of  eligible  care  shifts  from  VA  facilities  to  CDS  networks. 
We  modeled  increases  in  reliance  of  10,  35,  and  50  percent,  which  correspond  to  reliance  rates  of 
approximately  37,  46,  and  51  percent.  These  reliance  increases  pertain  only  to  CDS  care,  not 
CDS-eligible  care  provided  in  VA  facilities.  We  modeled  enrollment  increases  of  0,  5,  and 
10  percent*  As  in  the  Recommended  Option,  we  assume  newly  entering  veterans  who  receive 
treatment  in  CDS  networks  because  of  this  policy  have  a  20  percent  utilization  increase  for  new 
demand  in  CDS  networks. 

Figure  A-3  displays  estimates  for  CDS  Alternative  1.  Estimates  range  from  $66  billion  to 
$78  billion  in  2019,  with  a  middle  estimate  of  $73  billion*  As  in  the  Recommended  Option,  the 
middle  estimate  is  close  to  the  baseline  projection  of  $71  billion.  Although  reliance  and 
enrollment  increases  push  VA  budgetary  costs  up,  the  switch  from  VA  unit  costs  to  Medicare 
allowable  rates  for  CDS  networks  and  CITC  offsets  these  effects. 
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Figure  Ar3.  Projected  Costs  of  CDS  Alkmatm  1 


Baseline 

low 

Middle 

High 


CDS  Alternative  2 

Like  CDS  Alternative  1,  CDS  care  in  Alternative  2  would  focus  on  tertiary  and  quaternary  care. 
CDS  networks  would  not  include  primary  care,  special-emphasis  care,  inpatient  medical  and 
surgical  care,  and  some  types  of  specialty  care. 

This  option  differs  from  the  Recommended  Option  and  CDS  Alternative  1  in  that  veterans  must 
consult  their  VH A  primary  care  provider  in  some  way  before  seeking  specialty  care,  but  they  do 
not  need  a  referral  to  receive  CDS  eligible  care  whether  they  receive  it  in  or  out  of  VA.  Some 
specialty  care,  all  primary  care,  and  all  special-emphasis  care  are  only  provided  in  VA  unless 
the  veteran  is  eligible  for  traditional  CITC,  However,  after  the  primary  care  consultation,  the 
choice  of  whether  to  seek  eligible  care  in  CDS  networks  is  entirely  up  to  the  veteran.  As  in  CDS 
Alternative  2,  the  care  eligible  for  CDS  networks  comprised  47  percent  of  total  modeled 
expenditures  in  2014, 

We  expect  reliance  increases  to  be  relatively  high,  and  we  apply  these  reliance  increases  to  CDS 
eligible  care  regardless  of  where  veterans  receive  it  because  referrals  are  not  required  for  any 
CDS  eligible  care.  Further,  we  expect  enrollment  increases  to  be  higher  than  the  Recommended 
Option  and  CDS  Alternative  1  because  the  absence  of  a  referral  requirement  makes  this  a  more 
attractive  policy  for  potential  enrollees.  We  model  reliance  rates  of  60,  80,  and  100  percent  for 
care  eligible  for  CDS  networks;  enrollment  increases  of  5, 10,  and  20  percent;  70  percent  of  VA 
facility  care  shifting  into  CDS  networks;  and  a  20  percent  utilization  increase  for  CDS  eligible 


care. 
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Estimates  are  displayed  in  Figure  A~4.  In  2019,  the  baseline  projection  is  $71  billion.  CDS 
Alternative  2  estimates  range  from  $97  billion  to  $154  billion,  with  a  middle  estimate  of 
$123  billion.  The  potential  for  considerable  reliance  and  enrollment  increases  could  push  costs 
substantially  higher  than  the  baseline. 

yi-4.  Projected  Costs  of  CDS  2 


CDS  Alternative  3 

CDS  Alternative  3  differs  from  Alternative  2  in  two  main  ways.  First,  a  broader  array  of  care  is 
eligible  for  CDS  networks.  CDS  would  include  primary  and  standard  specialty  care,  including 
inpatient  medical  and  surgical  care.  It  would  not  include  special-emphasis  care  (care  that  is 
provided  in  V A  in  a  distinct  fashion).  This  array  of  eligible  care  is  the  same  as  that  for  the 
Recommended  Option^  and  comprised  68  percent  of  total  modeled  expenditures  in  2014.  Second, 
enrollees  do  not  need  to  consult  with  a  primary  care  doctor  in  order  to  access  CDS  eligible  care. 

CDS  Alternative  3  would  offer  an  extremely  generous  benefits  package  for  patients.  With  no 
referral  or  consultation,  no  premiums,  and  little  if  any  copayments,  patients  would  have  access 
to  a  robust  network  of  high-quality  providers  in  their  area.  Although  care  within  VA  facilities 
would  be  available,  no  clinical  contact  would  be  necessary  for  those  seeking  care  in  CDS 
networks.  Even  within  VA  facilities,  care  is  more  attractive  because  patients  would  no  longer 
need  to  consult  their  primary  care  doctors  to  receive  specialty  care.  The  benefits  of  this  option 
contrast  with  the  10  to  30  percent  cost  sharing  typical  in  Medicare  and  private  coverage,  the  low 
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provider  reimbursements,  stigma  and  access  barriers  often  associated  with  Medicaid,^^^  and  the 
requirements  for  referrals  and/or  prior  authorizations  that  are  widespread  among  health 
insurance  plans.  Few  veterans  would  have  reason  to  turn  down  such  an  attractive  option. 

Consequently,  we  model  high  ranges  for  reliance,  enrollment,  and  care  shifting  into  CDS 
networks.  We  model  reliance  rates  of  80,  90,  and  100  percent  for  all  CDS  eligible  care; 
enrollment  shares  of  75,  85,  and  95  percent;  and  a  70-percent  rate  of  eligible  care  shifting  from 
VA  facilities  to  CDS  networks.  We  apply  the  reliance  increases  to  all  care  eligible  for  CDS 
networks,  even  if  the  care  is  provided  in  VA  facilities  or  traditional  CITC,  because  this  option 
eliminates  the  need  for  consultations  with  primary  care  doctors  for  all  CDS  eligible  care. 
Additionally,  we  assume  that  the  total  amount  of  CDS  eligible  care  received  by  veterans  from 
any  provider  and  payer  increases  by  20  percent  due  to  the  lack  of  a  referral  requirement  and/or 
reduced  cost  sharing. 

Estimates  are  displayed  in  Figure  A-5.  In  2019,  when  effects  are  fully  phased-in,  estimated  costs 
range  from  $156  billion  to  $237  billion,  with  a  middle  estimate  of  $195  billion.  This  compares  to 
a  baseline  projection  of  $71  billion.  Although  estimates  arc  highly  uncertain,  a  key  takeaway  is 
that  this  option  could  result  in  very  large  cost  increases  relative  to  the  baseline  scenario, 
Recommended  Option,  and  CDS  Alternatives  1  and  2. 

Figun  jA-S.  Projected  Costs  of  CDS  Altematm  3 


Baseline 

Low 

Middle 

High 


Yii-C]hu  Shen  and  Stephen  Zuckerman,  “Tlie  Effect  of  Medicaid  Payment  Clenerosity  cjn  Access  and  Use  among 
Beneficiaries,”  Hea/t/j  Servkes  40,  no.  3  (2005),  723-44.  Jennifer  Scuber  and  Karl  Kronebusch,  *'Sdgma  and  Other 

Determinants  of  Participation  in  TANF  and  joffnml  of  Afratysis  iifid  2 no.  3  (2004),  509'530. 
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Keep  Selected  Services 

The  Keep  Selected  Services  (KSS)  scenario  would  move  most  standard  ambulatory  specialty  care 
entirely  into  the  community,  yet  keep  the  remainder  of  care  entirely  within  VA  facilities  or 
traditional  CITC.  Although  VA  would  no  longer  provide  most  standard  ambulatory  specialty 
care  in  VA  facilities,  it  would  continue  to  provide  primary  care,  inpatient  care,  and  special- 
emphasis  care  in  VA  facilities,  including  long  term  services  and  supports,  prosthetics  and 
orthotics  services,  inpatient  and  outpatient  mental  health  and  substance  abuse,  inpatient 
medical  and  surgical  care,  prescription  drugs,  medication  management,  recreational  therapy, 
and  immunizations.  Under  this  scenario,  approximately  35  percent  of  the  cost  of  care  currently 
provided  in  VA  would  be  provided  solely  in  the  community.  Providers  in  the  community 
would  receive  Medicare  rates. 

We  modeled  increases  in  reliance  of  10,  25,  and  40  percent,  which  correspond  to  reliance  rates  of 
approximately  37,  43,  and  48  percent.  These  reliance  increases  pertain  only  to  care  that  moves 
into  the  community.  We  modeled  enrollment  increases  of  0, 4,  and  8  percent. 

Estimates  are  displayed  in  Figure  A-6,  In  2019,  when  effects  are  fully  phased-in,  estimated  costs 
range  from  $64  billion  to  $75  billion,  with  a  middle  estimate  of  $70  billion.  This  estimate 
compares  to  a  baseline  projection  of  $71  billion.  Although  estimates  are  highly  uncertain,  a  key 
takeaway  is  that  even  with  expanded  community  care,  cost  increases  are  constrained  when 
veterans  cannot  choose  whether  they  receive  care  in  VA  facilities  or  in  the  community. 

Figim  A.-6.  Projected  Costs  of  Keep  Selected  Sewices  Scenario 
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Premium  Suppoit^^^ 

Under  the  Premium  Support  (PS)  scenario,  all  current  and  future  enrollees  younger  than  age  65 
can  choose  a  subsidized  insurance  premium  with  cost  sharing  (for  some  priorities)  in  lieu  of 
their  current  VHA  benefit.  Enrollees  electing  the  premium  and  cost  sharing  subsidy  no  longer 
have  access  to  any  VA  services,  including  the  special  services  VA  offers.  Under  this  scenario, 
there  is  an  annual  election  period,  and  VA  actively  engages  with  enrollees  to  make  a  decision. 
Enrollees  ages  65  and  older  receive  no  additional  benefit  options. 

For  those  enrollees  choosing  the  subsidized  insurance  program,  the  cost  sharing  varies  by 
priority  level:  10  percent  for  priorities  1  and  2;  20  percent  for  priorities  3  and  4;  30  percent  for 
priorities  5  and  6;  and  40  percent  ft^r  priorities  7  and  8,  Veterans  would  buy  Siher  policies  on  the 
state  individual  insurance  exchanges,  and  VA  would  provide  additional  cost  sharing  assistance 
to  meet  the  target  subsidy.  If  enrollees  purchased  plans  offered  with  lower  cost  sharing,  such  as 
Gold  (20  percent  cost  sharing)  or  Platinum  plans  (10  percent  cost  sharing),  the  additional 
premium  costs  would  likely  exceed  the  cost  of  purchasing  a  Silver  plan  and  subsidizing  the  cost 
sharing.  The  cost  estimates  did  not  consider  the  potential  effect  of  adding  a  large  number  of 
veterans  on  exchange  plans.  Were  VA  to  do  this,  considerations  for  veteran  morbidity  as  well  as 
the  proposed  cost  sharing  subsidies  would  need  to  be  accounted  for  within  the  purchase  of  state 
exchange  plans  from  commercial  insurers. 

To  determine  participation  rates  in  the  subsidized  premium  program,  we  summarized 
enrollees'  FY  2014  baseline  data  into  cost  brackets  by  attaching  2015  EHCPM  unit  costs  to 
workload  and  then  summarizing  the  total  cost  of  workload  provided  to  each  enrol  lee.  Overall, 
42  percent  of  enrollees  younger  than  age  65  were  assumed  to  select  the  subsidized  premium 
option,  but  the  model  assigned  different  rates  of  participation  depending  on  enrollees'  priority 
level  and  historical  VA  utilization.  Enrollees  with  little  to  no  costs  were  assumed  to  participate 
in  the  program  at  a  higher  rate  as  compared  to  those  who  had  larger  levels  of  VA  costs. 
Participation  rates  for  priority  5  veterans  were  assumed  to  be  half  the  rates  set  for  other  priority 
levels.  This  assumption  was  made  because  many  of  these  lower  “income  enrollees  already  have 
the  option  of  participating  in  a  highly  subsidized  state  exchange  plan  with  low  cost  sharing.  It  is 
also  assumed  that  offering  this  option  will  motivate  additional  nonenrolled  veterans  to  enroll  to 
receive  the  subsidized  premium  plan.  To  estimate  this  effect,  we  analyzed  the  proportion  of 
veterans  by  priority  level  with  either  no  insurance  or  individual  insurance  plans,  as  reported  in 
recent  years  of  data  captured  by  the  American  Community  Survey  (ACS).  We  estimated  that 
this  potential  subsidy  would  lead  to  an  additional  577,000  enrollees  over  the  projection  period. 

Finally,  it  is  assumed  that  the  subsidized  premium  plan  serves  as  a  primary  payer  and  does  not 
supplement  other  coverage  available  to  the  enrollee,  such  as  Medicare  or  employer  sponsored 
insurance. 


Analysis  developed  by  Miiliman  for  VI  I A  Office  of  the  Assistant  Deputy  Undersecretary'  for  Health  (ADUSHJ  for 
Policy  and  Planning. 
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Figure  Projected  Costs  of  Premium  Support  Scenario 


Eligibility  Expansion^^^ 

Under  the  Eligihility  Expansion  (EE)  scenario,  the  VA  health  care  system  expands  to  allow  all 
veterans  to  enroll  in  VA  health  care.  In  2014,  half  of  veterans  eligible  under  priorities  1-7,  8b, 
and  8d  were  enrolled,  representing  a  50  percent  market  sharep'^^  with  the  highest  market  share 
among  those  with  service-connected  priorities.  The  market  share  among  Priorities  8a  and  8c 
was  an  estimated  21  percent,  reflecting  enrollment  from  before  suspension  began  in  January 
2003  and  from  enrollees  who  initially  enrolled  in  another  priority  and  later  transitioned  to 
Priorities  8a  and  8c.  If  the  suspension  of  new  priority  8  enrollment  had  never  occurred,  we 
estimate  that  the  market  share  would  be  28  percent  in  2014  and  30  percent  in  2021  under  natural 
growth  and  priority  transition  rates. 

Under  a  scenario  of  lifting  priority  8  enrollment  suspension  beginning  in  FY  2017,  we  estimate 
that  the  market  share  would  climb  steadily  during  a  5-year  phase-in  period  to  reach  30  percent 
in  2021,  which  equates  to  464,000  new  priority  8  enrollees.  The  market  share  is  not  expected  to 
reach  the  level  observed  among  other  priorities  because  Priority  8  veterans  have  higher 
incomes,  are  not  service-connected  disabled,  are  more  likely  to  have  employer-sponsored 
coverage  and  individually  purchased  health  plans,  and  are  less  likely  to  be  uninsured  relative  to 
other  priorities.  Further,  regression  analysis  of  market  shares  among  veterans  in  census  data 
demonstrated  that  higher  income  veterans,  nondisabled  veterans  and  veterans  with  employer- 
sponsored  health  insurance  are  all  less  likely  to  enroll.  To  develop  the  cost  estimates,  newly 


Analysis  developed  by  Millinian  for  VHA  Office  of  the  Assistant  Deputy  Undersecretary  for  Health  (ADUSH)  for 
Policy  and  Planning. 

Priority  8b  and  8d  were  enrolled  on  or  after  June  15,  2009  and  have  incomes  that  exceed  the  current  VA  or 
geographic  income  limits  by  10  percent  or  less. 

Market  share  is  the  percentage  of  veterans  who  arc  enrolled  in  VI 1 A  out  of  ajl  veterans.  Tliis  differs  from  die 
enrollment  share,  which  is  the  percentage  of  eligible  enrt>llees  who  are  enrtdled. 
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eligible  priority  8  veterans  are  assumed  to  have  the  same  morbidity  and  reliance  as  current 
priority  8  enrollees. 

By  2032,  based  on  the  estimated  market  share,  we  project  an  additional  368,000  priority  8 
enrollees  with  an  additional  $1.8  billion  in  costs. 

yi-8.  Projected  Costs  of  EligMlity  Expansion  Scennno 


Additional  Cost  Factors 

Nurse  Navigators 

VHA  already  has  a  robust  care  manager  program  that  largely  overlaps  with  the  proposed  nurse 
navigators  in  the  CDS  scenarios.  VHA  patient  aligned  care  teams  (PACTs)  were  created  to 
coordinate  care  and  maintain  long-term  relationships  with  patients.  Most  PACTs  exist  in  a 
primary  care  setting,  but  there  are  also  special-emphasis  PACTs,  such  as  those  for  spinal  cord 
injury  and  disorders,  geriatrics,  and  HIV  care.  All  patients  may  choose  to  be  assigned  to  a 
primary  care  PACT,  and  the  vast  majority  do  so:  There  are  approximately  5.3  million  unique 
patients  in  primary  care  PACTs  out  of  a  total  of  5.8  million. 

The  primary  care  PACT  typically  consists  of  a  provider,  an  RN  care  manager,  a  clinical 
associate,  and  a  clerk.  This  team  is  assigned  to  a  panel  of  approximately  1,200  patients.  There 
are  also  expanded  team  members  who  are  assigned  to  multiple  panels,  such  as  clinical 
pharmacy  specialists,  nutritionists,  and  behavioral  health  professionals.  The  RN  care  manager  is 
the  lynchpin  of  the  primary  care  FACT. 

One  of  the  tasks  of  the  care  manager  is  to  coordinate  care  received  in  VHA  facilities  with  care 
received  in  the  community.  Because  this  coordination  role  would  increase  with  the  CDS 
scenarios,  we  provide  a  notional  estimate  for  expanding  the  number  of  care  managers  to 
account  for  the  additional  administrative  and  clinical  burden  of  an  increase  in  community  care. 
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Based  on  discussions  with  VHA  primary  care  operations  and  policy  staffs  we  assume  that  one 
additional  RN  care  manager  per  five  panels  would  be  necessary  to  handle  a  substantial  increase 
community  care  such  as  that  associated  with  the  CDS  scenarios^^  Based  on  2014  data  on  the 
number  of  patients  in  PACTs  and  the  recommended  panel  size,  we  estimate  that  882  RN  care 
managers  would  need  to  be  hired  if  the  CDS  scenarios  were  fully  phased  in.  Incorporating  the 
average  total  compensation  of  RN  care  managers  ($94.4  thousand  in  FY  2014)  and  inflating  costs 
using  the  projected  patient  population  and  personnel  inflation  trend  from  the  EHCPM,  we 
generate  the  following  cost  estimates.  These  estimates  are  assumed  to  be  fully  phased  in.  The 
cost  of  this  policy  is  $100  million  in  2019  and  rises  to  $158  million  in  2034. 

Figure  A.-9.  Cost  of  Hiring  Additional  RN  Care  Managers 


Other-than-Honorable  Discharges 

We  also  consider  a  policy  for  which  those  with  an  OTH  discharge  are  made  temporarily  eligible 
for  VA  health  care  while  their  claims  are  adjudicated.  The  adjudication  process  would 
determine  whether  these  individuals  would  remain  eligible  for  care  or  would  lose  eligibility. 
Adjudication  would  be  based  on  the  reason  for  the  discharge.  For  example,  if  the  discharge 
were  due  to  behavior  associated  with  a  mental  health  condition  caused  by  serving  in  the 
military,  that  person  would  likely  be  positively  adjudicated.  However,  the  specific  criteria  for 
adjudicating  cases  still  needs  to  be  determined. 

To  model  the  cost  of  this  proposal,  we  assume  all  people  with  an  OTH  discharge  who  would 
otherwise  be  eligible  for  VHA  care  are  initially  eligible.  We  assume  that,  consistent  with  the  rest 
of  the  population,  73  percent  of  veterans  with  an  OTH  discharge  arc  eligible  for  VA  health  care 
based  on  income  and  disability  criteria.  During  a  period  of  5  years,  their  cases  are  examined, 
and  50  percent  are  positively  adjudicated.  Whether  this  number  is  actually  higher  or  lower  than 
50  percent  will  depend  on  the  exact  details  of  the  policy  as  well  as  the  specific  circumstances  of 
veterans  with  an  OTH  discharge.  In  our  model,  the  number  of  eligible  veterans  with  an  OTH 
discharge  who  enroll  increases  during  the  first  5  years  as  they  become  aware  of  the  new  rules.  It 


These  estimates  would  differ  depending  on  the  CDS  option  pursued^  but  we  provide  a  single  notional  estimate  to 
give  a  sense  of  the  magnitude  of  costs  involved. 
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increases  to  52  percent^  which  is  the  enrollment  share  of  veterans  who  are  currently  eligible.  In 
reality^  this  rate  could  be  higher  or  lower  for  those  with  an  OTH  discharge  if  they  are  different 
from  those  who  are  already  eligible*  We  assume  costs  per  patient  are  similar  to  other  veterans  of 
the  same  age. 

The  cost  of  this  policy  increases  from  $264  million  in  2014  to  $1*23  billion  in  2033*  Fully  phased- 
in,  the  cost  is  $864  million  in  2019*  The  shape  of  the  cost  curve  reflects  increasing  enrollment 
during  the  first  5  years  as  veterans  learn  about  the  new  rule  and  sign  up*  It  also  reflects 
adjudications  as  all  enrolled  veterans  are  initially  eligible  and  then  their  eligibility  is  adjudicated 
during  the  5  years*  These  calculations  reflect  estimates  that  the  number  of  veterans  with  an 
OTH  discharge  for  active  duty  military  has  fallen  from  a  high  of  8,8  percent  in  2002  to 
2.1  percent  in  2015.  We  assume  that  the  rate  continues  at  2.1  percent  of  discharges  throughout 
the  projection  window. 


Figure  A.-1().  Projected  Costs  of  'Vemporanly  Covering  Veterans  with  OTH  Disehcnges 


2014  2019  2024  2029 

Conclusion 

The  estimated  cost  of  allowing  veterans  to  receive  expanded  community  care  through 
integrated  networks  varies  dramatically  depending  on  the  specifics  of  the  policy^  including 
which  categories  of  care  are  eligible  for  the  community  and  whether  referrals  are  required  to 
access  specialty  care.  We  estimate  that  the  Recommended  Option,  which  provides  increased 
community  care  that  is  reimbursed  at  Medicare  allowable  rates  but  maintains  referrals  for 
specialty  care^  increases  costs  modestly^  assuming  that  networks  are  narrow  and  well-managed 
with  cost  as  a  major  consideration.  CDS  Alternative  1,  which  offers  a  more  restricted  array  of 
services  eligible  for  CDS  care^  yet  maintains  a  referral  requirement,  does  not  substantially 
increase  costs*  However,  CDS  Alternative  3  and  to  a  lesser  degree  Altemative  2,  which  eliminate 
the  need  for  referrals  for  standard  specialty  care,  potentially  lead  to  very  high  costs.  The 
estimated  costs  of  the  other  scenarios  range  from  small  to  substantial,  though  these  costs  would 
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ultimately  depend  on  the  details  of  the  proposals  (e.g.,  the  premium  support  schedule).  Finally, 
we  find  that  the  costs  of  introducing  expanded  nurse  navigators/ care  coordinators  and  making 
those  with  OTH  discharge  temporarily  eligible  are  comparatively  modest. 
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Table  B-1.  Organi^tional  Health  and  Cultural  Transformation 


Action 

Responsible 

Timeline 

That  VHA  create  a  comprehensive,  coordinated,  sustainable  cultural  transformation  effort  by  aligning  programs  and 
activities  around  a  single,  benchmarked  concept. 

Establish  the  charter  for  the  cross-functional  SE  team  responsible  for 
cultural  transformation. 

SECVA/DEPSECVA  or  CVCS 
depending  on  level 

Now  (0-6  mos) 

Assess  cultural  transformation  models  and  decide  on  a  single  model. 

Chartered  SE  team 

Now  (0-6  mos) 

Create  an  execution  strategy  for  cultural  transformation. 

Chartered  SE  team 

Now  (0-6  mos) 

Develop  communication  strategy  and  materials  and  release. 

Chartered  SE  team 

Near(lSmos} 

That  VHA  aligns  leaders  at  all  levels  In  support  of  the  cultural  transformation  strategy. 

Establish  a  subcommittee  under  the  SE  team  to  drive  leadership 
transformation. 

Chartered  SE  team 

Near  (6  mos) 

Establish  leadership  standards  for  behaviors  and  actions. 

Chartered  SE  team 
Subcommittee 

Near  (6-9  mos) 

Publicize  the  standard. 

Chartered  SE  team 
SubcommIttee/CVCS/HTM 

Near  (12  mos) 

Develop  assessment  tools. 

SE  Subcommittee/NCOD, 
NCEHC,  HTM 

Near  (12-24  mos) 

Establish  expectations  (in  policy)  for  use  of  leadership  standards  in 
IDPs,  performance  review,  hiring,  promotions. 

HTM/CVCS 

Near  (12-36  mos) 

Provide  coaching  to  the  standard. 

(Current  HCM  office 
responsible) 

Near  (24  mos) 

Collect  standards,  training,  support  materials  into  a  living  curriculum 
for  leaders. 

EES/HTM 

Near  (24  mos) 

Modify  VA  Directive  5021  (Employee/Management  Relations)  to 
include  unacceptable  behavior  and  unacceptable  performance 
standards  related  to  organizational  transformation  responsibilities  of 
leaders  and  update  table  of  penalties  to  correspond. 

hra/htm 

Future  (36  mos) 

That  VHA  align  frontline  staff  in  support  of  the  cultural  transformation  strategy. 

Establish  subcommittee  to  support  staff  transformation  . 

Chartered  SE  team 

Near  (9  mos) 

Establish  behavioral  expectations/requirements  for  staff. 

Subcommittee 

Near  (9-18  mos) 

Develop  hiring  tools  against  the  staff  standard. 

Subcommittee 

Near  (18-36  mos) 

Establish  requirements  (in  policy)  for  use  of  the  standard  for  IDP, 
performance  reviews,  advancement  in  grade/promotions. 

HTM/HRA/nursing  and 
similar/unions 

Near  (18-36  mos) 
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Action 

Responsible 

Timeline 

Support  leaders  and  supervisors  at  all  levels  of  the  organization  to 
communicate  and  reinforce  these  standards  with  staff  (see  align 
leaders,  above). 

(Policy  owner) 

Near  (18  mos) 

Establish  program  office  and  VAMC  standards  and  strategy  for  execution. 

Establish  subcommittee  to  develop  VAMC  and  PO  execution 
standards. 

Chartered  SE  team 

Near  (18  mos} 

Establish  execution  strategy  and  policy  requirements. 

Chartered  SE  team 

Subcommittee/NCEHC/ 

NCOD 

Near  (18-36  mos) 

Develop  consolidated,  meaningful  metrics  with  input  from  experts  and  field  users. 

Assign  responsibility  for  metric  development. 

Chartered  SE  team/CVCS 

Near  (6  mos) 

Develop  and  test  metrics. 

Organizational  Excellence 

Near  (6-18  mos) 

Deploy  metrics. 

Chartered  SE  team/CVCS/ 
(policy  owner) 

Near  (18  mos) 

Identify  outliers  and  intervene. 

SE  team/CVCS/(policy 
owner) 

Near  (24  mos} 
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Tahk  B-2.  KBcruitmmt,  Retention,  Development,  and  ^Advancement 


Action 

Responsible 

Timeline 

VHA  executives  are  required  to  make  the  leadership  system  a  top  priority  for  funding,  strategic  planning,  and 
investment  of  their  own  time  and  attention. 

Establish  a  VHA  leadership  management  goal  for  inclusion  in  the 

2018  budget  with  specific  targets,  including  diversity  targets. 

VHA  Human  Capital 
Management/NLC 
leadership  subcommittee 
of  the  HR  committee 

Now  (3  mos) 

Submit  the  leadership  management  goal  to  VA  for  inclusion  in  the 
budget  submission  for  2018. 

VHA  OPP  and  eves 

Now  (3  mos) 

Adopt  VHA  leadership  management  goal  and  submit  to  OMB/White 
House. 

VAOPPand  SECVA 

Now  (3  mos) 

Establish  an  operational  plan  and  accountability  mechanisms  for 
meeting  these  goals. 

VHA  Human  Capital 
Management/NLC 
leadership  subcommittee 
of  the  HR  committee 

Now  (4  mos) 

Include  yearly  targets  in  the  performance  plan  of  the  CVCS  and  SES 
members. 

VHA  NIC  subcommittee 
on  performance  planning 

Now  {4  mos) 

Schedule  regular  communication  (at  least  quarterly}  to  the  field  that 
speaks  to  mission,  vision,  values,  and  expectations  for  ethical 
behavior. 

CVCS 

Now  -  ongoing 

Schedule  regular  meetings  with  VHACO  and  field  senior  staff  that 
allows  for  a  discussion  of  mission,  vision,  values  and  expectations  for 
ethical  behavior. 

CVCS 

Now -ongoing 

Develop  opportunities  for  developing  leaders  to  participate  in  the 
leadership  and  management  decisions  and  processes  of  VHA 

CVCS  /ask  NIC  executive 
committee  to  develop 
and  implement  a  plan 

Now  (6  mos) 

Adopt  and  implement  a  comprehensive  system  for  leadership  development  and  management. 

Convene  a  group  to  review  ACHE  and  the  National  Center  for  Health 
Care  Executives  and  devise  a  benchmarked  model  that  meets  the 
needs  of  health  care  executives  in  VHA  as  well  as  the  private  sector. 

NCEHCwith  NCOD,  & 
Human  Capita! 
Management;  report  to 
the  NIC  subcommittee 
for  leadership 
development 

Now  (6  mos) 

Create  career  tracks  for  key  positions  based  on  this  new 
competency  model. 

HIM 

Near  (within  12 
mos} 

Fund  and  implement  leadership  assessments,  training,  coaching,  and  developmental  opportunities  based  on  the  new 
leadership  competency  model. 

Develop  assessment  tools  {360, 180,  self-assessment,  supervisory) 
to  support  the  competency  model. 

HTM  with  support  as 
required  from  other 
offices,  e.g.,  NCOD,  EES 

Near  (within  IS 
mos} 

Assess  existing  training  against  the  model  and  identify  gaps. 

EES 

Near  (18  mos) 

Develop  and  implement  a  plan  to  fill  these  gaps. 

EES/reporting  to  NLC  to 
ensure  funding 

Near  (plan  20  mos- 
fill  gaps  36  mos 
depending  on  $) 
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Action 

Responsible 

Timeline 

Assess  opportunities  to  share  additional  leadership  training  with 

DoD  and  create  a  plan  to  implement  it. 

HEC/JEC 

Near  (9  mos) 

Develop  and  fund  a  face-to-face  training  to  fulfill  competencies  for 
critical  career  positions. 

EES 

Near  (24  mos) 

Develop  a  masters  level  training  program  for  clinical  leaders  in 
partnership  with  academic  medicine. 

EES/Academic  Affiliations 

Near  (36  mos) 

Establish  sharing  agreements  with  non-profit  institutions  to  permit 
the  exchange  of  executives  for  extended  rotations. 

EES/Academic  Affiliations 

Near  (18  mos) 

Create  an  experiential  learning  program  to  parallel  the  competency 
model. 

EES,  HTM  reporting  to 
the  leadership 
development 
subcommittee  of  the  NIC 

Near  (24  mos) 

Establish  a  coaching  program. 

HTM/EES 

Near  (18  mos) 

Incorporate  tracking  of  competency  assessment,  training,  coaching, 
and  IDP  completion  into  an  appropriate  IT  platform  {e*g.,  TM5}. 

HRA/EES/Workforce 
Management  and 
Consulting 

Near  (18  mos) 

VHA  \s  required  to  aggressively  manage  leadership  recruitment,  retention,  development  and  advancement  using  the 
new  leadership  competencv  model:  all  hires  and  promotions  are  required  to  demonstrate  these  competencies. 

Create  functional  statements  for  all  key  positions  based  on  the 
competency  model. 

HTM 

Near  (18  mos) 

Create  interview  questions  incorporating  competencies  for  all  key 
positions. 

HTM 

Near  (12  mos) 

Establish  a  process  for  certifying  internal  candidates  for 
advancement  to  the  next  position. 

Human  Capital 
Management 

Near  (18  mos) 

Incorporate  the  tracking  of  competency  achievement  with 
performance  ratings  and  create  a  tracking  mechanisms  and  pool  of 
high  potential  candidates. 

Human  Capital 
Management 

Near  (18  mos) 

Create  regulatory  requirements  for  the  use  of  the  competency 
model  in  hiring,  promotion,  development  opportunities,  and 
discipline;  and  incorporate  procedures  for  veterans  preferences. 

Human  Capita! 
Management  in  VHA 

Near  (36  mos) 

Establish  an  IDIQ,  PBA  or  similar  contract  for  executive  recruitment 

Human  Capital 
Management 

Now  (6  mos) 

Establish  requirement  in  policy  for  all  ECF,  SES  /  SES  equivalent  to 
complete  IDP. 

Human  Capital 
Management 

Future  (following 
regulatory  change} 

Create  on-ramp  for  retiring  MTF. 

Human  Capita! 
Management /DoD 
Coordination 

Now  (6  mos) 

Expand  (GHATP)  program. 

EES 

Now  (6  mos) 

Establish  a  plan  for  developing  and  managing  the  candidate  poo!. 

NLC  subcommittee  for 
leadership 

Now  (6  mos) 

Require  a  formal  on  boarding  process  for  leaders  at  all  levels  that  re-enforces  the  leadership  competency  model. 

Establish  an  onboarding  curriculum  and  process. 

Human  Capita! 
Management,  EES,  HTM 

Nowand  Near (18 
mos) 
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Action 

Responsible 

Timeline 

VHA  IS  required  to  take  immediate  steps  to  stabilize  the  continuity  of  leadership. 

Extend  authority  for  length  of  details  and  ability  to  compete  for  the 
detail  position. 

Human  Capital 
Management 

Now  (6  mos) 

Establish  and  fund  assistant  level  positions  in  all  key  career 
development  tracks. 

eves 

Now  (18  mos) 

195 

Page  212  of  974 


Commission‘On-Care_nnal“Report_06301 6_F0R-WEB.pdf  for  Printed  Item:  1  {  Attachment  1  of  4) 


Commission  on  Care  Final  Report 


Tahk  B-3.  Organisational  Structure  and  ¥  unction 


Action 

Responsible 

Timeline 

Eliminate  duplication  within  VHA  and  consoiidate  program  offices  to  create  a  flat  structure. 

Eliminate  the  duplication  of  functions  between  VHA  and  VA  by  closing  VHA  offices. 

Create  innovative  organizational  structures  to  support  clinical  delivery  that  are  aligned  to  patient's  needs 
rather  than  professional  silos. 

Undertake  a  reduction- in-force  (RIF)  In  VHACO  that  promotes  delayering  and  efficiency  in  communication  and 
decision  making. 

Publish  a  new  organizational  chart  consistent  with  Figure  9. 

eves 

Now  (1  mos) 

Prepare  an  initial  RIF  for  offices  eliminated. 

VHA  Human  Capital 
Management 

Now  (3  mos) 

Engage  VERC  (or  other  resources  with  expertise  in  business 
process  reengineering)  to  re-design  the  processes  and 
structures  with  remaining  offices  to  ensure  end-to-end  support 
for  field  function  and  to  further  reduce  duplication;  including 
clinical  function  re-organization. 

Transformation  Office/ 
VERC 

Near  (3-12  mos) 

Each  program  office  In  collaboration  with  VERC  or  other 
transformation  resources  identifies  areas  of  ''stop  work''  with 
staffing  and  budget  savings. 

Transformation  Office/ 
PO/ eves 

Near  (3-12  mos) 

Publish  clear  roles,  responsibilities  and  expectations  that  apply 
to  all  VHACO  offices. 

Transformation  Office/ 

eves 

Now  (1  mos) 

Develop  in-service  training  to  orient  existing  VHACO  staff  to  the 
new  expectations  for  the  role  of  VHACO. 

Transformation  Office/ 
EES 

Now  (1  mos) 

Develop  training  curriculum  to  support  VHACO  staff  in 
developing  the  skills  and  competencies  required. 

Transformation  Office/ 
EES 

Near  (18  mos} 

Develop  an  engagement  strategy  to  inspire  VHACO  staff  to 
embrace  their  new  role  and  tie  to  in-service  training  roll  out. 

Transformation  Office/ 

eves 

Now  (1  mos) 

Modify  in-service  training  and  implement  in  on-boarding 
process  for  new  VHACO  employees. 

Transformation  Office/ 
EES 

Now  (6  mos) 

Adopt  customer  service  training  in  VHACO  and  roll  it  out; 
include  as  part  of  new  employee  on-boarding  in  VHACO. 

Transformation  Office/ 
EES 

Near  (12  mos) 

Draft  basic  competencies  for  VHACO  program  staff 
(e.g.,  customer  service,  quality  improvement,  coaching, 
effective  communication,  change  leadership,  data  analytics}. 

Transformation  Office/ 
HCM 

Near  (12  mos) 

Require  the  basic  competencies  In  functional  statements  as  a 
basis  for  hiring  and  promotion. 

Transformation  Office/ 
Each  PO 

Near  (18  mos) 

Acquire,  configure,  and  train  PO  staff  on  data  analytics 
infrastructure  to  support  program  office  and  field  tracking  of 
key  performance  metrics. 

Office  of  Organizational 
Excel!ence/OIT 

Near  (18  mos) 
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Action 

Responsible 

Timeline 

Clarify  and  specifically  define  the  roles  and  responsibilities  of  the  VISIMs  and  facilities,  pushing  decision 
making  down  to  the  lowest  level* 

Publish  clear  roles,  responsibilities  and  expectations  that  apply 
to  the  VISNs. 

Transformation  Office/ 

eves 

Now  (1  mos) 

Develop  in-service  training  to  orient  existing  VISN  staff  to  the 
new  expectations  for  the  role  of  VISN. 

Transformation  Office/ 
EES 

Now  (1  mos) 

Develop  an  engagement  strategy  to  inspire  VISN  staff  to 
embrace  their  new  role  and  tie  to  in-service  training  roll  out. 

VISN  directors 

Now  (1  mos) 

Modify  in-service  training  and  implement  in  on-boarding 
process  for  new  VISN  employees. 

Transformation  Office/ 
EES 

Now  (6  mos) 

Draft  basic  competencies  for  VISN  staff  (e.g.,  quality 
improvement,  coaching,  effective  communication,  change 
leadership,  data  analytics). 

Transformation  Office/ 
HCM 

Near  (12  mos) 

Require  the  basic  competencies  in  functional  statements  as  a 
basis  for  hiring  and  promotion. 

Transformation  Office/ 
each  PO 

Near  (18  mos) 

Gain  agreement  from  Congress  to  institute  three  appropriation 
lines  only:  medical,  major  construction,  research. 

CVCS/SECVA/OMB 

Near  (12  mos) 

Eliminate  segregation  of  specific-purpose  funds  to  the  VISNs 
and  facilities. 

eves/Office  of  Finance 

Now  (6  mos) 

Modernize  financial  management  system  (FMS)  to  permit 
effective  cost  accounting  and  tracking  of  priority  spending. 

OIT/Office  of  Finance 

Future  (36  mos) 

Develop  training  to  support  effective  use  of  FMS  to  permit 
effective  account  tracking  and  reporting  and  roll  it  out. 

Finance/EES 

TBD  post 
procurement 

Establish  quarterly  spend  reports  covering  all  priority  areas 
(e.g.,  NRM,  IT,  facility  minor,  purchased  care,  mental  health, 
women's  health,  administration)  by  facility  and  release  to 
Congress  and  the  public. 

Finance  Office 

TBD  post 
procurement 

Delegate  decisions  in  recruitment,  retention  and  advancement 
{e.g.,  hiring  bonus,  retention  bonus,  market  pay)  for  staffing  to 
the  facility. 

CVCS/HCM 

Now  (1  mos) 

Delegate  training  and  travel  decisions. 

CVeS/EES/OAA 

Now  (1  mos) 

The  USH  establishes  leadership  communication  mechanisms  within  VHACO  and  between  VHACO  and  the  field 
to  promote  transparency,  dialogue  and  collaboration* 

Improve  communication  with  field  leadership  and  frontline 
employees  through  the  liberal  use  of  social  media,  town  halls 
and  other  direct  engagement  channels  with  a  dedicated 
champion  to  help  the  USH  and  senior  staff  in  this  endeavor. 

eves 

Now  (3  mos) 

Reestablish  in-person  leadership  conferences,  at  least  semi¬ 
annually,  to  foster  communication  and  relationship  building 
between  VHACO,  VISN  and  facility  leadership. 

CVCS/EES/NLC 

Now  (6  mos) 

Add  behavioral  competencies  to  performance  plans  that 
promote  effective  communication  amongst  leaders. 

eves 

Near  (12  mos) 
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Action 

Responsible 

Timeline 

Establish  expectations  and  requirements  for  program  office 
leaders  to  communicate  the  U5H  leadership  messages, 
coordinate  PO  communications  with  the  USH  and  with  one 

another. 

eves 

Now  (3  mos) 

Establish  a  transformation  office  with  broad  authority  and  a  supporting  budget  to  dccompiish  the  change. 

Establish  the  new  transformation  office  in  the  organizational 
chart,  populate  with  expertise  in  business  process  re¬ 
engineering,  and  fund  initially  using  savings  from  closure  and 
consolidation  of  offices  in  VHACO  and  a  budget  reduction  to  all 
other  VHACO  offices. 

eves 

Now  (6  mos) 

Create  a  Transformation  Office  strategic  plan  to  educate  and 
provide  guidance  to  the  new  initiatives  and  support  the  goals 
ofVA  andVHA. 

Transformation  Office 

Near  (3-6  mos) 

Create  a  new  initiative  implementation  plan  to  include  follow- 
on  priorities,  tasks  and  milestones.  The  Transformation  Office 
will  support  the  operation  and  the  plan  moving  forward. 

Transformation  Office 

Near  (3-6mos) 

The  Transformation  Office  will  be  responsible  for  evaluating  all 
new  initiatives  and  programs  using  the  President's 

Management  Agenda  Scorecard  or  a  model  that  emulates  its 
rating  standards  of  Green  represents  success;  yellow  for  mixed 
results;  and  red  for  unsatisfactory.  These  ratings  are  indicative 
of  standards  of  success  or  failure* 

Transformation  Office 

Near  (3-6mos) 
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Table  B-4.  Performance  Adefries  and  Aianagement 


Action 

Responsible 

Timeline 

Create  a  new  performance  management  system  for  VHA  leaders  appropriate  for  health  care  executives. 

Establish  a  workgroup  and  engage  outside  experts  to  create  the 

Transformation 

Now  (6  mos) 

new  performance  management  system  that  is  benchmarked  to 

Office/Human  Capita! 

private-sector  models,  is  consistent  with  the  new  leadership 
competency  model,  and  recognizes  both  leadership 
competencies  and  success  in  delivering  strategic  priorities.  The 
model  should  include  a  new  rating  scale. 

Management 

Develop  and  conduct  training  on  the  new  performance 

Human  Capital 

Near  (6-12  mos} 

management  system  for  all  participants  to  describe  the  system, 
rating  process,  and  expectations. 

Management 

Establish  a  mechanism  to  capture  performance  assessment 

Human  Capital 

Now  (3  mos) 

outcomes  and  track  and  manage  high-potential  staff. 

Management/HRA 

Establish  a  project  plan  to  deliver  annual  guidance  on 

Human  Capital 

Now  (3  mos) 

performance  plans  at  least  a  month  in  advance  of  the  new 

Management/CVCS/Sec/ 

fiscal  year  (i.e,,  at  the  start  of  the  new  rating  period). 

0MB 

Hold  raters  accountable  for  creating  meaningful  distinctions  between  leaders* 

Provide  training  to  raters  on  the  application  of  the  new 

Human  Capital 

Future  (12  mos) 

performance  management  system  and  expectations  for  ratings. 

Management 

Require  raters  to  establish  plans  for  subordinates  that  are 

Human  Capital 

Now  (3  mos) 

timely  and  meaningful;  track  and  provide  feedback  on  meeting 
this  goal. 

Management/HRA 

By  modeling  the  behavior  and  communicating  the  requirement, 
establish  expectations  that  raters,  and  secondary-level  raters, 
engage  in  continuous  dialogue  and  coaching  with  subordinates 
about  performance  throughout  the  year,  not  just  at  mid-year 
and  at  the  end  of  the  rating  period. 

eves 

Now  (3  mos) 

Establish  oversight  and  feedback  process  for  raters  and 

Human  Capital 

Now  (12  mos) 

incorporate  this  into  the  raters  performance  evaluation. 

Management/ eves 

Provide  coaching  to  raters  and  focused  reviews  if  their  rating 
profile  doesn't  provide  meaningful  distinctions  in  performance. 

Supervisors 

Near  (12  mos) 
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Table  B-S.  Teadership  Implementation:  Human  Capital  Management 


Action 

Responsible 

Timeline 

VA  re-align  HR  functions  and  processes  to  be  consistent  with  best  practice  standards  of  high-performing 
health  care  systems. 

Charge  HRA  to  undertake  an  HR  transformation  study  and 
ensure  budget  and  solicitation  of  customer  requirements. 

SECVA/DEPSECVA 

Now  (0-6  mos) 

Engage  HR  and  change  management  experts  to  develop  a 
benchmark  human  capital  management  plan  for  VA. 

HRA 

Now  (0-6  mos) 

Circulate  new  human  capital  plan  for  feedback  and  finalize. 

HRA  with  input  from 

VHA,  Congress,  0PM, 
OMB,SECVA/ 

DEPSECVA,  eves 

Now  (6  mos) 

That  VA  and  VHA  leaders  make  transformation  of  Human  Capital  management  a  priority,  with  adequate 
attention,  funding  and  continuity  of  vision. 

Endorse  human  capital  management  plan  and  ensure 
alignment  of  budget,  IT  system  funding,  training  resources,  and 
accountability  mechanisms  to  support  it. 

SECVA/DEPSECVA  and 
eves,  as  applicable 

Near  (9  mos) 

Employ  HR  and  change  management  experts  to  fully 
implement  the  transformation  agenda  and  the  new  human 
capital  management  plan. 

HRA 

Near  (12-30  mos) 

Create  an  HR  IT  technology  plan. 

HRA  &  OIT 

Near  (9  mos) 

Establish  meaningful  measures  and  risk  indicators  for  VA 
human  capital  management. 

HRA 

Future  (24  mos} 

Incorporate  HR  measures  into  systematic  reporting  to 
leadership;  and  as  appropriate  into  performance  plans  for  key 
subordinate  leaders. 

HRA,  DEPSECVA,  CVCS 
as  appropriate 

Near  (18  mos} 

VA  develop  and  implement  an  effective  progressive  discipline  process  for  all  staffing  authorities  (i.e..  Title  5, 
Title  38,  Title  38  Hybrid,  Title  38  7306,  and  SES). 

Develop  clear  standards,  guidelines,  and  training  on 
progressive  discipline. 

HRA  (with  support  from 
0PM) 

Now  (6  mos) 

Managers,  supervisors  and  HR  professionals  complete  training. 

SECVA/  DEPSECVA  and 
CVCS(HTM  office) 

Near  (12  mos} 

Train  HR  staff  to  be  coaches  in  progressive  discipline. 

HRA 

Now  (6-12  mos) 

Establish  performance  metrics  for  HR  professionals  and  client 
feedback  mechanisms  to  ensure  effective  coaching  and  support 
for  progressive  discipline  process. 

HRA 

Near  (12  mos) 

Establish  performance  expectations  for  VA  supervisors  and 
managers  to  apply  the  progress  discipline  process. 

SECVA/  DEPSECVA,  CVCS 

Near  (12  mos) 
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As  discussed  in  Recommendation  #18,  some  Commissioners  support  the  idea  of  developing 
pilot  programs  to  test  the  feasibility  of  avoiding  VA  hospital  closures  by  allowing  veterans' 
spouses  and  currently  ineligible  veterans  to  purchase  VA  care  in  selected  areas. 

Problem 

In  many  parts  of  the  country,  VHA  currently  maintains  hospitals  and  other  health  care  facilities 
that  are  underutilized  or  in  danger  of  becoming  so.  This  trend  is  driven  by  four  main  factors: 

(a)  the  overall  decline  in  the  size  of  veterans  population,  (b)  the  migration  of  veterans  away 
from  some  parts  of  the  country,  such  as  New  England  and  the  Upper-Midwest,  (c)  the  general 
trend  in  health  care  toward  less  intensive  use  of  acute-care  hospital  beds,  and  (d)  increased  use 
of  purchased  care,  which  now  accounts  for  27  percent  of  all  appointments. 

A  related  challenge  is  maintaining  safe  volume  of  care  when  patient  loads  decline.  As  extensive 
literature  attests,  surgeons  and  other  health  care  professionals  tend  to  lose  proficiency  when 
they  treat  too  few  patients. 

Simply  closing  a  low-volume  hospital  is  sometimes  the  answer.  But  closing  a  local  VA  hospital 
may  mean  that  area  veterans  will  have  reduced  access  not  only  to  routine,  but  also  to  specialty 
care  related  to  their  military  service,  such  as  for  spinal  cord  or  traumatic  brain  injuries.  In  many 
areas,  such  care  is  not  available  or  is  in  short  supply  outside  VHA. 

At  the  same  time,  it  may  not  be  clinically  feasible  for  VHA  to  engage  in  highly  specialized  care 
if  it  lacks  the  ability  to  offer  other  forms  of  care  in  the  same  setting.  Patients  in  a  polytruama 
unit  for  example,  require  a  full-spectrum  of  routine  and  nonroutine  health  care. 

Increasing  the  volume  of  patients  treated  by  VHA  in  areas  where  it  currently  has  excess 
capacity  may  ameliorate  these  challenges.  Toward  that  end,  VHA  could  develop  pilot  programs 
to  test  the  feasibility  of  enabling  veterans'  spouses  and  currently  ineligible  veterans  in  these 
areas  to  purchase  VHA  care  through  their  health  plans.  These  pilots  could  be  tested  in 
conjunction  with  the  growth  of  the  high-performance,  integrated  VHA  networks  recommended 
elsewhere  in  this  report.  These  networks  will  allow  VHA  far  more  flexibility  than  in  the  past  to 
expand  or  contract  its  local  capacity  in  different  markets  as  appropriate. 


Ninh  T,  Nguvcn  et  al.,  “The  Relationship  Between  Hospital  Volume  and  Outconie  in  Bariatric  Surgen^  at  Academic 
Medical  Centers,”  Annals  ofSurgefy^  240,  no.  4  (2004):  586-594.  D.  R.  Urbach  and  N.  N.  Baxter,  “Does  It  Matter  What  a 
Hospital  Is  'High  Volume'  For?  Specificit\"  of  Hospital  Volume -Outcome  Associations  for  Surgical  Procedures:  Analysis 
of  Administrative  and  Safety  in  llealih  Care^  13,  no.  5  (2004):  379-383, 

http:/ /doi. org/ 1 0.  ri36/bmj. 38030. 642963. AE.  Edward  L.  Hannan  etal.^  “(x>tomu:y  Angioplasty  Volume-Outcome 
Relationships  for  Hospitals  and  ^\JoMrnaI  of  ibe  American  Medical  Assodaimif  277,  no.  11  (1997):  892—898, 

http://doi.org/ 10. 1001  /  jama.  1997.03540350042031 . 
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Background 

Current  /Vonveteran  Access  to  VHA  Care 

VHA  already  treats  many  nonveterans*  VHA  estimates  it  treated  694^20  unique  nonveteran 
patients  at  a  total  cost  of  $1.9  billion  in  2015,^'^^  or  3.6  percent  of  total  VHA  obligations.^*^^^ 

By  far  the  largest  subgroup  within  the  nonveteran  patient  population  are  participants  in  the 
Civilian  Health  and  Medical  Program  of  the  Department  of  Veterans  Affairs  (CHAMPVA). 
CHAMPVA  beneficiaries  are  the  dependents  of  permanently  and  totally  disabled  veterans, 
survivors  of  veterans  who  died  from  service-connected  conditions  or  while  on  active  duty,  or 
spouses  of  veterans  who  at  the  time  of  death  were  rated  permanently  and  totally  disabled  from 
a  service-connected  condition* 

Congress  authorized  CHAMPVA  in  1973*  The  authorization  specifies  that  VHA  is  the 
secondary  payer  for  those  with  Medicare  Part  A  and  B  coverage.  In  cases  for  which  VA  medical 
facilities  are  equipped  to  provide  the  care,  VA  may  use  facilities  not  being  used  for  the  care  of 
veterans  to  provide  services  to  the  dependent  or  survivor* 

Congress  has  also  directed  VHA  to  offer  specific  health  care  services  to  many  other  classes  of 
non  veterans*  These  include  mental  health  and  counseling  services  for  family  caregivers  of 
seriously  injured  veterans  of  post-9/11  service.  Several  provisions  of  law  also  authorize  VA  care 
for  certain  family  members  of  veterans  who  were  exposed  to  toxic  substances.  In  the  case  of 
veterans  with  50  percent  or  more  service-connected  disability,  VHA  must  provide  by  law 
"consultation,  professional  counseling,  marriage  and  family  counseling,  training  and  mental 
health  services  as  are  necessary  in  connection  with"  the  veteran's  treatment*^^^ 

Analysis 

Others  who  have  developed  strategic  plans  for  the  long-term  future  of  VA  health  care  have 
recommended  expanding  upon  these  precedents,  specifically  by  allowing  currently  ineligible 
veterans  and  the  spouses  of  veterans  to  purchase  VHA  care.^®^  In  effect,  providing  such  care 
would  allow  VHA  to  operate  as  an  accountable  care  organization,  capable  of  receiving 
reimbursement  from  patients  covered  by  Medicare,  Medicaid,  as  well  as  by  private  insurance 
plans.  Among  the  potential  benefits  envisioned  are  the  following: 

■  optimizing  patient  safety,  productivity,  and  cost-effectiveness  by  ensuring  sufficient 
patient  volumes  in  currently  under-utilized  facilities 

■  preserving  mission  critical  veterans'  programs  that  would  otherwise  need  to  be 
terminated  in  many  parts  of  the  country 

■  optimizing  the  integration  of  VHA  and  non- VHA  care  within  communities 


^’"'^Vllocation  Resource  Center^  information  provided  to  Commission  on  Care,  December  8,  2015, 

Department  of  V'^eterans  Affairs,  “Volume  11:  Medical  Programs  and  Information  Technolog}'  Programs, 
Congressional  Submission,  FY  2016  Funding  and  ¥Y  2017  Advance  Appropriations,”  accessed  May  27,  2016, 
http://  \v\w.va*gov/budget/  pro  duct  s*asp* 

Counseling,  Training,  and  Mental  Health  Services  for  Immediate  Family  Members  and  Caregivers,  38  U.S.C.  §  1782. 
Concerned  Veterans  for  America,  F/xmg  l^elerms  Hea/l/j  Care:  Bfpartisaff  Taskfotre,  accessed  May  27,  201 6, 
http:/ / cv4a.org/ wp’-content/uploads/201 6/01  /Fixing-Veterans-Healdicare. pdf 
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■  providing  a  public  option  for  health  care  to  a  wider  range  of  veterans  as  well  as 
nonveterans  in  communities  where  health  care  choices  are  currently  limited 

■  bringing  in  new  sources  of  revenue  to  contribute  to  the  funding  for  veterans'  healthcare 

The  pilot  projects  described  below  would  specifically  evaluate  whether  such  a  strategy  will 
allow  VHA  to  optimize  the  quality  and  cost-effectiveness  of  its  health  care  system  by  avoiding 
low  volumes  of  routine  and  specialty  care  in  certain  sections  of  the  country.  These  pilot  projects 
would  also  allow  VHA  to  evaluate  whether  such  a  strategy  could  provide  new  revenues  for 
sustaining  the  VA  health  system  while  providing  other  benefits  to  veterans  and  the  public  at 
large. 

The  chart  below  sketches  six  possible  pilot  projects  designed  to  test  different  specific  policy 
configurations.  The  configurations  include  projects  in  which  VA  care  is  marketed  to  health  care 
plans  on  fee-for-service  (FFS)  basis,  and  plans  in  which  VA  facilities  are  markets  to  health  care 
plans  as  Accountable  Care  Organizations  that  provide  integrated  health  services  to  a  fixed 
population  of  insured  patients  for  a  fixed  cost. 


Demonstration  T^rojects  to  y4ssess  1/7-M 's  Capahilityf  to  Treat 
Nom/eteran  Spouses  and  Ineligible  Priori^f  8  JTeterans 


Eligibility 

Capitation/Fee  For 
Service 

Timing 

Demonstration  1: 

FFS  plan  covering  spouses 

Non-veteran  spouses  of 
veterans  (not  CHAMPVA 
eligible)  With  Private 
Insurance 

FFS 

Years  2-7 

Demonstration  2: 

FFS  plan  covering  veterans 
currently  ineligible  for  VA  care 

Priority  8  veterans  now 
ineligible  for  enrollment 
with  private  insurance 

FFS 

Years  2-7 

Demonstration  3: 

FFS  plan  covering  spouses 

Non-veteran  spouses  of 
veterans  (not  CHAMPVA 
eligible)  with  private 
insurance 

FFS 

Years  3-8 

Demonstration  4: 

FSS  plan  covering  veterans 
currently  ineligible  for  VA  care 

Priority  8  veterans  now 
ineligible  for  enrollment 
with  private  insurance 
and/or  Medicare 

FFS 

Years  3-8 

Demonstrations  5  and  6: 
Accountable  health  care 
organization  plans  for  spouses 
and  currently  ineligible  veterans 

Ineligible  Priority  8  and 
non-veteran  spouses 

Enrollment:  May  choose 
higher  cost  plan  with  more 
coverage  and  less 
copayment;  lower  cost 
option  with  less  coverage 
and  higher  copayments. 

Years  4-9 
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Eligibility 

Capitation/Fee  For 
Service 

Timing 

Demonstrations  7  and  8: 

Ineligible  Priority  8  and 

Enrollment:  May  choose 

Years  5-10 

Accountable  health  care 

non-veteran  spouses  with 

higher  cost  plan  with  more 

organization  plans  for  spouses 

private  insurance  and/or 

coverage  and  less 

and  currently  ineligible  veterans 

Medicare 

copayment;  or  lower  cost 
option  with  less  coverage 
and  higher  copayments. 

Pilot  sites  would  be 

deemed  Accountable 

Health  Care  Organizations 
for  Medicare  Advantage 
plans. 

Certification  of  Access:  Any  participating  VHA  facility  must  certify  that  its  waiting  times  for 
primary  care^  specialty  care  and  behavioral  health  are  less  than  30  days. 

Site  selection:  Sites  should  include  facilities  in  different  regions  with  various  population 
densities  (urban,  suburban,  rural)  and  levels  of  service  complexity.  VHA  may  also  consider 
such  factors  as  stability  of  medical  center  leadership,  and  whether  local  markets  are 
underserved  or  subject  to  high  degrees  of  market  concentration  among  either  providers  or 
payers. 

Assumptions 

■  Many  provisions  are  subject  to  Congressional  authorization. 

■  Participating  VHA  facilities  will  be  able  to  retain  any  "profit"  associated  with  treatment 
of  new  users  without  offset; 

■  Congress  will  (preferably)  waive  the  current  prohibition  on  Medicare  funding  federal 
health  care  programs, 

■  VHA  will  not  be  subject  to  proving  "level  of  effort"  in  order  to  receive  Medicare  funds 

Assessment 

After  the  first  year  of  operations,  VHA  will  assess  these  projects  according  the  following 
criteria: 


■  Was  access  to  care  or  patient  satisfaction  among  veterans  already  enrolled  in  the  system 
affected  by  the  demonstration? 

■  What  was  the  level  of  patient  satisfaction  among  new  users  purchasing  VA  care? 

■  Did  VHA  cover  the  costs  of  delivering  care  to  its  patients  purchasing  care?  If  so,  what 
were  its  net  revenues  and  how  were  they  used? 

■  If  VHA  collected  Medicare  funds,  did  funding  cover  costs  of  delivering  care? 
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■  Were  there  administrative  challenges  in  opening  the  VHA  to  new  users?  If  so^  what 
lessons  were  learned? 

■  How  did  VHA  promote  the  demonstration  project  to  those  eligible? 

■  What  are  the  recommended  strategies  for  further  implementation? 

■  Were  there  non^financial  benefits  to  treatment  of  new  users,  such  as  diversifying  case 
mix,  providing  sufficient  volume  to  allow  certain  VHA  services  to  remain  available,  or 
keeping  scarce  health  professionals  employed  in  an  area  that  is  medically  underserved? 

■  How  did  the  demonstrations  affect  the  overall  quality  of  care,  market  structure,  pricing, 
and  range  of  health  care  options  available  to  both  veterans  and  nonveterans  in  the 
surrounding  community? 
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History  provides  opportunities  to  see  the  problems  and  challenges  facing  VHA  today  through 
the  lens  of  recurring  themes  from  the  past.  Veterans'  health  care  has^  over  the  course  of  its 
history,  been  marked  by  periods  of  both  progress  and  problems.  Understanding  the  challenges 
of  the  past  and  the  solutions  used  to  address  them  provides  context  for  building  a  plan  for 
reforming  veterans'  health  care  in  a  manner  that  is  flexible  and  sustainable. 

Challenges  and  Growth 

The  federal  government's  role  as  a  care  provider  for  veterans  has  evolved,  paralleling,  to  some 
extent,  medicine's  evolution.  Prior  to  World  War  I,  the  only  benefits  afforded  then-eligible 
veterans  were  pensions  and  domiciliary  care  (which  involved  only  incidental  medical 
treatment),  provided  under  the  National  Home  for  Disabled  Volunteer  Soldiers  and  Sailors 
established  after  the  Civil 

World  War  I  brought  real  change.  At  the  time,  no  single  agency  was  responsible  for  the 
anticipated  deluge  of  sick  and  wounded  soldiers.  The  more  than  200,000  wounded  who 
returned  home  from  battle  quickly  exceeded  capacity  of  the  U.S.  Public  Health  Service  (PHS), 
the  National  Home,  and  other  agencies.  According  to  one  account  of  the  period,  "[c]haos  and 
confusion  reigned  for  more  than  two  years  .  .  .  [n]ew  hospital  construction  languished,"  and 
"[b]y  1921,  veterans'  care  had  become  a  national  embarrassment/'^^  At  the  recommendation  of 
a  presidential  committee,  Congress  passed  legislation  in  1921  to  consolidate  the  several 
veterans-related  bureaucracies  into  a  single  Veterans  Bureau,  to  which  the  President  Warren 
Harding  transferred  57  PHS  hospitals.  A  new  administrator,  Frank  T.  Hines,  proposed  care  and 
treatment  of  veterans'  non-service<onnected  ailments  when  facilities  and  bed  space  were 
available.  Congress  adopted  the  proposal  in  the  World  War  Veterans  Act  of  1924.^®^ 

Under  Hines'  tenure,  VA  grew  from  64  to  91  hospitals,  nearly  doubling  bed  capacity.  Civil 
Service  Commission  personnel  rules  and  low  pay  led  to  generally  poor  quality  VA  physicians, 
yet  Congress  rebuffed  VA  proposals  to  set  up  a  VA  Medical  Corps.^®^  With  many  physicians 
having  left  VA  to  serve  in  World  War  II  or  for  more  lucrative  practice,  the  VA  health  care 
system  was  left  critically  understaffed.^®^ 


683  Veterans  Administration,  Ahdkai  Cart  ofVeiemns^  report  prepared  hy  Robinson  Adkins,  90^^  Cong.,  n'  sess.,  1967, 
House  Committee  Print  4,  4. 

James  Rife,  Not  Your  Fathers  l^A:  Thr  TrausJhr//Mtiou  ofVA  Health  Care  iu  the  Cate  20 tb  Cenimy  (\Vashington,  DC: 
Department  of  Veterans  Affairs,  2014),  13-14. 

Ibid.,  19. 

21. 

687  Veterans  i\dniiiiis trade n,  Medkal  Cate  of  Veterans^  report  prepared  by  Robinson  Adkins^  90^^  Cong.,  sess.,  1967, 
House  Ciommittee  Print  4,  149. 
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World  War  II  and  the  need  to  care  for  millions  of  service  members,  including  671,000  wounded, 
highlighted  the  problems  facing  VA.  Scathing  reports  of  shoddy  veterans'  care,  including  an 
expose  characterizing  veterans'  hospitals  as  backwaters  of  medicine,  magnified  the  problems*^^ 

Congressional  hearings  led  to  a  shakeup  in  leadership  and  General  Omar  Bradley  was 
appointed  to  head  the  agency,  with  its  network  of  97  hospitals,  and  a  need  for  more.^®^  Dr.  Paul 
Magnuson,  who  served  as  VA's  chief  medical  director  (CMD)  from  1948  to  1951,  later  described 
the  conditions  at  the  time: 

The  majority  of  Veterans  Administration  hospitals  were  stuck  in  far  off  places,  some  of 
them  on  Indian  reservations,  others  as  much  as  fifty  miles  from  the  nearest  through-line 
railway  stop.  The  doctors  were  all  full-time  Civil  Service  employees,  hemmed  in  by 
regulations  and  practically  forbidden  to  do  any  research,  attend  any  medical  meetings  or 
othenoise  keep  in  touch  with  scientific  progress.  Operating  rooms  closed  at  noon  so 
everybody  could  spend  the  afternoon  happily  doing  required  papenuork,  while  patients 
waited  days  and  weeks  for  surgery. 

With  President  Harry  Truman's  statement  that  "the  Veterans  Administration  will  be 
modernized,"  new  VA  leadership  worked  with  Congress  to  pass  far-reaching  legislation.  Public 
Law  293,  which  created  a  VA  Department  of  Medicine  and  Surgery  (DM&S),  and  freed  VA 
physicians,  dentists,  and  nurses  from  the  Civil  Service  Commission  and  its  rules,^^^  Within 
weeks,  the  chief  medical  director  of  the  new  DM&S  issued  a  policy  memorandum  that  outlined 
a  cooperative  affiliation  agreement  between  VA  and  medical  schools  under  which  deans' 
committees  would  recommend  consultants  and  attending  physicians  for  appointment  to  VA, 
and  residency-training  programs  would  be  established  at  VA  hospitals.  The  law,  and  Policy 
Memorandum  #2,  broke  a  recruitment  logjam  and  enabled  the  short-staffed  department  to  hire 
medical  professionals  needed  for  the  dozens  of  new  VA  hospitals  being  built.  Soon  after, 
medical  students  and  residents  began  working  in  32  VA  hospitals*  The  reforms  instituted  under 
Bradley  and  his  team  were  palpable, with  the  physician  staff  at  VA  hospitals  increasing  from 
2,300  (1,700  of  whom  were  detailed  by  the  military)  in  June  1945  to  4,000  full-time  staff  a  year 
later, By  1948,  VA  had  125  hospitals  in  operation  with  60  medical  school  affiliations  and 
2,000  residents,^^^ 

After  this  tum-around,  Bradley  left  to  become  Army  Chief  of  Staff,  and  under  his  successor, 
"who  did  not  enjoy  the  same  level  of  prestige  and  support  that  Bradley  did  .  .  .  VA  quickly 


James  Rife,  NfJt  Your  V.A:  f/je  TramjhmMfimi  of  I  ^ A  Flm/fb  Om  in  the  20th  Century  (Washington^  D{]: 

Department  of  Veterans  Affairs,  2014)5  22* 

Ibid.,  23^25. 

Ibid.5  22. 

m  Yhe  President's  News  Conference/’  Harr)  S.  Truman  Librar)  &  Museum.^  accessed  June  3,  201 65 
http://rrumanlibrary.org/ publicpapers/ \4e\\^apersphp?pid“38, 

James  Rife,  Not  Your  Father's  F^A:  The  TrausJhruMtiou  ofF24  Ilea/th  Cure  iu  the  Cute  20tb  CZentmy  (Washington,  DC: 
Department  of  Veterans  Affairs,  2014),  27, 

Veterans  Administration,  Medkai  Care  of  I  kterans^  report  prepared  by  Robinson  Adkins,  90^^  Cong*,  1  scss.,  1 967, 
House  C Committee  Print  4,  214. 

James  Rife,  Not  Your  Father's  VA:  The  Transforrmtmn  ofVA  Health  Care  in  the  l^te  20th  Centiuy  (Washington,  DC: 
Department  of  Veterans  Affairs,  2014),  28* 
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reverted  to  its  pre-Bradley  ways  and  remained  that  way  for  the  next  forty  years/' according  to 
one  account. 

By  the  early  1950s,  the  veteran  population  had  grown  to  more  than  20  million>^^  VA  was 
operating  162  hospitals,  with  an  average  census  of  more  than  104,000  patients.^^^  A  VA  historian 
observed  that  '^waiting  lists  contained  22,613  applicants  awaiting  admission,  none  of  whom 
were  service-connected,  although  some  of  the  latter  were  hospitalized  in  other  than  VA 
hospitals/' At  the  time,  non-service-connected  veterans  seeking  care  had  to  state  under  oath 
that  they  could  not  afford  to  pay  for  hospitalization,  and  admission  was  granted  only  when 
beds  were  available  in  V A  or  other  federal  hospitals/^  Critics  called  for  reducing  free  medical 
care  of  non-service-connected  veterans,  and  questioned  whether  some  were  getting  care  that 
they  could  afford.  This  issue  led  VA  to  institute  a  policy  of  formal  counseling  under  which 
hospitals  would  supply  the  veterans  with  an  estimated  cost  of  care  to  assist  them  in 
determining  their  ability  to  pay.™ 

In  contrast  to  the  generous  Bradley-era  funding,  the  1950s  funding  cuts  necessitated  layoffs, 
bed-closures,  and  moth-balling  of  newly  constructed  hospital  wards^^i  During  this  period, 
annual  debates  over  the  DM&S  budget  centered  on  the  number  of  beds  VA  should  operate*  VA 
leaders  contended  that  the  number  should  be  125,000,  yet  the  director  of  the  Bureau  of  the 
Budget  (the  predecessor  to  the  Office  of  Management  and  Budget  [OMB])  asserted  87,000  was 
sufficient™ 


The  expiration  of  the  incumbent  CMD's  term  led  to  the  appointment  in  1955  of  medical 
educator  Dr.  William  Middleton,  dean  of  the  Wisconsin  Medical  School,  and  a  long-time 
member  of  a  VA  special  medical  advisory  group*  One  of  his  first  acts  as  CMD  was  to  champion 
medical  research  in  VA  and  broaden  its  scope  to  include  geriatric  research.  Soon  after.  Congress 
began  earmarking  funds  for  VA  research,  and  expanded  DM&S'  statutory  role  to  include 
medical  research*™  During  Middleton's  tenure,  from  1955  to  1963,  VA  research  funding  grew 
from  some  $6  million  to  more  than  $30  million.™  Middleton's  work  laid  the  foundation  for  a 
research  program  long  recognized  for  pioneering  important  medical  technologies,  including 
medical  use  of  radioisotopes,  dialysis,  cardiac  pacemakers,  liver  transplantation,  as  well  as 
seminal  studies  that  documented  the  benefits  of  coronary  artery  bypass  surgery  and  drug 
treatment  of  hypertension.™  The  program  also  stood  out  for  its  capacity  to  design  and  rapidly 
implement  large-scale  cooperative  trials,  first  mounted  in  the  1950s  with  successful  evaluation 


Ibid.,  29. 

696  Veteran?^  Adniinistfarion^  A4edka/  Care  of  Ceteram^  report  prepared  by  Robinson  Adkins^  90^^  Ciong.,  sess.^  1967, 
f  iousc  Committee  Prim;  4,  254. 

Ibid. 

Ibid. 

Ibid.,  253. 

Ibid.,  253-254 
Ibid.,  256. 

258* 

Ibid.,  262-263* 

Ibid.,  263-264. 

Stanley  Zuckcr  et  al,  ‘Veterans  Administration  Support  for  Medical  Research:  Opinions  of  the  Endangered  Species 
of  Physician 'ScierLtists/  1 7ye  FyiSHB  ]m4mal^  18,  no.  13^  (2004):  1481-1486,  http: //doiorg/ 10. 1096/ f|.04-1573ife. 
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of  chemotherapy  for  tuberculosis.^^^  Working  on  issues  relevant  to  veterans,  VA  researchers 
developed  functional  electrical  stimulation  systems  to  allow  patients  to  move  paralyzed  limbs, 
helped  develop  the  first  ankle^-foot  prosthesis,  and  launched  the  largest-ever  trial  of 
psychotherapy  to  treat  posttraumatic  stress  disorder 7^^ 

Middleton  expanded  the  VA  educational  program*  In  addition  to  growing  the  number  of 
medical  residents  it  helped  train,  VA  provided  training  to  a  large  share  of  clinical  psychologists, 
graduate  dentists,  student  nurses,  occupational  and  physical  therapists,  social  work  students, 
and  dietetic  interns.  Middleton  instituted  numerous  advances  in  VA  care  such  as  introducing 
outpatient  care  for  preadmission  workups  and  post-hospital  treatment  that  allowed  earlier 
release  from  inpatient  stays.  He  moved  VA  away  from  operating  hospitals  for  specific  diseases 
(as  had  been  done  for  tuberculosis  and  mental  illness).™ 

The  enactment  of  Medicare  in  1965  raised  questions  about  the  effect  that  program  would  have 
on  the  VA  health  care  system.  The  House  Veterans  Affairs  Committee  sent  a  questionnaire  to  a 
group  of  10,000  veterans  explaining  the  new  program  and  asking  the  veteran  to  if  they 
preferred  VA  care  or  treatment  in  a  community  hospital  under  Medicare.™  Some  59  percent 
responded,  and  nearly  two-thirds  of  respondents  preferred  VA.^^^  At  the  time,  the  policy 
governing  those  eligible  for  VA  care  based  on  financial  need  was  that  Medicare  benefits  were  to 
be  considered  in  determining  an  individual's  ability  to  pay  for  needed  care7^^ 

The  enactment  of  Medicare  and  other  changes  in  health  care  in  1977,  led  to  a  commission  being 
established  by  the  National  Academy  of  Sciences  (NAS)  which  issued  a  report  pursuant  to  a 
congressional  directive  to  evaluate  the  VA  health  care  system.  Among  its  findings,  the 
commission  reported  that  VA  had  a  surplus  of  acute  beds  and  recommended  that  new  facilities 
be  constructed  only  after  examining  bed  availability  in  the  community.  It  also  recommended 
that  underutilized  VA  hospitals  be  closed  or  converted  to  long-term  care  facilities,  and 
resources  redistributed  to  permit  a  shift  from  inpatient  to  outpatient  care.  The  NAS  commission 
also  recommended  that  VA  experiment  with  models  for  community-based  integrated  care.^^^ 
The  commission's  recommendation  for  integrating  the  VA  system  into  the  nation's  civilian 
health  care  program^^^  provoked  objection,  particularly  in  Congress^^^  Hearings  produced 
sharp  rejections  of  the  NAS  commission  findings  and  its  call  to  end  VA's  role  in  providing 
health  care  to  veterans. 


Ibid. 

707  Veterans  Health  Administration,  History  ofVA  R£search  Ammplishp/eftfs^  accessed  June  3,  2016, 
h  ttp :  /  /  mfw,  re  s  ea  rc  h ,  va.gov  /  te  search  week  /  pre  s  s_p  ac  feet  /  A  cco  nipl  i  shm  cn  ts  .pd  f, 

im  Veterans  Administraiion,  Aie^ka/  Cmis  ofVetemm,  report  prepared  by  Robinson  Adkins,  90^*^  Cotig.,  sess.,  1967, 
House  C Committee  Print  4,  265-267. 

Ibid.,  390. 

Ibid. 

Ibid. 

limn  figs  hfore  kje  S/ibcommUee  on  Nledkal  ¥ad!Uks  and  Bmejlts  of  ihe  Committee  on  Veterans  Affairs,  95'^^  Cong.,  1'^'^  Sess. 
(July  21,  1977),  Statement  of  Dr.  Saul  Farber. 

J.  William  Hollingsworth  and  Philip  K.  Bondy,  “The  Role  of  Veterans  Affairs  Hospitals  in  the  Health  Care  System,” 
Nm  Hngiandjomitai  of  Medicm^  322,  no.  ID,  (199D):  1B51-1857,  http://doi.org/lD.1056/NEJM199DD62832226Di 
Hearings  before  the  SMbeommittee  on  Aiedkai  Fadiitks  and  Benefits  of  the  Committee  on  \  kterans  Affairs^  95'^'^  Cong.,  Scss. 
0uly  21, 1977),  Statement  of  Dr.  Saul  Farber. 
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The  VA  of  the  1970s  and  1980s  is  remembered  as  bureaucratic,  reliant  on  paper  health  care 
records,  and  driven  by  patient  admissions  (on  which  budgets  were  based). The  quality  of  VA 
care  was  also  an  issue.  Complaints  from  Vietnam  veterans  and  critical  media  accounts  fueled 
outrage,  and  led  to  the  view  that  the  system  was  broken.  The  question,  how  to  fix  it,  reopened 
an  earlier  dialogue  around  making  VA  a  cabinetdevel  department,  a  view  strongly  supported 
by  veterans  service  organizations  (VSOs)  and  veterans'  leaders  in  the  House  of  Representatives* 
In  1988,  after  years  of  debate,  and  opposition  from  administration  offices  and  advisors, 

President  Reagan  signed  legislation  creating  a  Department  of  Veterans  Affairs/^ ^  The  new 
department,  with  DM&S  now  renamed  the  Veterans  Health  Services  and  Research 
Administration  (to  emphasize  its  research  legacy  in  such  fields  as  infectious  disease,  pacemaker 
technology,  and  prosthetics),  employed  some  194,000  people  with  a  $12  billion  budge t.^i^ 

Facing  an  aging  veteran  populations^®  expected  to  overwhelm  the  system  by  2010,  the  new 
secretary,  Edward  Derwinski,  in  1989  requested  Congress  establish  an  independent  commission 
to  review  the  alignment  and  mission  structure  of  VA's  hospitals.  Congress  rebuffed  the  request 
after  VSOs,  suspecting  a  plan  to  close  hospitals,  lobbied  against  it*™  Derwinski  created  his  own 
"Commission  on  the  Future  Structure  of  Veterans  Health  Care"  that  was  to  review  all 
VA  hospitals  and  recommend  needed  mission  changes.  Instead,  the  so-called  Mission 
Commission  called  for  expanding  eligibility  law  to  enable  veterans  to  obtain  the  full  continuum 
of  VA  health  care  services*  Although  the  commission  identified  the  need  for  fundamental 
restructuring  of  the  VA  health  care  system,  the  subject  was  soon  overtaken  by  national  health 
reform  proposals,  and  what  role  VA  might  have  under  a  universal  coverage  system.™ 

Dr*  James  Holsinger,  a  new  under  secretary  for  health  (USH),  made  care  quality  a  top  goal  and 
issued  a  Blueprint  for  Quality  tool  in  1992,  setting  the  stage  for  more  far-reaching  changes 
instituted  by  his  successor.  Dr.  Keimeth  Kizer.  Care  quality,  a  perennial  topic,  had  led  to  the 
previous  under  secretary's  resignation  following  reports  of  multiple  veterans'  deaths  under 
questionable  circumstances  at  VA's  North  Chicago  medical  center.^^^  Two  years  later, 

Derwinski  lost  his  job  after  creating  ire  among  veterans'  organizations  in  response  to  his 
proposed  pilot  program  to  open  two  VA  hospitals  to  poor,  rural  non  veterans*™ 


James  Rife,  Not  Yo^r  Father's  l  ^A:  The  Transfonmlmn  ofl/A  Health  Can  in  the  Tate  20th  Centn^  (Washington,  DC: 
Department  of  V'eterans  Affairs,  2014),  30-31. 

Ibid.,  33-40. 

Ibid.,  50. 

As  the  Cjcneral  Accounting  Office  reported  in  1990,  “  The  Department  of  Veterans  Affairs  (V l\)  faces  a  major 
challenge:  planning  how  to  meet  the  long-term  care  needs  of  a  rapidly  a,ging  veteran  population.  Tlie  number  of  veterans 
65  years  old  and  over  is  projected  to  grow  to  9  million  by  20(){ha  SOpercent  increase  over  the  1988  level. 

D.S*  Government  Accountability  Office,  VA  Health  Care:  Impr&imnents  Fieeded  in  Nursing  Home  Planning,  GAO /I  IRD-90- 
98  (yC^ashington,  DCi,  1990),  accessed  June  20,  2016,  http://w\^T^^gao.gov/assets/150/149139.pdf. 

^  U*S.  Government  Accountability  Office,  VA  Health  Can:  Impmpements  Needed  in  Nursing  Home  Planning,  G  A(3/I  IRD- 
90-98  (VC^asliington,  DC],  1990),  51,  accessed  June  20^  2016,  http: //vt^\^v*gao.gov/assets/ 150/ 1491 39. pdf* 

™  U*S.  Government  /Vccountabilitv^  Office,  Veterans'  Hea/th  Care:  I  Tterans'  Pereeptions  of  I- A  Sendees  and  VA's  Ro/e  in 
Health  Care  Reform,  GAO/HliHS-95-14  (Wasliington,  DC,  1994),  accessed  June  20,  2016, 
http:/  /arc  hive, gao.gov/  f0902a/ 153054.pdf 

James  Rife,  Not  Your  Father's  I  A:  The  Transfotmaiion  ofVA  Health  Can  in  the  Tate  20th  Centuty  (Washington,  DC: 
Department  of  Veterans  Affairs,  2014),  53* 

*'Angry  Veterans  Groups  Say  Ttiey  Made  Bush  Oust  Agency's  Head,”  Eric  Schmitt,  accessed  June  3,  2016, 
http:/  /  wwu^ny  times,  ct^m/ 1 992/09 / 29 /  us/angry-veterans-groups-  say- dTe^'-niade- bush  "Oust"agenc}'-s-head*html. 
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Transformational  Leadership 

VA's  second  secretary,  Jesse  Brown,  brought  his  passion  as  a  veterans  advocate  to  the 
department's  leadership.™  Among  Brown's  most  important  early  acts  was  selecting 
Dr*  Kenneth  Kizer,  a  prominent  California  physician-administrator  and  educator,  from  among 
90  candidates  identified  by  a  search  committee  for  the  USH  post*™  With  experience  heading  the 
California  department  of  public  health,  Kizer  saw  health  care  as  a  system,  and  data  as  a  tool  to 
improve  it™ 

Kizer,  in  essence,  launched  a  major  reengineering  of  the  VA  health  care  system  through  better 
use  of  information  technology,  measurement  and  reporting  of  performance,  integration  of 
services,  and  realigned  payment  policies,™  His  vision  was  large  and  bold,  underscored  by  his 
belief  that  "we  have  to  be  able  to  demonstrate  that  we  have  an  equal  or  better  value  than  the 
private  sector,  or  frankly  we  should  not  exist/'^^^  At  VA,  Kizer  found  a  workforce  trapped  in  a 
micro-managerial,  command-and-control  system  in  which  there  was  little  accountability*™  He 
set  the  tone  for  what  was  to  come  at  a  meeting  with  senior  managers  at  which  he  stated. 

The  old  culture  must  give  ivay  to  a  new  culture .  .  .  that  is  based  on  innovation  and 
creativity;  a  culture  based  on  personal  initiative  and  individual  and  collective 
accountability;  a  culture  that  is  based  on  outcomes  and  heightened  productivity;  and  a 
culture  that  is  committed  to  change.™ 

Among  his  first  steps  was  the  development  of  what  was  to  become  a  Vision  for  Change,  a  new 
organizational  model  to  restructure  both  field  operations  and  central  office  management.  At  its 
core  was  the  creation  of  22  veterans  integrated  service  networks,  or  VISNs,  (replacing  four 
regions  which  had  been  responsible  for  overseeing  40  to  45  hospitals  each),  with  decision 
making  shifted  away  from  VA  Central  Office  (VACO)  to  the  new  VISN  directors*  VISNs  were  to 
be  the  basic  budgetary  and  planning  unit,  and  to  have  staffs  of  no  more  than  7  to  10 
employees*^^  Each  VISN  was  in  charge  of  all  the  care  provided  to  veterans  in  that  network,  and 
each  was  funded  on  a  capitated  basis  rather  than  based  on  historical  costs.™  The  VACO 
structure  would  be  marked  by  its  flatness,  foregoing  a  tiered  hierarchy,™ 


James  Rife,  Not  Yo^r  Father's  l  ^A:  The  Transfonmlmn  oft/A  Health  Can  in  the  Tate  20th  Centnr^  (Washington,  DC: 
Department  of  Veterans  Affairs,  2014),  89* 

Ibid*,  92. 

125  Phillip  Ijongman,  Best  Care  Anywhere:  Wly  VA  Health  Care-  WmM  Work  Better  for  Tve^mne  (San  Francisco:  Berrett- 
Koehler  Publishers,  lac*,  2012),  50-51. 

Ashish  K.  Jha  et  al.,  ^'Effect  of  the  Transformation  of  the  Veterans  Affairs  Health  Care  System  on  the  Quality  of 
C2eczV  View  Tngiand  ]oimwl  of  bAedicme.,  348,  no*  22,  (2003):  2218-2227,  accessed  June  20,  2016, 
http:/ /doi.org/ 10. 1056/NEjMsa02 1899. 

727  Phillip  Longman,  Best  Care  Anjirhere:  Why  X^A  Health  Care  Would  Work  Better  for  Trerjone  (San  Francisco:  Berrett- 
Koeliler  Publishers,  Inc.,  2012),  51. 

James  Rife,  Not  Your  Father's  XA:  The  Transformation  ofVA  Health  Can  in  the  Late  20th  Centny  (Washington,  DC: 
Department  of  Veterans  Affairs,  2014),  97-8* 

™  Ibid.,  105, 

Ibid*,  110* 

731  *'\XT;iat  Can  the  Rest  of  the  Health  Care  System  Learn  from  the  VA's  Quality  and  Safety  Transformation,”  Ashish  K. 
Jha,  accessed  June  3,  2016,  https:/ /psnet.ahrq.gov/perspectives /perspective/31. 

James  Rife,  Not  Your  Father's  I  A:  The  Transformation  of  I A  Health  Can  in  the  Late  20th  Centuy  (Washington,  DC: 
Department  of  Veterans  Affairs,  2014),  111. 


212 


Page  229  of  974 


Commission-on-Care_Final-Report_063016_FOR-WEB.pdf  for  Printed  Item:  1  (  Attachment  1  of  4) 


Appendix  d 

History  as  a  Context  for  Systemic  Transformation 

The  system  Kizer  and  his  team  inherited  was  characterized  by  a  multitude  of  problems.™  Kizer 
and  his  team  literally  reengineered  the  veterans'  health  care  system  based  on  a  set  of 
transformation  strategies:  to  create  management  accountability,  integrate  and  coordinate 
services,  improve  the  quality  of  care,  align  system  finances  with  desired  outcomes,  and 
modernize  information  management.^^ 

Kizer  also  launched  a  technological  revolution  in  VHA  with  deployment  of  a  powerful 
electronic  medical  record,™  and  development  of  systems  such  as  medication  bar-coding  to 
tackle  medical  errors  and  ensure  patient  safety 7^^ 

Some  of  Kizer's  successes  involved  winning  support  within  the  administration  and  fre^m 
Congress  for  bold  initiatives.  He  won  a  critical  concession  from  OMB  that  VA  savings  could  be 
reinvested  into  VA,  permitting  his  transformation  efforts  to  be  funded  tlirough  internal  cost- 
savings  rather  than  new  funding,™  and  garnered  support  from  Congress  for  a  dramatic 
reduction  of  acute  care  beds  and  for  closing  massive  regional  offices73^  These  steps  and 
congressional  passage  of  legislation  to  reform  health  care  eligibility  laws  paved  the  way  for 
establishing  universal  primary  care  in  VA  and  developing  community-based  clinics  across  the 
country  7-^^ 

Sweeping  Reform 

During  a  5-year  period,  Kizer  dramatically  changed  almost  every  major  VHA  management 
system  and  improved  operational  performance  through  the  use  of  performance  measures  and 
contracts.  He  closed  nearly  29,000  acute  care  beds,  merged  52  medical  centers  into  25  multi¬ 
campus  facilities,  reduced  staffing  by  almost  26,000,  opened  more  than  300  community-based 
outpatient  clinics,  and  treated  24  percent  more  patients.  In  addition  to  bringing  measurable 
quality  into  VA  health  care,  Kizer  achieved  marked  reductions  in  waiting  times  and  medical 
errors.™ 

Kizer' s  tenure  brought  dramatically  improved  quality,  service,  and  operational  efficiency  to 
VHA  yet  threatened  powerful  interests.  As  he  noted,  '7.. places  like  Florida,  Arizona,  and  the 


Kenneth  Kixer  and  R.  Adams  Diidle}",  “Extreme  Makeover:  Transformation  of  the  Veterans  Health  Clare  System,” 
Annual  ofFuMic  Healthy  30,  (2009):  316,  accessed  June  20,  2016, 
http:/ /doi.org/ 10. 1 1 46/annurev.poblhealth. 29. ()209()7. 090940. 

^^^  Tbid,,  31B-323. 

VA  in  2006  won  the  Harvard  Innovations  in  Cjovernment  Award  for  its  VistA  system.  James  Rife,  YonrYaiheFs 
VA:  The  Tmnsfommtion  of  VA  Health  Care  in  the  l^te  20th  Century  (Washington,  DC;  Department  of  Veterans  Affairs, 
2014),  211. 

James  Rife,  ±\V;/  YonT  Tathers  VA:  ^Ihe  ^Vmn^ormatkm  CffVA  Heath  Can  in  the  Tate  20th  Centuy  (\S'ashington,  DC: 
Department  of  Veterans  Affairs,  2014),  157-165. 

Kenneth  Kizer  and  R.  Adams  Dudley,  “Extreme  Makeover:  Transformatitm  of  the  Veterans  Health  Care  System,” 
AjmualKemew  ofPuhtk  Healthy  30,  (2009):  323,  accessed  June  20,  2016, 
h  ttp :  /  /doi .  org/ 10.1 1 46  /  ann  u  re  v  .p  u  blheal  th . 2 9 . 0209 07 . 09 0 940 . 

James  Rife,  Not  Your  Father's  VA:  The  Trans fommtion  ojVA  Heath  Can  in  the  LMe  20th  Centmy  (Washington,  DC: 
Department  of  Veterans  Affairs,  2014),  128-129. 

Kenneth  Kizer  and  R.  Adams  Dudley,  “Extreme  Makeover:  Transformation  of  the  Veterans  Health  Care  System,” 
Annual  Feiheiu  ofFubtk  Heathy  30,  (2009):  319-320,  accessed  June  20,  2016, 
http:/ /doi.org/ 10. 1 1 46/anmirev.publhe^ilth. 29. (120907. 090940. 

James  Rife,  Not  YourFatheFs  VA:  The  Transfonrmtmn  ofVA  Heath  Can  in  the  Tate  20th  Centuy  (V'^ashington,  DC: 
Department  of  Veterans  Affairs,  2014),  170. 
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Sun  Belt  States  were  not  getting  their  fair  share  [of  funds]  and  their  elected  officials  were 
unhappy  about  it.  People  from  Pennsylvania  and  Illinois  and  New  York  were  not  about  to  give 
their  money  away,  so  there  was  this  big  disconnect."™  KizePs  team  developed  a  capitation 
system  to  more  equitably  allocate  funds  across  the  system.  Aware  of  the  political  ramifications, 
he  implemented  incremental  changes  during  a  2-  to  3-year  period  to  make  them  as  painless  as 
possible.  But  the  congressional  goodwill  he  had  enjoyed  unraveled  when  Kizer  and  his  VISN 
directors  began  cutting  and  consolidating  facilities  to  accommodate  VISN  funding  cuts.  The 
threat  of  hospital  mergers  and  consolidations  ultimately  led  several  senators  to  block  his 
confirmation  to  a  second  terrn/^^ 

Under  new  eligibility  reform  laW/  all  veterans  became  eligible  for  VA  health  care,  though  its 
authors  did  not  envision  that  the  system  could  or  would  serve  all  eligible  individuals,  or  even 
all  who  might  someday  seek  VA  care.  The  law's  priority-based  enrollment  system  was  intended 
to  give  VA  a  tool  to  align  demand  for  care  with  its  funding  level.™  The  law  instead  unleashed 
political  pressure  to  expand  enrollment,  opening  the  door  to  an  influx  of  veterans  who 
historically  had  not  been  VA  health  care  users  and  many  of  whom  were  already  covered  under 
military  retirement  benefits,  private  insurance,  or  Medicare7^^  That  expansion  led  to  a 
tremendous  demand  for  prescription  drug  benefits  by  new  enrollees  and  in  2003,  Secretary 
Tony  Principi  ended  enrollment  for  higher  income  (category  8)  veterans  "to  keep  the  system 
solvent/'™  At  about  the  same  time,  other  related  pressures  led  Principi  to  establish  an  advisory 
body,  the  Capital  Asset  Realignment  for  Enhanced  Services  (CARES)  Commission,  to  develop  a 
comprehensive  capital  asset  plan.  Principi  cited  the  age  of  VA  facilities  and  the  changes  in 
medical  practice,  but  also  reminded  a  congressional  oversight  committee  of  a  1999  Government 
Accountability  Office  finding  that  "maintaining  obsolete  or  duplicative  structures  diverts 
$1  million  a  day,  every  day,  every  year,  away  from  the  care  of  veterans."  Principi  did  not  want 
to  repeat  Kizeris  experience  and  hoped  to  avoid  political  backlash.™ 

The  CARES  Commission  released  a  final  report  in  February  2004  that  recommended  relatively 
few  actual  facility  closures,  though  it  proposed  substantial  facility  mission  changes  at  a  number 
of  facilities7^^  As  the  then  USH  later  recounted,  "CARES,  like  so  many  things  in  Washington, 
was  well -intended,  but  it  was  derailed  politically  once  it  began  moving  toward  actual  targeted 
action  within  specific  congressional  districts/'™ 

Despite  such  defeats,  Principi  and  VA  under  secretaries  following  Kizer  met  formidable 
challenges,  left  legacies,  and  saw  the  veterans'  health  care  system  continue  to  be  heralded  for 
several  years.™  A  cascade  of  other  events  muddied,  and  even  blackened,  VHA's  reputation: 


Ibid.,  133-134. 

Ibid.,  16B^169, 

™  Veterans  Affairs  Comm.,  Veterans*  Health  Care  Eligibility  Rcfomi  Act  of  1996, 1 L  R.  Rep.  No.  104-690  (1996), 
accessed  June  3^  201 6^  https:/ /\\nA^v.congress.g<>v/ congressional- re  port /1 04th -congress /house -report/ 690/ 1 . 

James  Rife,  No^  Yo/fr Fathr's  VA:  Th  TmmfonmHon  ofVA  Health  Care  in  the  l.Mte  20th  Centu^^  (Washington,  DC: 
Department  of  Veterans  Affairs,  2014),  193. 

™  Ibid.,  194. 

Ibid.,  195. 

Ibid.,  196. 

Ibid. 

749  Best  (/are  AnjTvhere/’  Phillip  Longman,  Washington  Monthly,  accessed  June  3,  2016, 
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accounts  of  veterans'  suicides  {and  an  alleged  cover-up);  incompetent  surgeries  and  patient 
deaths  at  a  high-visibility  VA  medical  center  (VAMC);  failed  software  acquisitions;^^^  hard¬ 
hitting  inspector  general  audit  reports  on  issues  such  as  system  flaws^  quality  of  care  issues,  and 
lack  of  timely  care  that  fueled  congressional  oversight  and  other  constraints.  The  2014  scandal 
that  erupted  at  the  Phoenix  VAMC  represented  a  decisive  turning  point  and  set  the  stage  once 
again  for  transforming  veterans'  health  care. 

Among  initial  steps  on  that  long  road  to  transforming  the  system,  the  Senate  in  July  2014 
unanimously  confirmed  Robert  A.  McDonald,  former  chief  executive  officer  of  Proctor  & 
Gamble,  as  secretary  of  veterans  affairs.  With  a  business  career  of  delivering  better  results, 
McDonald,  along  with  DEPSECVA  Sloan  Gibson  and  USH  Dr.  David  Shulkin,  has  been 
working  to  improve  VA's  health  care  system  and  service  delivery,  and  to  set  a  framework  for 
long-term  reform.  Days  after  McDonald's  confirmation.  Congress  passed  the  Veterans  Access, 
Choice,  and  Accountability  Act  of  2014,  omnibus  legislation  to  improve  veterans'  access  to  care. 
This  legislation  established  the  Choice  Prograin,  mandated  an  independent  assessment  of  VH A, 
and  established  the  Commission  on  Care. 


http://%^^vw.wash!ngtonmonrhlyxom/featiarcs/2005/0501,longman,btml  “Revamped  Veterans  Health  Care  Now  a 
Modeiy  Gilbert  Gaul,  accessed  June  3,  2016,  http:/ /u  ww.u  ashingtonpost.com/wp- 

dyn/content/arnde/2005/08/21 /AR2005082101073.htinl  “The  Best  Medical  Care  in  the  U,S.:  How  Veterans  Affairs 
Transformed  Itself — and  What  it  Means  for  the  Rest  of  Us,”  Catherine  Arnst,  accessed  June  3,  2016, 
http:/ /ww\v.  bloomberg.com/bw/  stories/2()06-07-l  6/ the-best- medical-care-in- the-u-dot-s-dot. 

James  Ri.te,  Nof  Yom' Father's  VA:  The  Tramformatmf  qfVA  HeaM  Care  m  the  Lafe  20 fh  Ce^tn^'  (V'-'ashingtoti,  DC: 
Department  of  Veterans  Affairs,  2014),  216-217. 
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Health  care  has  evolved  in  major  ways  since  the  federal  government  began  providing  care  to 
veterans  after  the  Civil  War^  and  it  will  continue  to  evolve  substantially  in  the  future.  There  are 
a  number  of  factors  that  drive  evolution  in  health  care,  such  as  population  and  lifestyle  changes, 
changes  within  the  various  health  care  professions,  medical  and  information  systems 
technology,  and  systems  changes  in  management  and  operations7^i  IBM  Center  for  Applied 
Insight  reports  that  there  are  18  trends  to  watch  in  health  care These  trends  closely 
encompass  those  highlighted  below.  The  categories  in  which  the  trends  fall  mirror  key  topic 
addressed  in  the  Commission's  report  to  include  data  system  interoperability  {10  trends), 
consumer  technology  (two  trends),  health  care  providers  (two  trends),  government  regulations 
(two  trends),  and  human  resources  and  leadership  (two  trends).  With  health  care  changing  so 
rapidly,  and  in  so  many  different  ways,  it  is  imperative  that  veterans'  health  care  continually 
evolve  to  remain  aligned  with  current  and  future  trends.  This  section  highlights  key  trends  that, 
based  on  past  experience  and  current  practice,  will  likely  shape  health  care  in  the  future,  were 
considerations  in  formulating  the  Commission's  recommendations,  and  will  likely  affect 
transformation  of  veterans'  health  care. 

Emergence  of  Large  Health  Care  Systems 

The  health  care  industry  is  moving  away  from  stand-alone  community  hospitals  that  serve  the 
needs  of  a  local  constituency  to  large,  multiple-campus  health  care  systems.™  The  industry  will 
see  more  high  profile  mergers  and  acquisitions  in  the  second  half  of  2016.™  The  December  2015 
Health  Research  Institute's  report  indicates  that  well-known  health  care  systems  may  have  a 
market  advantage  as  Americans  are  willing  to  travel  further  for  care  from  a  well-known  system. 
This  may  explain  the  development  and  affiliation  for  Mayo  Clinic  in  Arizona  and  Florida,  and 
Cleveland  Clinic  opening  in  Florida.  The  report  also  states  that  although  people  are  willing  to 
drive  for  care  they  are  not  willing  to  pay  prices  higher  than  the  local  market.  Because  of 
increasing  use  of  outpatient  services  and  same-day  surgery,  facilities  within  these  health  care 
systems  require  fewer  inpatient  beds7^^  With  the  advancement  of  psychotropic  drugs,  the 
perceived  need  for  large  mental  hospitals  has  declined.™  Because  of  shorter  recovery  stays, 
increased  outpatient  services,  telemetry  and  other  monitoring  programs,  and  new  medical 
inventions,  hospitals  are  now  built  as  smaller  facilities  with  parts  or  sections  that  can  be  quickly 


Lynn  Ethcrcdgc,  Stanley  B.  Jones,  and  Lawrence  Lewin,  “What  is  Driving  I  Jcalth  System  Change?”  Health  AffmrSy  15, 
4,  (1996):  93-104" 

“Healthcare  Internet  of  Tilings  18  Trends  to  watch  in  2016,”  Bill  Chamberlain,  TMB  Center  for  /\pplicd  Insights, 
March  1, 2016,  accessed  Jane  20,  2016,  bttps://ibmcai.com/2016/03/01/healthcare'-interiiet-of-things~18-trends-to- 
watch-in-2016. 

“Top  Health  Industry  issues  of  201 6:  Thriving  in  a  New  Health  Lconomy,”  PwC,  accessed  April  29,  201 6, 
https:/ /^^n^n^^pwc.com/us/en/health-i^dastries/ top-heakh-industrvdssues/assets/201 6-us-hri4opdssues.pdf 

^54  Ibid. 

Ibid. 

“How  Release  of  Mental  Patients  Began,”  Richard  Lyons,  accessed  May  1, 2016, 
http:/ /wwu\  nytinies.com/ 1 984/10/30/  science/htiw-reiease-of’nienta!-patients-began.html?pagewanted=^Hl. 
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modified  for  future  changes  and  medical  advances7^^  VHA  will  need  to  consider  this  trend  in 
evaluating  its  current  physical  plant  and  planning  for  future  facility  needs. 

Management  Changes 

As  health  care  systems  become  increasingly  complex,  there  is  a  need  to  manage  these 
institutions  using  current  management  theories  and  models7^^  During  the  past  few  decades, 
hospital  and  health  care  management  changed  from  being  managed  by  a  traditional  top-down 
model  to  continuous  quality  improvement  models  that  respond  to  issues  such  as  staff 
satisfaction,  medication  errors,  safety  matters,  and  wasteful  use  of  supplies.  To  address  errors, 
hospitals  have  implemented  Six  Sigma  principles.  To  address  waste,  hospitals  have 
implemented  LEAN  principles.  Embracing  these  changes  in  management  approach  and 
implementing  Six  Sigma  and  LEAN  principles  will  support  VHA^s  transformational  process. 

Health  Care  Payment 

The  health  care  industry  is  in  the  midst  of  transforming  its  payment  model  away  from  a  fee-for- 
service  model  to  value-based  payments,  a  system  that  drives  improved  health  outcomes  7^^  This 
transformation  is  tied  to  the  Medicare  Access  and  CHIP  Reauthorization  Act  of  2015  (MACRA), 
which  health  care  experts  expect  to  shape  care  delivery  and  payment  reform  across  the 
U.S.  health  care  system  over  the  coming  decades.  Congress  created  MACRA  as  a  transformative 
law  to  fast  track  the  health  care  system's  transition  from  a  traditional  fee-for-service  payment 
model  to  new  risk-bearing,  coordinated  care  models,^^  Because  this  legislation  is  still  in 
rulemaking,  it  is  premature  for  the  Commission  to  weigh  in  on  its  potential  effect  on  VA.  The 
MACRA  legislation  expands  the  trend  toward  creation  of  accountable  care  organizations 
(ACOs)  and  bundled  payments  for  care.  ACO  models  have  been  reported  to  drive  reduced 
hospitalization  and  generate  cost  savings.  ™ 

Specialty  Care  Facilities 

With  changes  in  the  federal  payment  for  hospitals,  some  high -cost  and  longer -stay  care 
treatments  have  been  moving  out  of  community  hospitals  to  specialty  hospitals.  For  example, 
long-term  acute  care  hospitals  primarily  treat  patients  on  ventilators;  rehabilitation  facilities 
treat  short-term,  post-acute  patients  who  need  primarily  physical  and  occupational  therapy 
services  for  orthopedic  or  stroke  incidences;  and  cancer  hospitals  provide  innovative  treatments 
for  Stage  4  cancer.  As  a  result,  community  hospitals  may  no  longer  need  beds  to  take  care  of 
these  special  patients,  VHA  will  need  to  consider  this  trend  in  planning  integrated  care 
networks  and  evaluating  its  facility  needs  in  conjunction  with  these  networks. 


7.^7  “Yhc  Small  I  lospital  of  the  Future/'  Shati  Matarabanadzo,  accessed  May  3,  201 6, 
h  ttp :  /  /  WWW.  heal  the  ar edes  ignm  agazine .  com  /  ar  dc  1  e  /  sm  h  h<  >  spital  -  future. 

“How  to  Solve  the  Cost  Crisis  in  Health  Care/'  Robert  S.  Kaplan  and  Michael  E,  Porter,  accessed  May  2,  2016, 
https:  /  /hbr.org/201 1  /()9/hoW"t(>-solve-the’-cost-cnsis-in-health-care. 

759  “Xbe  Medicare  Access  CHIP  Reauthorization  Act  (MACRA)”  National  Partnership  for  Families  and  Women, 
accessed  June  6,  2016,  http:/ /www.nationalpartnership.org/issues/health/macra.html. 

7(A)  “MACRA:  Disrupting  the  health  care  system  at  every  level/'  Deloitte,  accessed  June  23,  2016, 
http:/ /w\v\v2.  deloitte.com /us/ en/ pages /life- sciences- and- health-care/ articles/ macra.html. 

“Health  C^are  Trends  in  2016  Impact  Padents  While  Seeking  to  More  Efficiendy  Deliver  Care,”  Jinger  jarrett, 
Inquisitr:  Medicine,  accessed  May  2,  2016,  http://\TO^".inquisitr.com/2710622/hea!thcare-trcnds-in-20l6-impact- 
pa  ti  en  t  s "  wh  i  1  e "  see  king-  to  -  mo  re  -  e  f  fide  n  dy -  d  eli  ver-  c  ar  e  / . 
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Outpatient  Care  and  Lifestyle-oriented  Venues  for  Care 

With  improvements  in  surgical  procedures,  many  surgeries  that  required  post-surgery  hospital 
stays  are  now  routinely  performed  in  outpatient  settings/^^  Many  nonsurgical  procedures  are 
being  performed  in  outpatient  clinics  as  well,  such  as  medical  imaging,  cardiac  catheterization, 
substance  abuse  treatment,  gastrointestinal  screening  and  cancer  treatment 7^^  As  care  that  was 
once  provided  only  in  hospitals  is  now  provided  in  specialized  medical  clinics,  care  that  was 
once  provided  only  in  physicians'  offices  is  now  being  provided  in  alternative  settings.  As 
reported  in  Health  Affairs,  "another  health  care  trend  consumers  are  using  to  save  both  time 
and  money  is  that  rather  than  making  appointments  with  their  doctors,  they  are  choosing  to  use 
walk-in  clinics/'^^^  Many  of  these  clinics  are  located  in  pharmacies,  retail  chains,  or 
supermarkets,  allowing  consumers  quick,  convenient,  less-costly  care7^^  Do-it-yourself  health 
care  is  also  a  trend,  with  increasingly  more  people  taking  responsibility  for  their  health  care. 
Consumers  are  using  smart  phone  apps  to  monitor  vital  signs,  medication  adherence,  and  even 
urinalysis7^^  As  part  of  a  commitment  to  continuous  improvement,  VHA  will  need  to  consider 
alternative  venues  as  it  creates  integrated  health  care  networks. 

Medical  Technology 

Medical  technology  companies  create  life-changing  innovation,  and  "advanced  medical  devices 
and  diagnostics  allow  people  to  live  longer,  healthier  and  more  productive  lives/'^^^  In  fact, 
during  the  past  30  years,  medical  advancements  helped  add  five  years  to  U,S.  life  expectancy 
and  reduce  fatalities  from  heart  disease,  stroke,  and  breast  cancer  by  more  than  half7^®  These 
advancements  also  yield  savings  across  the  health  care  system  by  replacing  more  expensive 
procedures,  reducing  hospital  stays,  and  allowing  people  to  return  to  work  more  quickly 7^^ 
Ensuring  veterans  receive  care  that  employs  cutting-edge  technology  will  be  an  important  part 
of  establishing  integrated  care  networks. 

Telemedicine 

According  to  the  American  Telemedicine  Association,  "telemedicine  is  the  use  of  medical 
information  exchanged  from  one  site  to  another  via  electronic  communications  to  improve  a 
patient's  clinical  health  status Telemedicine  includes  a  growing  variety  of  applications  and 


MehiiJ  V.  R:ival  et  al.^  “Thtf  Importance  of  Assessing  Both  Inpatient  and  Outpatient  Surgical  Qualiq^T"  A.nnah  of 
253,  3,  (201 1):  61 1-618,  accessed  June  20,  2016,  http:/ /wwav.ncbi. nlm.nih.gov/pubmed/ 21 183845. 

763  '‘xhe  Strategy  That  WiU  I'ix  Health  Care,”  Michael  E.  Porter  and  Thomas  H.  Lee,  MD,  accessed  May  2,  201 6, 
h  ttp  s :  /  /  h  b  r .  o  rg/  20 1 3  / 1 0  /  the  -  s  tr  ategy-  th  a  t- wi  1 1  -  B  X  -h  eal  th  -  car  e , 

^64  *^Health  Care  Trends  in  2016  Impact  Patients  While  Seeking  to  More  Efficiendy  Deliver  Care,”  Jinger  Jarrett, 
accessed  May  2,  2016,  http:/  /\3^AV.i nquisitr.com/2710622/healthcafe-trcndsdn-2016-impact-patients-while-seeking-to- 
m  orc-e  fficie  ntly-dcli  vc  r-c  arc  / . 

Ibid. 

“Top  Health  Industr}^  Issues  of  2016:  Thriving  in  a  New  Health  Economy/’  PuC,  accessed  May  2,  2016, 
https:  /  /  wavw.pwc. com/us/ en/healdi-industries/top-health-industry-issues/ assets /201 6-us-hii-top-issues.pdf. 

“Value  of  Medical  Technolog}^,”  Advanced  Medical  Technolog}^  Association,  accessed  May  2,  2016, 
http://  advamed.org/page/74/  valiie-in-medical-technology. 

768  “Value  of  Medical  Innovation,”  HealthCare  Institute  of  New  Jersey,  accessed  May  2,  2016,  http:/ /hinj.org/ value-of- 
m  edi  cal-inno  vati  on  / . 

Ibid. 

“WTat  is  Telemedicine,”  American  Telemedicine  Association,  accessed  May  2,  2016, 
http:/  /v.7ivu\americantelemed.otg/about’ telemedicine  /  what-is-telemedicine#.  VwFrqfkrJaQ. 
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services  using  two-way  video,  email,  smart  phones,  wireless  tools,  and  other  forms  of 
telecommunications  technology.  The  use  of  telemedicine  has  spread  rapidly  and  is  now 
becoming  integrated  into  hospitals,  specialty  departments,  home  health  agencies,  private 
physician  offices,  as  well  as  consumers'  homes  and  workplaces.  The  following  are  examples  of 
how  telehealth  is  being  used: 

■  A  specialist  assisting  the  primary  care  physician  in  rendering  a  diagnosis  might  use 
interactive  video  or  store-and-forward  transmission  of  diagnostic  images  or  information. 

■  Home-use  devices  might  be  used  to  remotely  collect  information  such  as  vital  signs, 
blood  glucose,  or  heart  electrocardiogram  data  and  transfer  it  in  real  time  to  a  home 
health  agency  or  a  remote  diagnostic  testing  facility  for  interpretation. 

■  Consumers'  internet  and  wireless  devices  might  be  used  to  obtain  specialized  health 
information  or  participate  in  online  peer-to-peer  support  groups. 

VHA  already  excels  in  the  use  of  telehealth  and  should  expand  upon  its  work  in  this  area. 

Midlevel  Practitioners 

During  the  past  few  decades,  new  categories  of  health  care  professionals  have  become 
increasingly  commonplace  in  hospital  settings.  For  example,  hospital ists,  physicians  who 
specialize  in  the  practice  of  hospital  medicine,  take  over  when  the  community-based  physician 
admits  his/her  patient  to  the  hospital.^!  The  hospitalist  does  not  perform  the  surgery  but  rather 
takes  on  the  monitoring  of  the  hospital  services  needed  by  the  patient.  Another  example  is 
medical  technicians,  who  monitor  the  specialized  medical  equipment  and  devices  that 
previously  were  under  the  purview  of  nurses  in  specialty  units  such  as  intensive  care  units.  The 
growing  physician  shortage  has  led  to  reliance  on  mid -level  health  care  providers.  According  to 
the  Centers  for  Medicare  and  Medicaid  Services'  National  Provider  Identifier  dataset,  there 
were  approximately  106,000  practicing  nurse  practitioners  and  70,000  practicing  physician 
assistants  in  20107^^  Provider  trends  may  play  into  ways  VHA  can  address  its  current  staffing 
shortage. 

Electronic  Patient  Heaith  information 

Health  records  have  undergone  transformation  from  free-form  physician  notes  of  the  17^^ 
century  to  electronic  health  records  (EHRs)  of  the  21®^  century.  Today,  providers  are  using 
clinical  applications  such  as  computerized  physician  order  entry  systems;  EHRs;  and  radiology, 
pharmacy,  and  laboratory  systems  to  track  patient  care  and  progress.  Health  plans  are 
providing  access  to  claims  and  care  management,  as  well  as  member  self-service  appIications7^^ 
These  advances  allow  the  medical  workforce  to  be  more  mobile  and  efficient  (i.e.,  physicians 
can  check  patient  records  and  test  results  from  wherever  they  are).  Though  their  use  comes  with 


“Definition  of  a  Hospitalist  and  Hospital  Medicine/'  Society  of  Hospital  Medicine,  accessed  May  2,  2016, 
h  ttp:/  /  www.hospi ta.lmcdicine.ofg/Web/  About_SHM/Hospi  tali  sr_Deflnition/ Web/  About_SHM/TndustnV  HospitaL 
Medici  ne_H  o  sp  ital_De  dnirion.aspx. 

772  Number  of  Nurse  Pracdtioners  and  Physician  Assistants  Practicing  Primaiy  Care  in  the  United  States,”  Agency 
for  Healthcare  Research  and  Qualit)^,  accessed  May  2,  2016, 

http:/ /mv\v.  ahrq.gov/research/findings/factsheets/ primar^ypcworkZ/index.htiTLl. 

773  Strategy'  That  Will  Fix  Health  Care,”  Michael  E.  Porter  and  Thomas  I  L  Lee,  MD,  accessed  May  2,  2016, 
h  ttp  s :  /  /  h  br .  org  /  20 1 3  / 1  f )  /  the-  strategy-  that- will-  fix-h  ealth-care. 
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inherent  potential  security  and  privacy  risks,  they  will  surely  play  a  substantial  role  in  shaping 
future  health  care7^^  Interoperability  of  these  sources  of  patient  information  will  be  a  continuing 
key  issue  in  private-sector,  military,  and  veterans'  healthcare  organizations. 

Population  Health 

Population  health  refers  to  considering  incidence  and  prevalence  of  diseases  in  a  given  area  to 
determine  if  the  area  or  the  environment  is  contributing  to  the  illness.  Physicians  and  other 
health  care  providers  may  look  at  a  region's  demographics  to  determine  what  types  of  care  are 
needed  within  the  population.  For  example,  if  65  percent  of  the  region  is  older  than  age  65,  then 
a  series  of  wellness  programs  that  address  the  chronic  care  concerns  of  this  population  may  be 
needed.  From  a  population  health  perspective,  communities  and  their  respective  populations 
are  as  important  as  the  individual  patients  who  comprise  them  when  it  comes  to  keeping 
residents  healthy*  For  VHA,  population  health  issues  may  revolve  around  populations  of 
veterans  who  served  in  particular  wars  and  operations  and  the  respective  injuries  and  illnesses 
associated  with  them* 

Geriatric  Care 

In  the  United  States  and  Western  Europe  the  birth  rate  has  slowed^^^  ^nd  people  are  living 
longer Demographic  researchers  report  that  if  an  American  makes  it  to  age  65,  he/ she  should 
have  about  17  to  20  additional  years  of  life.^^  Nursing  homes  and  assisted  living  facilities  are 
now  seeing  increasingly  more  of  residents'  first-time  admissions  occurring  at  age  80  or  older* 
Some  congregate  care  retirement  facilities  report  that  even  with  admission  in  the  80s,  the 
average  life  expectancy  is  another  12  or  13  years.^^®  The  aging  population  accounts  for 
increasingly  more  hospital  admissions,  and  as  a  result,  hospitals  rely  on  more  revenue  from 
Medicare7^^  The  VHA  beneficiary  population  mirrors  the  general  U*S*  population,  and  older 
veterans  receiving  care  through  VHA  may  be  sicker  than  their  private-sector  counterparts* 

Chronic  Disease  Care 

Chronic  conditions  now  account  for  more  than  50  percent  of  the  death  rate.  Acute  problems  had 
previously  been  the  primary  causes  of  death7®o  Even  HIV/ AIDS  has  moved  away  from  being 
considered  an  immediate  death  sentence,  and  now,  with  proper  treatment,  is  considered  by 


“Snmmaiy  of  the  HTPAA  Privacy  Rule/'  thS*  Department  of  Health  and  Human  Services,  accessed  May  2,  2016, 
http :  /  /  u^v  \v .  h  lis  .go  V  /  hip  aa  /  for-pro  fes  sio  naJ  s  /  p  riv  acy  /  la  w  s  -  r  egula  tions  / . 

“Fact  Sheet:  Tlie  Declme  in  U.$.  Ferdliu-/'  Mark  Madier,  accessed  May  2,  2016, 
http:  /  /  \vw\v.prb*org/ publications  /  datasheets/  2012/  world-population -data- sheet/ fact- shcet-us- population*  a  spx* 

™  National  Ciienter  for  Health  Statistics,  HEaltih  ijnited  2015:  With  Special  Feature  opi  Racial  and  Htimk  Health 
Disparities,  accessed  May  2,  2016,  http://\Sr^vwxdc*gov/nchs/data/hus/husl5*pdf. 

National  Center  for  Flealth  Statistics,  UJe  Fxpedamy  at  Births  at  A.ge  65^  and  at  Age  75 ^  Race,  and  I  lip^ank  Origin: 

United  States,  Selected  Years  1900-2010,  accessed  May  2,  2016,  http://w\wxdc*gov/nchs/data/ hus/201 1/022, pd  f 
™  Kathleen  Harris,  CCKC  Resident  Demographics  and  Health  Care  Utiiisiatmi:  An  Analysis,  accessed  May  3,  2016, 
h  ttp :  /  /  avp  owel  I  *  com  /  d  oc  s  /  Fal 1 1 9 97 ,pd  f 

n<)  ''Xlie  Strateg)'  That  Will  Fix  Health  Care,”  Michael  E*  Porter  and  Tliomas  If  Lee,  MD,  accessed  May  2,  2016, 
https:  /  /  hbr.org/ 201 3/1 0  /  the  -  s  trateg}^'that- will- fix care. 

“Chronic  Disease  Overtdew,'’  Centers  for  Disease  Control  and  Prevention,  accessed  May  2,  201 6, 
h  ttp :  /  /  \v\vu\  ede .  go%^/  ch  r  oni  cdl  sea  s  e  /  ovetwiew  / . 
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most  to  be  a  chronic  disease.^®^  The  Centers  for  Disease  Control  reports  that  since  2014,  more 
Americans  are  dying  as  a  result  of  chronic  conditions  and  diseases  than  from  acute  diseases. 
Most  chronic  diseases  result  from  lifestyle  choices.  Lifestyle  diseases  result  from  choices  that 
individuals  make 7^^  Health  care  systems  invest  resources  in  addressing  lifestyle-related  issues 
caused  by  behaviors  such  as  smoking,  using  opiates,  and  overeating/^^  Lifestyle  diseases  such 
as  cancer  caused  by  smoking,  addiction  caused  by  drug  use,  and  diabetes  caused  by  obesity,  are 
costly  to  treat.^^^  Because  lifestyle  diseases  change  over  time,  they  are  important  to  consider  in 
thinking  about  the  future  of  veterans'  healthcare.  Treating  chronic  diseases  can  be  costly 
because  care  is  ongoing,  and  assuming  this  trend  continues  to  become  more  prominent,  it  will 
affect  the  cost  of  care  and  how  it  is  provided7^^ 

Needs-based  Health  Care 

The  Affordable  Care  Act  requires  all  not-for-profit  hospitals  to  complete  a  survey  of  the 
community  (community  health  needs  assessment,  or  CHNA)  to  show  what  entities  in  the 
community  will  address  identified  needs  (asset  mapping)  and  then  report  on  how  the  hospital 
will  address  these  needs  in  a  community  health  care  implementation  program  (CHIP).^^^ 
Starting  in  2016,  hospitals  must  post  these  reports  on  their  websites  and  conduct  these 
evaluations  every  3  years  thereafter.  Monitoring  community  health  needs  can  lead  to 
preventing  or  stopping  the  spread  of  disease.  For  example,  scarcity  of  quality  food  has  been 
documented  to  result  in  poor  school  attendance  and  increased  illness.^®^  Some  Americans 
simply  have  not  been  exposed  to  how  to  prepare  vegetables  and  fruits  because  they  live  in  areas 
that  are  called  food  deserts,  where  healthy  foods  are  not  readily  available.  Identifying  such  needs 
and  how  they  will  be  addressed  can  help  improve  health  for  specific  populations.^^^  In 
Washington,  DC,  such  a  health  assessment  led  to  new  treatments  and  protocols  for  addressing 
the  appearance  of  a  rare  strain  of  tuberculosis  brought  in  by  a  group  of  legal  immigrants.^®"^ 
Using  CHNA  and  CHIP  could  be  part  of  VHA's  ongoing  planning  process. 


Steven  G.  Decks,  Sharon  R.  Lewin,  and  Diane  V.  I lavlir,  “The  End  of  AIDS:  i IIV  Infection  as  a  Chronic  Disease,” 
382,  9903,  (2013):  1525U533. 

7S2  “Lifestyle  Choices:  Root  Causes  of  Chronic  Diseases,”  Cleveland  Clinic,  accessed  May  2,  2016, 
https:  /  /  my. ckvelandchrLic.ofg/ health/  transcripts  / 1 444_lifestyle-choice!;'rr>ot’causes~of'chronic'diseases. 

D.  B.  Resnik,  “Responsibility  for  Health:  Personal,  Social,  and  En\nronmental,”  of  AledUa/ FMks,  33,  8,  (2007): 

444^445. 

“How  to  Save  a  IVilHon  Dollars,”  Mark  Bitrman,  accessed  May  2,  2016, 
http:/ /  opinio  nator.  blogs  ,ny  times.com/ 201 1  /04/12/how-to-save-a-trillion-dollars/. 

785  Need  Public  Health  to  Improve  Healthcare,”  National  Association  of  C'hronic  Disease  Directt>rs,  accessed 
May  2,  2016,  http://www.chronicdisease.org/?page=WhyWeNcedPl  I2impI  1C. 

786  “New  Requirements  for  501  (c)(3)  Hospitals  Under  the  Affordable  Care  Act,”  Internal  Revenue  Sendee,  accessed 
May  2,  2016,  https:/  /w^^^ir  s. go  v /C  h  ari  ties -&-N  on- Pro  fits /Charit  able- Organizations /New- Requirements -for- 
501  %28  c%  29*>o283 %29  -H  o  sp  i  tals-  U  nd  e  r- 1  he- A  f fo  rdable-Car  e- Act. 

7S7  “Hunger  In  Oor  Schools:  Breakfast  Is  A  Crucial  'School  Supply'  For  Kids  In  Need,”  Tom  Nelson,  accessed  May  2, 
2016,  http: /  /  blogs. usda. gov /201 5 /03/ 03/hunger-in-our-schools-breakfast-is-a-crucial-school-supply-for-kids-iii-need  / . 
7n&  Capital's  Food  Deserts,”  Jeremy  Moorhead,  accessed  May  3,  2016>,  http://eatocracy.cnn.eom/2012/03/14/the- 
capitals- food-de  serts  / . 

District  of  (Columbia  Department  of  Healtli  HiV/  MDS,  Hepatitis,  STD,  and  TB  Administration,  DA/ncf  of 
HIV/ AIDS,  Hepatitis^  STDf  TB  (HAHSTA)  Amm/  Report  2010,  accessed  May  3,  2016, 

bttp:/ /  doh.dc.go%V  sites/ default/ files /dc/sites/doh/publication/attachme.nts/201 0_ArLnual_Report_FINAL_0_(kpdf. 
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Behavioral  Health 

Treatment  for  mental  health,  now  more  commonly  referred  to  as  behavioral  health,  has  changed 
dramatically  since  a  1968  federal  law  required  individuals  be  cared  for  in  the  least  restrictive 
environment.™  This  law  lead  to  an  expectation  that  most  patients  would  receive  care  in  out- 
patient  facilities.  Recently  legislation  was  passed  that  requires  insurance  companies  to  increase 
the  amount  of  payment  for  behavioral  health,  which  could  add  more  patients  to  the  health  care 
system,  VHA  is  a  leader  in  mental  health  treatment  and  should  continue  to  be  a  trendsetter  in 
this  regard. 

Preventive  Medicine 

Traditionally,  physicians  were  trained  to  cure  illness  and  to  restore  the  sick  to  health.  The  trend, 
however,  is  changing,  and  physicians  are  now  trained  in  prevention  and  are  more  active 
participants  in  the  prevention  of  illness7^^  Additionally,  insurance  and  Medicare  now  cover 
preventive  care  and  annual  physicals,  further  supporting  prevention,™  Preventive  medicine  is 
a  key  component  of  integrated  health  care  and  will  need  to  be  considered  as  VHA  works  to 
transform  veterans'  healthcare. 

Pharmacy  Changes 

Health  Affairs  reports  that  "in  2015  ...  an  alarming  trend  of  new  high-cost  specialty 
pharmaceuticals  entered  the  market. . .  .  Overall  drug  spending  increased  12.2  percent  last  year, 
the  highest  rate  of  increase  in  more  than  a  decade/'™  Escalating  drug  prices  account  for  some 
of  this  increase,  including  more  than  3,500  generic  drugs  that  at  least  doubled  in  price  from 
2008-2015  and  about  400  drugs  that  increased  in  cost  1000  percent.™  Newly  emerging  and  very 
expensive  developments  in  the  area  of  genomic  medication  also  contribute  to  the  increase,  "One 
way  to  combat  skyrocketing  prices  will  be  biosimilar  drugs.  These  drugs  are  near  substitutes  for 
original  brand  drugs  and  could  bring  significant  price  discounts."™  Because  many  of  VHA's 
beneficiaries  seek  only  prescription  benefits,  prescription  drug  trends  will  be  important  to 
consider  in  the  transformation  process. 


“How  Release  of  Mental  Patients  Began/'  Richard  T.yons,  accessed  May  2,  2016, 
http:/ /\v\vu\  nytimes.com/ 1 984/10/30/  science/htAV'reiease-of'mentahpatientS’began.htmI?pagewanted“idl. 

“Implementation  of  the  Mental  Health  Pari t^^  and  Addiction  Equity  Act  (MHPAFA)/'  Substance  Abuse  and  Mental 
Health  Services  Administration,  accessed  May  2,  2016,  http://\wu  .sam hsa.gov /health- financing/ implementation- 
m  e  ntal  -  h  ealth  -pad  t\'  -  addic  tion-equit^-ac  t. 

“Opinion  8.075  —  1  Icalth  Promotion  and  Preventive  Care/'  American  Medical  Associadon,  accessed  May  2,  2016, 
h  t  tp :  /  /  WWW. ama-assn.org/  ama  /  p  ub  /  physician  -  re  sour  c  e  s  /  m  ed  ical-  e  thics  /  code-medical  -  e  thic  s  /  opi  nion  807 5 .  page . 
m  “Preventive  Ser\"iccs  Covered  Under  the  Affordable  Care  Act,”  U.S.  Department  of  I  Icalth  and  I  Juman  Services, 
accessed  May  2,  2016,  http:/ /wwv^hhs.gov/healthcare/facts-and-features/fact-sheets/preve^tive-se^vices-covered- 
under-aca/, 

Anne  Martin  et  al.,  “National  Health  Spending  In  2014:  [^"aster  Grouth  Driven  By  Coverage  Expansion  And 
Prescription  Drug  Spending,”  Hea/f/j  Affa/fj,  35,  1,  (2016):  150-160, 

“Generic  Drug  Prices  Quickly  on  the  Rise,”  Anthony  L.  Komaroff,  accessed  May  2,  2016, 
http:/  /wwvv.spokesman.  com/stories/20 1 6/ feb  / 1 8/ generic-dr  ug-prices-quickly-on-the-rise/. 

7%  “Xop  Healdi  Industr)-  Issues  of  2016:  Thriving  in  a  New  J  Icalth  Economy,”  PwC,  accessed  May  2,  2016, 
https:  //\\jvs.’w.pwx.com/us/en/health-ijidustries/top-health-industry-issues/assets/201 6-us-hd-top-issues.pdf. 
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Commission  Meetings 

From  September  2015  to  June  2016^  the  Commission  held  convened  12  sessions  of  public 
meetings  (26  days).  The  content  addressed  at  each  meeting  is  listed  in  the  following  table* 


September  21-22,  2015 


1  September  21-22,  2015 

Assessment  A:  Demographics 

RAND  Corporation 
■  Christine  Eibner 

Assessment  B:  Health  Care  Capabilities 

RAND  Corporation 
■  Peter  Hussey,  PhD 

VA  Leadership 

Department  of  Veterans  Affairs 

■  Bob  McDonald,  Secretary 

■  Sloan  Gibson,  Deputy  Secretary 

■  David  Shulkin,  MD,  Under  Secretary  for  Health 

Assessment  C:  Care  Authorities 

RAND  Corporation 

■  Michael  D.  Greenberg 

Assessment  1:  Business  Processes 

Grant  Thornton  LLP 

•  Lane  Jackson 

■  AamirSyed 

■  Sharif  Ambrose 

Assessment  E:  Scheduling  Workflow 

McKinsey  &  Company 

■  KurtGrote,  MD 

■  Alex  Harris 

■  Pooja  Kumar 

Assessment  F:  Clinical  Workflow 

McKrnsey  &  Company 

■  KurtGrote,  MD 

■  Gretchen  Berlin 

Assessment  G:  Staffing/Productivity /Time 
Allocation 

Grant  Thornton  LLP 

■  Peter  Erwin,  PhD 

■  Hillary  Peabody 

■  Erik  Shannon 

Assessment  J:  Supplies 

McKinsey  &  Company 

■  KurtGrote,  MD 

■  Robin  Roark,  MD 

Assessment  K:  Facilities 

McKinsey  &  Company 

■  Vivian  Riefberg 

■  John  Means 
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September  21-22,  2015  (continued) 


1  September  21-22,  2015  (continued) 

VHA  Leadership 

Department  of  Veterans  Affairs 

■  Patricia  Vandenberg,  Assistant  Deputy  Under 
Secretary  for  Health  for  Policy  and  Planning 

Assessment  Leadership 

CMS  Alliance  to  Modernize  Health  care 

■  Stephen  Kirin 

■  Jay  Schnitzer,  PhD,  MD 

McKinsey  &  Company 

■  Vivian  Riefberg 

Assessment  H:  Health  IT 

MITRE  Corporation 

■  Aparna  Durvasula 

■  Glenn  Himes 

McKinsey  &  Company 

■  Celia  Huber 

■  Vivian  Riefberg 

October  6,  2015 

Eligibility 

Veterans  Health  Administration 

■  Stephanie  Mardon,  Chief  Business  Officer 

■  Kristin  Cunningham,  Director,  Business  Policy 
Affairs 

2014  Choice  Act/2015  Enhancement  to 
Choice/Care  in  the  Community,  Current  State 

Veterans  Health  Administration 

■  Stephanie  Mardon,  Chief  Business  Officer 

■  Kristin  Cunningham,  Director,  Business  Policy 
Affairs 

Future  State  of  VA  Community  Care/ 

Care  in  the  Community 

Veterans  Health  Administration 

■  Joe  Dalpiaz,  Director,  VISN  17 

■  Baligh  Yehia,  MD,  Senior  Health  Advisor  to  the 
Secretary  of  Veterans  Affairs 

■  Gene  Migllaccio,  Deputy  Chief  Business  Officer, 
Managed  Care 

Academic  Affiliations 

Veterans  Health  Administration 

■  Robert  Jesse,  MD,  Chief,  Office  of  Academic 
Affiliations 

■  Karen  Sanders,  MD,  Deputy  Chief,  Office  of 
Academic  Affiliation  Long-Term  Care 

■  Richard  Allman,  MD,  Chief  Consultant,  Geriatrics 
and  Extended  Care  Services 

October  6,  2015 
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October  19-20,  2015 

Independent  Assessment, 

Perspective  on  VA  Health  Care, 
and  Q&A/Panel  Discussion 

■  Brett  Giroir,  MD,  Senior  Fellow,  Health  Policy 
Institute,  Texas  Medical  Center 

■  Gail  Wilensky,  PhD,  Senior  Fellow  at  Project  HOPE 

■  Jonathan  Berlin,  MD,  Chief  Medical  Officer  and 
President,  Clinical  Services  at  Hospital 

Corporation  of  America 

Women's  Health 

Veterans  Health  Administration 

■  Patricia  Hayes,  PhD,  Chief  Consultant, 

VA  Women's  Health  Services 

Mental  Health 

Veterans  Health  Administration 

■  David  Carroll,  Executive  Director,  Mental  Health 
Operations 

■  Harold  Kudler,  MD,  Chief  Mental  Health 

Consultant 

Homelessness 

Veterans  Health  Administration 

■  Anne  Dunn,  Deputy  Director,  VHA  Homeless 
Program  Office 

Assessment  D:  Access 

Institute  of  Medicine 

■  Michael  McGinnis,  MD 

■  Marianne  Hamilton  Lopez 

VACAA  Section  203 

Northern  Virginia  Technology  Council 
■  Ken  Mullins 

Scheduling 

Veterans  Health  Administration 

■  Michael  Davies,  MD,  Executive  Director  of  Access 
and  Clinic  Administration  Program 

MyVA  Support  Services  Excellence  Overview 

Department  of  Veterans  Affairs 

■  Bob  Snyder,  Executive  Director,  MyVA  Task  Force 

■  Tom  Muir,  Director,  Support  Services 

November  16-17,  2015 

Health  Care  Economics/Finance 

■  Mark  Yow,  Acting  Chief  Financial  Officer,  VHA 

■  Paul  Mango,  McKinsey  &  Company 

■  Gail  Wilensky,  PhD,  Senior  Fellow  at  Project  HOPE 

Academic  Affiliations 

Association  of  American  Medical  Colleges 

■  AtuI  Grover,  PhD,  MD,  Chief  Public  Policy  Officer 

■  John  E.  Prescott,  MD,  Chief  Affiliations  Officer 

■  Matthew  Schick,  JD,  Director,  Government 
Regulations  &  Regulatory  Counsel 

VHA  Clinical  Matters 

Veterans  Health  Administration 

■  Lucille  Beck,  PhD,  Deputy  Chief  Patient  Care 
Services  Officer,  Rehab  and  Prosthetic  Services 

■  Donna  Gage,  PhD,  RN,  Chief  Nursing  Officer 
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December  14-16,  2015 


1  December  14-16^  2015 

Minority  Affairs  and  Health  Equity 

Department  of  Veterans  Affairs 

■  Barbara  Ward,  Director,  Center  for  Minority 

Affairs 

Veterans  Health  Administration 

■  Uchenna  S.  Uchendu,  MD,  Executive  Director, 
Office  of  Health  Equity 

Framework  for  the  Future  of  Veterans  Health 

■  Garry  Augustine,  Disabled  American  Veterans 

■  Carl  Blake,  Paralyzed  Veterans  of  America 

■  Carlos  Fuentes,  Veterans  of  Foreign  Wars 

■  Ray  Kelley,  Veterans  of  Foreign  Wars 

Veteran  Service  Organizations 

•  Louis  Celli,  The  American  Legion 
■  Renee  Campos,  Military  Officers  Association  of 
America 

National  Health  Information  Operability 

■  Dr*  Jon  White,  Deputy  National  Coordinator, 
Department  of  Health  and  Human  Services 

DoD  1  Procurement:  Lesson 
Learned/Interagency  Program  Office 

■  Chris  Miller,  Program  Executive  Officer,  Defense 
Health  Care  Management  Systems,  Department 
of  Defense 

Health  Information  Exchange 

■  Elaine  Hunolt,  Do-Director  Interoperability  Office, 
Veterans  Health  Administration 

■  Dr*  Harry  Leider,  Chief  Medical  Officer,  Walgreens 

■  James  Wood,  VP-Federal,  Walgreens 

■  Mariann  Yeager,  Chief  Executive  Officer,  The 
Sequoia  Project 

Vision  for  OI&T/Collaboration  with  VHA 

■  LaVerne  Council,  Chief  Information  Officer, 
Department  of  Veterans  Affairs 

Leadership  and  Transformation 

■  Charles  Rossotti,  Former  Commissioner,  Internal 

Revenue  Service 

January  19  and  21,  2016 

VHA  Leadership 

■  Dr.  Michael  Kussman,  former  Undersecretary  for 
Health,  Veterans  Health  Administration 

■  Dr.  Kenneth  Kizer,  former  Undersecretary  for 
Health,  Veterans  Health  Administration 

Labor  Perspectives 

American  Federal  of  Government  Employees 

■  Marilyn  Park 

National  Association  of  Veterans  Affairs  Physicians 
and  Dentists 

■  Samuel  Spagnolo 

Nurses  Organization  of  Veterans  Affairs 

■  Joan  Clifford 

■  Sharon  Johnson 

lanuary  19  and  21,  2016 
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lanuary  19  and  21,  2016  {continued 


1  January  19  and  21,  2018  (continued) 

Behavioral  Health 

Association  of  Veterans  Affairs  Psychologist  Leaders 

■  Thomas  Kirch  berg 

■  Russell  Lemie 

■  Edgardo  Padin-Rivera 

■  Antonette  Zeiss 

American  Psychiatric  Association 

■  Jenny  L.  Boyer 

Association  of  Veterans  Affairs  Social  Workers 

■  LeAnn  Bruce 

■  Jerry  Satterwhite 

Homeless  Veterans 

■  Keith  Armstrong,  San  Francisco  Veterans  Affairs 
Health  care  System 

Other-Than-Honorable  Discharges 

■  Branford  Adams 

February  8-9,  2016 

Construction  Management 

■  Lisa  Freeman,  Medical  Center  Director,  Palo  Alto 
Health  care  System 

VISN  and  Field  Leadership  Perspectives 

■  Joleen  Clark,  Former  Network  Director,  VISN  8 

■  Jon  Gardner,  Former  Medical  Center  Director, 
Tucson  VA  Medical  Center 

■  Lisa  Freeman,  Medical  Center  Director,  Palo  Alto 
Health  care  System 

Implementation  of  the  Choice  Program 

■  Billy  Maynard,  President  HealthNet  Federal 

Service 

■  David  J-  McIntyre,  Jr.,  President  and  Chief 

Executive  Officer,  TriWest  Healthcare  Alliance 

Update  on  VHA 

■  Dr,  David  Shulkin,  Undersecretary  for  Health, 
Veterans  Health  Administration 

Determining  Feasibility 

■  Patrick  Ryan,  Former  Staff  Director  and  Chief 
Counsel,  House  Veterans  Affairs  Committee 

February  29  -  March  1,  2016 

Economist  Briefing 

“  Gideon  Lukens,  PhD,  Staff  Economist 
■  Jamie  Taber,  PhD,  Staff  Economist 

March  21-23,  2016 

Conversation  with  HVAC  Chairman 

■  Rep.  Jeff  Miller  (R-FL) 

Conversation  with  HVAC  Member 

■  Rep.  Beto  O'Rourke  (D-TX) 

Veterans  Health  Administration 

■  Dr*  David  Shulkin,  Undersecretary  for  Health 

■  Barbara  Manning,  Office  of  Policy  and  Planning 

■  Lyn  Stoesen,  Office  of  Policy  and  Planning 

February  8-9,  2016 


February  29  -  March  1,  2016 


March  21-23,  2016 
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March  21-23^  2016  (continued) 


1  March  21-2S^  2016  (continued) 

Economist  Briefing 

■  Gideon  Lukens,  PhD,  Staff  Economist 

■  Merideth  Randles,  FSA,  MAAA,  Milliman,  Inc, 

■  Jamie  Taber,  PhD,  Staff  Economist 

April  18-19,  2016 

Veterans  Service  Organizations 

■  Garry  Augustine,  Disabled  American  Veterans 

■  Peter  Dickinson,  Disabled  American  Veterans 

■  Verna  Jones,  American  Legion 

■  Rick  Weidman,  Vietnam  Veterans  of  America 

■  Bill  Rausch,  Got  Your  6 

■  Ray  Kelley,  Veterans  of  Foreign  Wars 

■  Rene  Campos,  Military  Officers  Association  of 
America 

Economist  Briefing 

■  Gideon  Lukens,  PhD,  Staff  Economist 

■  Jamie  Taber,  PhD,  Staff  Economist 

VA  Leadership 

Department  of  Veterans  Affairs 

■  Bob  McDonald,  Secretary 

■  Sloan  Gibson,  Deputy  Secretary 

Community  Care 

■  Baligh  Yehia,  MD,  Assistant  Deputy  Under 
Secretary  for  Community  Care,  VFIA 

1  May  9-11,  2016 

VA  Office  of  General  Counsel 

■  Leigh  Bradley,  General  Counsel 

■  Jessica  Tanner,  Staff  Attorney 

Economist  Briefing 

■  Gideon  Lukens,  PhD,  Staff  Economist 

■  Jamie  Taber,  PhD,  Staff  Economist 

June  7-8,  2016 

No  speakers 

April  18-19,  2016 


May  9-11,  2016 


une  7-8,  2016 
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Commission  Workgroups 

The  Commission  on  Care  organized  itself  into  workgroups  in  order  to  complete  an  analysis  of 
relevant  issues^  consider  options^  and  suggest  recommendations  to  the  full  Commission  for 
debate.  The  Commission  formed  five  workgroups  with  each  responsible  for  sections  of  the 
Independent  Assessment  or  other  topics  taken  on  by  the  group.  In  establishing  each  workgroup 
an  effort  was  made  to  balance  perspectives  and  expertise^  although  Commissioners  expressed 
interests  were  also  taken  into  account  in  forming  the  membership  of  each  group.  The 
membership  of  each  workgroup  and  the  topics  taken  on  by  each  is  summarized  in  Table  F-1. 


Table  ¥-1.  Workgroup  Stmcture  and  Topics 


WORKGROUP  NAME 

TOPICS 

MEMBERSHIP 

Health  Care  Alignment 

■  Demographics 

•  Health  care  Capabilities 

■  Care  Authorities 

■  Access  Standards 

•  Governance 

■  Blecker  ■  Gorman 

■  Johnson  ■  Khan 

■  Longman  ■  McClenney 

■  Selnick 

Health  Care  Operations 

■  Access  Standards 

•  Workflow  Scheduling 

■  Workflow  Clinical 

■  Staffing  Productivity 

■  Cosgrove  ■  Gorman 

■  Harvey  ■  Hickey 

■  Longman  ■  Taylor 

■  Webster 

Health  Care  Data,  Tools  & 
Infrastructure 

■  Health  IT 

■  Business  Processes 
•  Supplies 

■  Facilities 

■  Blom  ■  Cosgrove 

■  Harvey  ■  Johnson 

■  Steele  ■  Taylor 

Health  Care  Leadership 

•  Organizational  Health 
■  Leadership  Systems 

■  Blecker  ■  Cosgrove 

■  Hickey  ■  McClenney 

■  Selnick  ■  Schllchting 

■  Steele 

Health  Care  Trends 

■  Market  Trends 

■  Technology 

■  Financing 

■  Vision 

■  Blom  ■  Cosgrove 

■  Johnson  ■  Khan 

■  Schlichting  ■  Webster 

Each  workgroup/  together  with  any  staff  assigned  to  it  reviewed  the  findings  and 
recommendations  of  the  Independent  Assessment  and  the  Integrated  Report;  investigated 
external  benchmarks  and  best  practice  models;  heard  testimony  in  public  meetings  (with  the 
full  Commission);  met  in  workgroup  session  with  VA  employees^  leaders^  former  staff  and 
external  experts  to  gather  additional  insights  and  explore  relevant  questions.  Commissioners 
reviewed  white  papers  and  strawman  proposals  prepared  by  staff  and  by  one  another.  Based  on 
the  assessments  and  group  deliberations^  each  workgroup  developed  recommendations  for 
consideration  by  the  full  Commission.  Details  of  the  process  and  outputs  from  each  workgroup 
are  described  in  the  following  sections. 
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Health  Care  Alignment  Workgroup 

The  alignment  workgroup  organized  its  work  around  six  main  topics:  governance^  realignment 
of  facilities  and  services,  medical  sharing,  eligibility,  other  than  honorable  discharges,  and  the 
organization  of  provider  networks.  The  workgroup  met  in  a  face-toTace  session  on  October  7, 
2015  to  review  the  charge  of  the  workgroup,  orient  one  another  to  the  task  envisioned  for  the 
group,  and  decide  how  the  workgroup  would  function  to  complete  its  work.  In  general,  each 
topic  was  introduced  through  a  summary  paper  or  summary  points  which  then  were  used  as 
the  basis  for  a  conference  call  or  a  face-to-face  discussion.  For  most  topics,  subsequent  calls  were 
held  to  discuss  more  detailed  papers  or  to  re-visit  outstanding  issues  not  yet  resolved. 
Commissioners  also  reviewed  draft  papers  and  provided  additional  feedback,  revisions,  and 
comments  through  written  comments.  The  papers  were  finalized  for  inclusion  in  the  draft 
Commission  report  for  discussion  on  April  19.  A  summary  of  the  work  completed  on  each  topic 
is  provided  in  the  table  below. 


Table  F-2.  Alignment  Workgroup  Actmties 


WORKGROUP  TOPIC 

WORKGROUP  ACTIVITY 

C=cal! 

E=email  review 
M=face-to-face  meeting 
Date  Type 

EXPERT  INPUT 

S=met  with  staff 

W=met  with  workgroup 

F^full  Commission  testimony 

Expert  Date  Type 

Governance 

11/17/2015  M 
1/7/2016  C 
1/28/2016  C 
2/18/2016  C 
3/3/2016  C 
3/10/2016  C 
3/17/2016  C 
4/7/2016  C 

Vivian  Riefberg  9/22/2015  F 

Stephen  Kirin  9/22/2015  F 

Jay  Schnitzer  9/22/2015  F 

Paul  Light  10/30/2015  5 

Charles  Rossotti  12/16/2015  F 

Michael  Kussman  1/19/2016  F 

Ken  Kizer  1/19/2016  F 

Jeff  Miller  3/21/2016  F 

Realignment  of  Facilities  and 
Services 

1/7/2016  C 

1/28/2016  C 

3/10/2016  C 

3/17/2016  C 

4/7/2016  C 

Vivian  Riefberg  9/22/2015  F 

John  Means  9/22/2015  F 

Medical  Sharing 

1/28/2016  C 
3/3/2016  C 
3/10/2016  C 
3/17/2016  C 
4/7/2016  C 

AtuI  Cover  11/16/2015  F 

John  Prescott  11/16/2015  F 

Mathew  Schick  11/16/2015  F 

Eligibility 

11/17/2015  M 

12/10/2015  C 

1/28/2016  C 

2/25/2016  C 

3/10/2016  C 

3/17/2016  C 

4/7/2016  C 

Christine  Eibner  9/21/2015  F 

Michael  Greenberg  9/21/2015  F 

Pat  Vandenberg  9/21/2015  F 

Stephenie  Mardon  10/6/2015  F 

Kristin  Cunningham  10/6/2015  F 

Gail  Wilensky  10/19/2015  F 

Michael  McGinnis  10/20/2015  F 

Marianne  Hamilton  Lopez  10/20/2015  F 

Michael  Kussman  1/19/2016  F 

Jeff  Miller  3/21/2106  F 
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WORKGROUP  TOPIC 

WORKGROUP  ACTIVITY 

C=call 

E=email  review 
M=face-to-face  meeting 
Date  Type 

EXPERT  INPUT 

S=met  with  staff 

W=met  with  workgroup 

F=full  Commission  testimony 

Expert  Date  Type 

Other-Than-Honorable 

Discharge 

1/28/2016  C 
2/18/2016  C 
3/10/2016  C 
3/17/2016  C 
4/7/2016  C 

Bradford  Adams  1/20/2016  F 

Organization  of  Provider 

Networks 

1/28/2016  C 

2/25/2016  C 

3/10/2016  C 

3/17/2016  C 

4/7/2016  C 

Peter  Hussey  9/21/2015  F 

Joe  Dalpiaz  10/6/2015  F 

BalighYehia  10/6/2015  F 

Gene  Migliaccio  10/6/2015  F 

Michael  Kussman  1/19/2016  F 

Jon  Gardner  2/8/2016  F 

Billy  Maynard  2/8/2016  F 

David  Mclntrye  2/8/2016  F 

Jeff  Miller  3/21/2016  F 

Beto  O'Rourke  3/22/2016  F 

Health  Care  Operations  Workgroup 

The  health  care  operations  workgroup  was  organized  around  five  main  topics:  access 
standards,  scheduling,  clinical  workflow,  staffing  (HR),  and  productivity.  The  workgroup 
(select  Commissioners  and  support  staff)  first  met  face-to-face  on  October  7,  2015  to:  introduce 
the  staff,  review  guiding  principles  and  business  rules,  orient  one  another  to  the  task  envisioned 
for  the  group,  and  decide  how  the  workgroup  would  function  to  complete  its  work.  In  general, 
each  of  the  main  topics  was  discussed.  During  the  larger  public  sessions  the  Commissioners  and 
staff  heard  directly  from  Veterans  Affairs  staff  or  outside  experts  to  inform  future  deliberations. 
In  follow-on  meetings  the  workgroup  continued  to  present  research  on  the  four  main  topics; 
and  cover  other  issues  that  may  have  come  up  during  sessions  (Le.,  Best  Practices)  or  from 
questions  posed  by  Commissioners.  To  supplement  the  Commission  conferences,  the 
workgroup  held  teleconferences  to  cover  additional  research  or  present  information  from 
subject  matter  experts  or  emailed  informational  briefs  and  write-ups  for  review  before  a 
workgroup  teleconference.  Feedback  from  the  Commissioners  was  addressed  and  the  potential 
recommendations  were  refined.  These  papers  were  finalized  and  readied  for  presentation  to  the 
full  Commission  for  deliberation  and  feedback,  A  summary  of  the  work  completed  on  each 
topic  is  provided  in  the  table  below. 
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~ I' able  F-3.  Wealth  Care  Operations  Workpronp  Activities 


WORKGROUP  TOPIC 

WORKGROUP  ACTIVITY 

C=ca!l 

E-  email  review 

M=  face-to-face  meeting 
Date  Type 

EXPERT  INPUT 

S=met  with  staff 

W^met  with  workgroup 

F=full  Commission  testimony 

Expert  Date  Type 

Access  Standards 

10/20/2015  M 

12/3/2015  C 

2/25/2016  C 

4/27/2016  C 

Stephanie  Mardon  10/6/2015  F 

Kristin  Cunningham  10/6/2015  F 

Institute  of  Medicine  10/13/2015  5 

Institute  of  Medicine  10/20/2015  F 

Scheduling 

10/7/2015  M 

McKinseyCo  9/22/2015  F 

Stephanie  Mardon  10/6/2015  F 

Kristin  Cunningham  10/6/2015  F 

Dr.  Michael  Davies  10/14/2015  S 

Gary  Monder  10/14/2015  S 

Steve  Green  10/14/2015  5 

Michael  McGinnis  10/14/2015  S 

Ken  Mullins  10/14/2015  5 

Marianne  Hamilton  Lopez  10/14/2015  S 

Institute  of  Medicine  10/20/2015  F 

Dr.  Michael  Davies  10/20/2015  F 

Dr.  Michael  Davies  11/18/2015  W 

Clinical  Workflow 

10/27/2015  C 
2/18/2016  C 
4/6/2016  C 

McKinsey&Co.  9/22/2015  F 

NoraSocci  12/29/2015  S 

Diane  Pulphus  2/3/2016  S 

Hugh  Scott  2/26/2016  S 

staffing 

11/4/2015  C 

12/3/2015  C 

1/20/2016  M 

2/18/2016  C 

2/25/2016  C 

4/6/2016  C 

McKinseyCo  9/22/2015  F 

Dr.  Jonathan  Perlin  10/19/2015  F 

Barbara  Ward  12/7/2015  S 

Productivity 

12/15/2015  M 

McKinseyCo  9/22/2015  F 

Gene  Migliaccio  10/6/2015  F 

Boston  VAMC  12/7/2015:  S 

Dr.  Michael  Charness 

Melanie  Gilhern 

Meredith  Walker 

Dr.  Melanie  Vielhauer 

Rosemary  Conlon 

Best  Practices 

1/6/2016  C 

1/20/2016  M 

2/25/2016  C 

3/14/2016  E 

McKinseyCo  9/22/2015  F 

Dr.  Theresa  Cullen  12/2/2015  W 

Dr,  Daniel  Bochicchio  12/3/2015  S 

David  Atkins  1/5/2016  S 

Linda  Lipson  1/5/2016  S 

Amy  Kil bourne  1/5/2016  S 

Bob  Monte  1/5/2016  S 

Rachel  Goffman  1/5/2016  S 

Dr.  Daniel  Bochicchio  1/20/2016  S 

Barbara  Meadows  2/25/2016  W 

Barbara  Meadows  3/17/2016  W 
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Health  Care  Data,  Tools  &  Infrastructure  Workgroup 

The  Health  Care  Data,  Tools  &  Infrastructure  (DTI)  workgroup  organized  its  work  around  four 
main  topics:  Health  Information  Technology,  Business  Processes,  Supplies  and  Facilities.  DTI 
first  met  face  to  face  on  October  7,  2015  to:  introduce  the  staff,  review  the  charge  of  DTI,  orient 
one  another  to  the  task  envisioned  for  the  group,  and  decide  how  the  workgroup  would 
function  to  complete  its  work.  In  general,  each  of  the  main  topics  were  discussed.  During  the 
larger  public  sessions  the  Commissioners  and  staff  heard  directly  from  Veterans  Affairs  staff  or 
outside  experts  to  inform  future  deliberations.  In  follow-on  meetings  the  workgroup  continued 
to  present  research  via  white  papers  on  the  four  main  topics;  and  cover  other  issues  that  may 
have  come  up  during  sessions  or  from  questions  posed  by  Commissioners.  To  supplement  the 
Commission  face-to-face  meetings,  the  workgroup  held  teleconferences  to  cover  additional 
research  or  present  information  from  subject  matter  experts.  Feedback  from  the  Commissioners 
was  incorporated  into  the  white  papers  and  the  potential  recommendations  were  refined. 
Commissioners  then  reviewed  the  draft  papers  derived  from  this  process  and  provided 
additional  feedback,  revisions,  and  comments  through  meetings  and  written  comments.  These 
papers  were  finalized  and  readied  for  presentation  to  the  full  Commission  for  deliberation  and 
feedback.  A  summary  of  the  work  completed  on  each  topic  is  provided  in  the  table  below. 


l  ahk  Data^  Took  &  Infrastmctun  Workgroup  Actipities 


WORKGROUP  TOPIC 

WORKGROUP  ACTIVITY 

C^call 

email  review 

M=  face-to-face  meeting 
Date  Type 

EXPERT  INPUT 

S-met  with  staff 

W=met  with  workgroup 

F=full  Commission  testimony 

Expert  Date  Type 

Health  IT 

10/7/2015 

M 

MITRE  Co 

9/22/2015 

F 

11/18/2015 

C 

Dr.  Brett  Giroir 

10/19/2015 

S 

12/2/2015 

C 

LaVerne  Council, 

10/27/15 

HVAC 

3/7/2016 

C 

Chris  Miller,  Brian  Burns 

Hearing 

3/14/2016 

C 

Brookings  Institution 

11/6/2015 

S 

3/21/2016 

M 

LaVerne  Council 

11/25/2015 

S 

4/4/2016 

C&  E 

Dr.  Theresa  Cullen 

12/2/2015 

W 

Chris  Miller 

12/15/2015 

F 

Chuck  Hume 

12/15/2015 

F 

Elaine  Hunolt 

12/15/2015 

F 

Jim  Wood 

12/15/2015 

F 

Mariam  Yeager 

12/15/2015 

F 

LaVerne  Council 

12/15/2015 

F 

Jamie  Bennett 

3/2/2016 

5 

Margaret  Donahue 

3/11/2016 

S 

Kai  Miller 

4/12/2016 

s 

Business  Processes 

10/20/2015 

M 

SecVA  Bob  McDonald 

9/21/2015 

F 

10/26/2015 

M 

3/14/2016 

C 

3/21/2016 

M 

4/4/2016 

C 
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WORKGROUP  TOPIC 

WORKGROUP  ACTIVITY 

C=call 

E=  email  review 

M-  face-to-face  meeting 
Date  Type 

EXPERT  INPUT 

S=met  with  staff 

W=met  with  workgroup 

F=full  Commission  testimony 

Expert  Date  Type 

Supplies  (Pharmaceutical 

10/7/2015 

M 

McKinsey  Co 

9/21/2015 

F 

Medical  Devices) 

10/26/2015 

M 

Jonathan  Miller 

12/4/2015 

S 

2/23/2016 

E 

Tucker  Taylor 

12/4/2015 

S 

2/24/2016 

C 

3/7/2016 

C 

3/14/2016 

C 

3/21/2016 

M 

Facilities 

10/7/2015 

M 

Bob  McDonald 

9/21/2015 

F 

11/18/2015 

M 

Jim  Sullivan 

11/11/2015 

S 

12/2/2015 

C 

Mark  W.  Johnson 

12/21/2015 

S 

12/22/2015 

M 

Kyle  Reinhardt 

12/22/2015 

S 

2/16/2016 

E 

Thom  Kurmel 

12/22/2015 

S 

2/17/2016 

C 

Rick  Bond 

12/22/2015 

S 

2/24/2016 

C&  E 

John  Bulick 

12/22/2015 

S 

3/7/2016 

C 

John  Kay 

12/22/2015 

S 

3/14/2016 

C 

Jim  Sullivan 

2/16/2016 

S 

3/21/2016 

M 

Ed  Bradley 

2/16/2016 

S 

4/4/2016 

C 

Jim  Sullivan 

2/17/2016 

W 

4/11/2016 

C 

Jim  Sullivan 

3/15/2016 

S 

4/27/2016 

C 

Other 

11/5/2015 

E 

11/6/2015 

E 

3/11/2016 

E 

Health  Care  Leadership  Workgroup 

The  leadership  workgroup  organized  its  work  around  five  main  topics:  organizational  health 
and  cultural  transformation  and  four  leadership  system  issues:  recruitment,  retention, 
development  and  advancement;  organizational  structure  and  function;  performance 
management  and  performance  measurement;  and  human  capital  management.  The  workgroup 
met  in  a  face-tO“face  session  on  October  7,  2015  to  review  the  charge  of  the  workgroup,  orient 
one  another  to  the  task  envisioned  for  the  group,  and  decide  how  the  workgroup  would 
function  to  complete  its  work.  In  general,  each  topic  received  an  evidence  review  and  summary 
which  was  the  basis  for  a  conference  call  or  a  face-to-face  discussion.  On  a  few  topics. 
Commissioners  or  staff  heard  directly  from  VA  staff  or  outside  experts  to  inform  the 
deliberation.  Then,  in  a  second  meeting  on  the  topic,  the  Commissioners  debated  a  strawman 
proposal  and  alternative  recommendations  based  on  the  evidence  review  and  the  prior 
Commission  discussion.  Feedback  from  the  Commissioners  was  incorporated  into  the 
strawman  and  the  potential  recommendations  were  refined.  Commissioners  then  reviewed  the 
draft  papers  derived  from  this  process  and  provided  additional  feedback,  revisions,  and 
comments  through  meetings  and  written  comments.  The  papers  were  finalized  and  presented 
to  the  full  Commission  for  deliberation  and  feedback  on  March  22,  2016,  A  summary  of  the 
work  completed  on  each  topic  is  provided  in  the  table  below. 
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Table  F- 5.  Feadership  Workgroup  jActivities 


WORKGROUP  TOPIC 

WORKGROUP  ACTIVITY 

C=ca!l 

E-  email  review 

M=  face-to-face  meeting 
Date  Type 

EXPERT  INPUT 

S=met  with  staff 

W^met  with  workgroup 

F=full  Commission  testimony 

Expert  Date  Type 

Organizational  Health  and 

12/2/2015 

c 

Stephen  Kirin 

9/23/2015 

F 

Cultural  Transformation 

12/9/2015 

c 

Jay  Schnitzer 

9/23/2015 

F 

2/9/2016 

M 

Vivian  Riefberg 

9/23/2015 

F 

2/17/2016 

C 

Dee  Ramsel 

11/9/2015 

S 

3/11/2016 

E 

Ashby  Sharpe 

11/9/2015 

S 

Ken  Berkowitz 

11/9/2015 

S 

Lisa  Freeman 

2/8/2016 

F 

Joleen  Clark 

2/8/2016 

F 

Jon  Gardner 

2/8/2016 

F 

Recruitment,  Retention, 

11/17/2015 

M 

Stephen  Kirin 

9/23/2015 

F 

Development,  and 

11/25/2015 

C 

Jay  Schnitzer 

9/23/2015 

F 

Advancement 

2/17/2016 

C 

Vivian  Riefberg 

9/23/2015 

F 

2/24/2016 

C 

Volney  Warner 

11/9/2015 

S 

3/9/2016 

C 

Lisa  Red 

11/17/2015 

W 

3/11/2016 

E 

Payton  Rica-Lewis 

11/17/2015 

W 

Lisa  Freeman 

2/8/2016 

F 

Joleen  Clark 

2/8/2016 

F 

Jon  Gardner 

2/8/2016 

F 

Georgia  Coffey 

2/22/2016 

S 

David  Perry 

2/24/2016 

S 

Audrey  Oatis-Newsome  2/24/2016 

S 

Organizational  Structure  and 

10/27/2015 

C 

Stephen  Kirin 

9/23/2015 

F 

Function 

2/9/2016 

M 

Jay  Schnitzer 

9/23/2015 

F 

2/19/2016 

E 

Vivian  Riefberg 

9/23/2015 

F 

3/9/2016 

C 

Jon  Perlin 

10/20/2015 

F 

3/11/2016 

E 

Charles  Rossotti 

12/16/2015 

F 

Michael  Kussman 

1/19/2016 

F 

Ken  Kizer 

1/19/2016 

F 

Lisa  Freeman 

2/8/2016 

F 

Joleen  Clark 

2/8/2016 

F 

Jon  Gardner 

2/8/2016 

F 

Robin  Hemphill 

%/2016 

S 

Performance  Management  and 

11/4/2015 

C 

Stephen  Kirin 

9/23/2015 

F 

Performance  Measurement 

11/12/2015 

C 

Jay  Schnitzer 

9/23/2015 

F 

2/19/2016 

E 

Vivian  Riefberg 

9/23/2015 

F 

3/9/2016 

C 

Jon  Peri  in 

10/20/2015 

F 

3/11/2016 

E 

Peter  Almenoff 

10/30/2015 

S 

Joe  Francis 

1/8/2016 

S 

Carolyn  Clancy 

1/8/2016 

S 

Ken  Kizer 

1/19/2016 

F 

Lisa  Freeman 

2/8/2016 

F 

Joleen  Clark 

2/8/2016 

F 

Jon  Gardner 

2/8/2016 

F 

Noel  Baril 

3/9/2016 

S 
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WORKGROUP  TOPIC 

WORKGROUP  ACTIVITY 

C=call 

E=  email  review 

M-  face-to-face  meeting 
Date  Type 

EXPERT  INPUT 

S=met  with  staff 

W=met  with  workgroup 

F=full  Commission  testimony 

Expert  Date  Type 

Human  Capital  Management 

12/15/2015  M 
12/23/2015  C 
3/11/2016  E 

Stephen  Kirin  9/23/2015  F 

JaySchnitzer  9/23/2015  F 

Vivian  Riefberg  9/23/2015  F 

Sam  Retherford  12/15/2015  W 

Joleen  Clark  2/8/2016  F 

Leadership  Vision 

1/6/2016  C 

1/21/2016  M 

2/3/2016  C 

2/4/2016  E 

Leadership  Pre-amble 

3/14/2016  E 
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Site  Visits 


Background 

In  the  coming  decades  there  will  be  increased  demand  for  accountability  in  health  care  and 
increased  emphasis  on  health  care  outcomes  and  measurements,  and  VHA  will  need  to  rise  to 
meet  these  expectations  to  survive  and  remain  competitive  in  the  demanding  and  turbulent 
health  care  environmentJ^^The  changing  nature  of  health  care  organizations,  including 
pressure  to  reduce  costs,  improve  the  quality  of  care,  and  meet  stringent  guidelines,  has  forced 
health  care  professionals  to  reexamine  how  they  evaluate  performance.^^®  Although  many 
health  care  organizations  have  long  recognized  the  need  to  look  beyond  financial  measures 
when  evaluating  performance,  many  still  struggle  with  what  measures  to  select  and  how  to  use 
the  results  of  those  measures.™ 

As  the  nation's  largest  health  care  system  in  2016,  VHA  employs  more  than  305,000  health  care 
professionals  and  support  staff  at  more  than  1,000  sites  of  care,  including  hospitals,  community- 
based  outpatient  clinics  (CBOCs),  nursing  homes,  domiciliaries,  and  300  Vet  Centers.  Given 
the  scope  of  this  health  care  system,  the  Commission  recognized  the  importance  of  direct  lines 
of  communication  and  interaction  with  VHA  leaders,  staff,  and  patients,  to  include  conducting 
facility  site  visits.  Commissioners  conducted  facility  site  visits  to  their  local  VA  facilities  to  assist 
in  the  evaluation  of  the  findings  identified  by  the  Independent  Assessment  Report,  to  contribute  to 
an  environmental  scan  of  the  VHA,  and  to  inform  the  development  of  recommendations.^^^ 

Scope  of  Site  Visits 

In  January  and  February  2016,  most  of  the  15  Commissioners  conducted  site  visits  to  the  VA 
medical  centers  (VAMCs)  and  CBOCs  proximal  to  their  respective  residences.  The 
Commissioners  approached  these  site  visits  with  a  collaborative  and  information-seeking  tone 
with  the  purpose  of  having  open  discussions  with  VAMC  leadership,  staff,  and  patients. 

Individual  Commissioners  visited  12  VAMC  facilities  or  CBOCs  in  7  out  of  19  Veteran 
Integrated  Service  Networks  (VISNs).  Additionally,  all  the  Commissioners  who  attended  the 
February  29,  2016,  meeting  in  Dallas,  TX,  toured  the  Dallas  VAMC. 


Kenneth  W.  Kizer^  M.D.^  M.P.H/Dep^n‘mlent  of  Veterans  Affairs^  Prrsmpf/of?  fhr  Chafige:  The  Ciuiding  Pnncipks  and 
Strategic  Obdectim  Underlying  the  Transfonnatwn  for  the  l^eferans  Healthcare  System,  accessed  March  1,  2016, 
http:/  /  WWW. va.gov/healtlipoiicy  planning/  rxweb.pdf. 

^  Kicab  Castaneda-Mendez/ Quality  Digest,  Performance  Measurement  in  Health  Care,  accessed,  March  1,  2016, 
http:/ /  WWW.  qu  a  lity'digest.  com /magazine /1 999 /may/article/ performance-measurement-healdi-care.htiTd#. 

Ibid 

Department  of  Veterans  Affairs,  Under  secrctan^  for  Health,  accessed  March  1,  2016,  http:/ sh.va.gov/. 
The  MITRE  Corporation,  Independent  Assessment  oj  the  Health  Cafe  DelireQ!  Systems  and  Aianagement  Processes  of  the 
Department  of  Heterans  Affairs^  Volume  1 :  Integrated  Kepofij  v,  accessed  March  11,  2016, 
http:/  /wv^v  .va.gov  /  opa/choiceact/ documents  /  assessments /integrated_report.pdf. 
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1  able  F-6.  FactUty  Site  l^isit  locations 


VISN 

VISN  Name 

VA  Facility 

1 

VISN  2 

VA  Hudson  Valley  Health  Care  System  (Montrose,  NY) 

6 

VA  Mid-Atlantic  Health  Care  Network 

Fredericksburg  Community-based  Outpatient  Center, 
(Fredericksburg,  VA)-  part  of  Hunter  Holmes  McGuire  VA 
Medical  Center,  Richmond,  VA 

7 

VA  Southeast  Network 

Ralph  H.  Johnson  VA  Medical  Center  (Charleston,  NC) 

Wm.  Jennings  Bryan  Dorn  VA  Medical  Center  (Columbia,  SC) 

10 

VA  Health  Care  System 

VA  Ann  Arbor  Health  care  System  (Ann  Arbor,  Ml} 

John  D.  Dingell  VA  Medical  Center  (Detroit,  Ml) 

17 

VA  Heart  of  Texas  Health  Care  System 

Dallas  VA  Medical  Center  (Dallas,  TX) 

21 

Sierra  Pacific  Network 

Southern  Nevada  Health  care  System  (Las  Vegas,  NV) 

VA  Northern  California  Health  Care  System  (Mather,  CA) 

VA  Palo  Alto  Health  Care  System  (Palo  Alto,  CA) 

22 

Desert  Pacific  Health  Care  Network 

Greater  Los  Angeles  Health  care  System  (Los  Angeles,  CA) 

VA  San  Diego  Health  care  System  (San  Diego,  CA) 

The  Commissioners  were  provided  with  a  generic  basic  agenda  as  guidance^  though  they  had 
the  latitude  to  determine  their  own  agendas  as  appropriate  for  the  locations  they  visited.  The 
model  agenda  included  the  following  activities:  a  welcome  and  overview  of  the  VA  health  care 
facility;  tour  of  the  facility;  veteran  discussion  session  (informal  or  formal);  VHA  employee 
session  (e.g.,  informal  or  small  group  discussion);  a  discussion  with  the  facility  leadership,  and 
were  provided  the  recommended  questions  listed  below: 

■  What  does  the  medical  center  do  well? 

■  What  unique  resources  can  the  medical  center  draw  on? 

■  What  do  others  see  as  the  strengths  of  the  medical  center? 

■  What  could  the  medical  center  improve? 

■  Where  does  the  medical  center  have  fewer  resources  than  others? 

■  What  are  others  likely  to  see  as  weaknesses  of  medical  center? 

■  What  opportunities  are  open  to  the  medical  center? 

■  What  trends  could  the  medical  center  take  advantage  of? 

■  How  can  the  medical  center  turn  its  strengths  into  opportunities? 

■  What  threats  could  harm  the  medical  center? 

■  What  obstacles  does  the  medical  center  face? 

■  What  threats  do  the  medical  center's  weaknesses  expose  it  to? 
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■  What  is  the  impact  of  MyVA? 

■  How  do  employees  view  working  at  VA  compared  to  two  or  three  years  ago?  If  there  is 
a  change^  what  is  driving  it? 

■  In  your  view,  what  is  the  most  important  factor  affecting  patient  satisfaction  with  the 
care  you  provide? 

■  In  your  view,  has  there  been  a  change  in  the  perception  of  the  quality  of  care  provided 
by  the  medical  center?  If  so,  what  might  be  driving  this  different  perception? 

Once  the  Commissioners  completed  their  visits,  they  provided  the  data  they  gathered  to 
Commission  staff  to  be  organized  in  a  strengths-weaknesses-opportunities-threats  (SWOT) 
analysis  framework.  A  SWOT  analysis  is  a  simple  but  useful  framework  for  analyzing  the  four 
factors  as  they  are  faced  by  an  organization.  It  helps  organizations  develop  strengths,  minimize 
threats,  and  take  the  greatest  advantage  of  available  opportunities.^^ 

Findings 

VHA  leadership  and  staff  enthusiastically  shared  their  time,  insights,  perspective,  and  data  on 
organizational  and  operational  processes  with  the  Commissioners,  The  site  visits  provided 
insight  and  reinforced  the  findings  of  the  Independent  Assessment  Report. 

Confirming  what  the  Independent  Assessjnent  Report  stated,  the  Commissioners  found  VHA 
facilities'  staff  members  exhibit  a  deep  commitment  to  serving  veterans,  but  that  VHA's  health 
care  facilities  deliver  strikingly  different  patient  experiences,  apply  inconsistent  business 
processes,  and  differ  widely  on  key  measures  of  performance  and  efficiency, Based  on 
Commissioners'  observations  of  weaknesses,  challenges,  and  threats  related  to  daily  operations, 
VAMC  staff  members  appear  to  be  searching  for  suitable  solutions.  Anecdotal  responses 
provided  to  the  Commissioners  illuminated  the  following  systemic  problem  areas  at  the 
VAMCs: 

■  Care  authorities:  health  care  capabilities  (i.e,,  purchased  care) 

■  Staffing:  productivity  (i,e„  human  resources),  health  care  capabilities,  access  standards, 
clinical  workflow 

■  Leadership:  staffing,  productivity  (i.e.,  human  resources) 

■  Facilities:  health  care  authorities  (i.e.,  patient-centered  community  care) 

Data  from  Commissioners'  observation  notes  were  organized  into  a  SWOT  analysis  chart  based 
on  the  common  themes  of  the  Commissioners'  facility  site  visits.  The  purpose  of  this  exercise 
was  to  gather  information  to  inform  the  Commission's  recommendations  and  to  confirm  or 


"^SW(3T  Analysis,”  Mind  Tools,  accessed  March  1 5,  201 6, 
https: pages/  artic!e/newTMC:_()  5.htm. 

^Veterans  Integrated  Service  Networks  (\TSN)”,  Department  of  Veterans  Affairs,  VHA,  accessed  March  14,  2016 
http:/ /v,^vu\  va.gov/directory/guide/dmsiun. afip?dnum=  1 . 
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dispute  the  findings  of  the  Independent  Assessment  Report.  The  Commissioner  site  visit  inputs  are 
summarized  in  the  table  below. 

Table  F-7.  SIVOT  Analym  of  Commissioner  Ste  ICsil  Ohsenmfions 


Strengths  Weaknesses  Opportunities  Threats 


■  VA  medical  center 
workforce  customer 
service  and  dedication 

■  Research  and  national 
databases 

■  Veterans  service - 
connected  services 
and  programs 

■  Partnerships  with 
medical  schools  and 
training  programs 


Inefficient/ineffective  HR 
policies 

High  levels  of  staffing 
vacancies 

Lack  of  clinical  space; 
inefficient  configurations  of 
clinical  space 

Poor  access  to  VA  care  for 
rural  veterans 

Lack  of  an  effective  financial 
system  to  provide  real-time 
payment  process  to  veterans 
Choice  and  Purchased  Care 
Programs 

Lack  of  effective  VHA 
leadership  workforce 

Lack  of  capacity/access  to 
appointments  in  VHA 

Insufficient  federal 
government  health  care 
appropriation  rules 


■  Modernization  of  VA  IT 

■  Customer  service 
training/standards 

■  Strategic  focus  on  VHA 
core  mission 

■  Local  funding  flexibility 
from  Congress 

■  New  vision  and  mission 
for  VHA  health  care 

■  Process/systems 
reengineering 

■  Recruitment  of  outside 
leader  candidates  and 
retention  of  high- 
performing  VHA 
leaders 


■  Misalignment  between 
Congress's  health  care 
operational  plans  for 
veterans  and  VHA 
strategic  health  care  plans 

■  Competing  stakeholders 
health  care  interests 

■  Office  of  Personnel 
Management  outdated 
standards/policies 

■  Insufficient  VHA 
leadership  development 

■  Insufficient  IT funding 

■  The  physician  shortages 
around  the  nation  has 
severely  impacted  the  care 
of  patients 


Conclusions 

Fundamental  transformation  of  VHA  is  needed  to  ensure  optimal  delivery  of  veteran-centered, 
high-quality  care.  Essential  to  laying  the  path  to  excellence  and  strategic  planning  is  a 
comprehensive  understanding  of  the  current  state  as  well  as  the  opportunities  and  threats 
facing  the  system.  A  robust  connection  between  leaders  in  VHA  Central  Office  and  leaders  in 
the  field  is  critical  to  meet  the  needs  of  the  veteran  population  served. 

As  part  of  the  strategic  planning  process,  VA/ VHA  leadership  should  make  recurring  site  visits 
to  VHA  facilities,  including  VAMCs,  VISN  headquarters,  and  CBOCs  to  obtain  current  insight 
of  the  following  critical  areas:  health  care  trends,  health  care  operations,  facility  management 
and  renovation/ replacement,  business  processes  and  contracting,  and  other  trends  or  issues 
affecting  VAMCs.  VA/ VHA  leaders  should  use  performance  management  tools  and  activities 
to  ensure  the  strategic  goals  are  being  met  in  an  effective  and  efficient  manner.  It  is  a  constant 
challenge  to  continuously  and  reliably  measure  the  pulse  of  the  organization.  Site  visits 
promote  a  healthy  culture  of  sharing  and  building  an  understanding  of  organizational  mission. 
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In  addition  to  the  more  than  4,000“page  Independent  Assessment  Report,  the  Commission 
examined  dozens  of  other  reports^  studies^  and  presentations  as  cited  in  the  hundreds  of 
footnotes  dispersed  throughout  this  Final  Report.  Collectively^  these  many  sources  provide  a 
wealth  of  information  on  the  challenges  VHA  confronts  in  realizing  a  vision  for  veterans' 
healthcare  that  leverages  the  strengths  of  VA  and  capitalizes  on  the  potential  non-VA  providers 
offer, 

A  key  source  the  Commission  considered  was  the  views  of  veterans  themselves.  Given  the 
Commission's  brief  tenure,  it  was  not  possible  to  conduct  a  survey  representative  of  the  views 
of  millions  of  veterans  receiving  health  care  from  VHA.  Instead,  the  Commission  encouraged 
veterans  to  offer  feedback  on  their  health  care  experiences  and  the  work  of  the  Commission 
through  its  website.  Many  veterans  service  organizations  (VSOs)  also  provided  views 
representing  their  members  in  open  sessions  with  the  Commission  and  in  formal  letters  and 
position  statements  directly  to  the  Commission, 

The  feedback  offered  by  veterans  through  the  Commission's  web  site  covered  a  range  of  health 
care  topics,  such  as  whether  and  to  what  extent  care  should  be  privatized,  how  much  choice 
veterans  should  have  in  deciding  on  their  care,  and  their  assessment  of  the  quality  of  care 
received.  Not  surprisingly,  veterans  (including  a  few  who  were  also  VA  employees)  are  quite 
passionate  about  their  views  on  health  care.  For  the  most  part,  veterans'  feedback  from  the  web 
site  expressed  opposition  to  efforts  to  privatize  VHA,  although  a  few  did  want  more  access  to 
non-VA  providers.  The  Choice  Program  was  frequently  criticized  for  long  delays  in 
appointments,  convoluted  or  misapplied  eligibility  criteria,  and  issues  with  how  providers 
should  be  reimbursed  for  treatment  and  how  much  the  veteran  should  pay.  When  the  quality  of 
care  was  noted,  on  balance  veterans  praised  the  care  received  from  VHA,  with  a  few 
disappointed,  especially  when  care  was  outsourced  to  non-VA  providers.  Because  the  feedback 
was  unstructured,  veterans  could  offer  any  observations  they  found  pertinent. 

The  Disabled  American  Veterans  (DAV)  shared  with  the  Commission  a  compendium  of  more 
than  4,000  verbatim  comments  on  veterans'  health  care  experiences  gathered  from  their 
members  during  April  2016.  The  DAV  reviewed  the  comments  and  categorized  82  percent  of 
the  comments  as  "overall  positive  experiences. The  Commission  staff  reviewed  the 
comments  from  DAV,  with  findings  consistent  to  DA  Vs. 


Comments  from  veterans  about  their  experiences  as  users  of  the  VA  health  care  system,  printout  provided  to 
Ciommission  on  Ciare  by  Disabled  American  Veterans,  April  2016. 
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VA  Efforts  to  Gather  Input  on  Veterans 
Views  on  Health  Care 


Like  most  institutions  that  provide  products  and  services  to  customers^  VA/VHA  solicits  input 
from  veterans  on  their  health  care  needs  and  their  views  on  specific  services  VA/VHA 
provides.  Surveys^  focus  groups,  and  in-depth  interviews  are  the  more  typical  means  for 
gathering  input  from  veterans.  On  occasion,  VA,  like  most  agencies,  encourages  veterans  and 
others  to  submit  comments  on  a  particular  aspect  of  VA  services  and  benefits,^^^ 

The  following  sections  describe  the  more  typical  methods  employed  by  VA/VHA  to  gather 
input  from  veterans. 

VHA  Survey  of  Veterans’  Health  and  Use  of  VHA 

Conducted  by  the  assistant  deputy  undersecretary  for  policy  and  planning,  the  survey  of 
veteran  enrollees'  health  and  use  of  health  care  (Survey  of  Enrollees)  is  an  annual  survey  of 
more  than  40,000  veterans  who  are  enrolled  in  VA^s  health  care  system.  The  Survey  of  Enrollees 
was  initially  designed  to  give  VHA  the  information  it  needed  to  predict  the  demand  for  services 
in  the  future.  The  data  are  used  to  develop  health  care  budgets  and  to  assist  VA  with  its  annual 
enrollment  decisions.  Over  the  years,  the  data  have  also  been  used  to  analyze  policy  decisions, 
provide  insights  into  specific  populations  and  their  perspectives,  and  inform  management 
decisions  affecting  delivery  of  care.  In  addition  to  collecting  basic  demographic  information,  the 
survey  explores  insurance  coverage,  use  of  health  care  inside  and  outside  of  VA, 
pharmaceutical  use,  attitudes  and  perceptions  about  VHA  services,  perceived  health  status,  and 
trends  in  smoking  among  veterans  enrolled  in  the  VHA  system,®^^ 

Survey  of  Healthcare  Experiences  of  Patients®®^ 

The  Survey  of  Healthcare  Experiences  of  Patients  (SHEP)  program  was  initiated  in  2002  in  an 
effort  to  create  standardized  survey  instruments  administered  monthly  to  assess  ambulatory 
and  inpatient  care.  In  an  effort  to  standardize  its  survey  instruments  with  other  health  care 
providers,  SHEP  now  employs  the  Consumer  Assessment  of  Healthcare  Providers  and  Systems 
(CAHPS)  survey  methodology  for  VHA's  primary  care  and  inpatient  medical  and  surgical 
services.  These  surveys  are  supported  in  the  public  domain  by  the  CAHPS  Consortium,  Agency 
for  Healthcare  Research  and  Quality,  Centers  for  Medicare  and  Medicaid  Services,  and  National 
Committee  for  Quality  Assurance.  Although  SHEP  deployed  the  standardized  CAHPS  surveys. 


“Qualin-  of  Care  Feedback  Form/'  Department  of  Veterans  Affairs,  accessed  June  20,  2016, 
http:/ /ww\v.va,gt)v/QUALnA'C)FC]ARE/apps/contact.asp.  As  an  example,  the  VA  web  site  provides  a  Qualip^  of  Ciare 
feedback  page  for  veterans  and  others  to  enter  comments  on  the  care  a  veteran  received, 

Westat,  2015  Survey  of  Veteran  Enrollees’  Flealth  and  Use  of  Health  Care,  accessed  June  6,  2016, 
h  ttp:/  /  mw,va,gov/healthpolic\planning/  SoF201 5 / 201 5_VH  A_SoE_Fun_Findings_Report,pd  f. 
m  Yqy  more  details  on  SI  !EP  and  VI  lA’s  recent  initiatives  to  expand  the  scope  of  the  program,  see  “1  leaith  Services 
Research  &  Development,  Commentary:  Ustening  to  Veterans  abtmt  Access  to  Care/'  Steven  M.  Wright,  VHA  Office 
of  Analjmcs  and  Business  Intelligence,  U.S.  Department  of  Veterans  Affairs,  accessed  June  20,  2016, 
http:/ /w\\^v.  hsrd.research.va.gov/ publications/ fomm/ nov  15/default.cfm?ForuinjMenu=novl  S-l . 
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the  access  questions  were  limited  and  did  not  evaluate  the  full  scope  of  services  used  by 
veterans. 

VHA  intends  to  expand  the  SHEP  program  with  additional  surveys  in  2016  and  beyond.  These 
surveys  will  focus  on  satisfaction  with  various  specialty  care  services  and  experience  with 
community  care  available  through  the  Veterans  Access^  Choice,  and  Accountability  Act  of  2014. 
VHA  has  also  launched  a  survey  that  focuses  on  new  veteran  enrollments  and  their  experience 
with  first  clinic  appointments. 

Veteran  Insights  Panel 

VHA  also  established  a  Veteran  Insights  Panel,  comprising  more  than  3,200  veterans  that  are 
representative  of  users  of  VA  health  care.^^s  VHA  interacts  with  the  panel  through  email 
notification  and  a  special  access  website  (mobile  device  enabled).  This  approach  provides  VHA 
an  opportunity  to  engage  panel  members  in  direct  discussions,  including  real  time  feedback  via 
live  chat,  about  important  themes  and  issues,  and  survey  development  and  testing.  The  panel 
can  be  engaged  collaboratively  with  operational  program  offices  and  researchers  to  prompt 
direct  discussions  with  our  veterans. 

Voices  of  Veterans:  On-going  Research 

Initiated  in  the  spring  of  2014,  the  VA  Center  for  Innovation  (VACI)  sponsors  an  on-going  effort 
to  employ  human-centered  design  (HCD)®^^  concepts  in  a  pilot  to  explore  veterans^  experience 
with  VA  through  the  eyes  of  40  veterans  across  a  range  of  demographics  and  locations.®!^  The 
pilot  had  two  goals: 

■  To  test  the  usefulness  and  application  of  an  HCD  methodology  within  the  context  of  VA* 

■  To  better  understand  veterans'  experiences  interacting  with  VA,  identify  pain  points  in 
the  present  day  service  delivery  model,  and  explore  opportunities  to  transform  these 
interactions  into  a  more  veteran-centered  experience* 

Developing  Veteran  Personas 

As  a  part  of  this  pilot,  VACI  set  out  to  identify  high-level  trends  in  ways  veterans  seek  out 
assistance,  use  technology,  take  advantage  of  services,  and  react  to  challenging  interactions. 
Based  on  these  patterns,  VACI  created  a  set  of  four  profiles,  or  personas,  that  represent  the 


Ibid. 

Human -centered  design  (HCiD)  is  a  discipline  in  which  the  needs^  behaviors  and  experiences  of  an  E^rgani^ation^s 
customers  (or  users)  drive  product,  service,  or  technology  design  processes.  It  is  a  practice  used  heavily  across  the 
private  sector  to  build  a  strong  understanding  of  users,  generate  Ideas  for  new  products  and  service s.^  test  concepts  with 
real  people,  and  ultimately  ddiver  easy-to-use  products  and  positive  customer  experiences,  HCD  is  a  multi-disciplinary^ 
methodology  which  draws  from  the  practices  of  ethnography,  cognitive  psychology',  interaction  and  user  experience 
design,  service  design,  and  design  thinking.  It  is  closely  tied  to  “user- centered  design,”  which  applies  parallel  processes  to 
technology^  projects,  and  “service  design”  which  address  the  service  specific  experiences. 

US.  Department  of  Veterans  Affairs,  Cienter  for  Innovation,  I'ou'arjJ  a  \/eteran-Centet'ed  fVI.-  Piiotmg  Tmh  ofHMman- 
Centered  Design JorAmenca's  Veis,  Fmdmgs  Ripofi,  July  2014 ^  accessed  June  20,  2016, 
h  ttp :  /  /  wwu\  i  nno  vadon.  va.  gov/  d  ocs  /T  e  nvard_A_  V  e  teran_C  ientered_V  A_J  I J  L  Y  20 1 4.  pd  f . 
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kinds  of  users  within  the  set  of  40  veterans  engaged  in  the  pilot  (see  Table  G-l),  Each  persona  is 
an  archetype  based  on  commonalities  observed  among  veterans  who  exhibited  similar 
behaviors  and  approaches  to  accessing  VA  services.  They  are  not  categorized  by  positive  or 
negative  experiences,  but  by  shared  expectations  and  needs.  These  personas  were  designed  to 
help  VH A  begin  to  understand  that  it  is  serving  users  who  are  seeking  not  just  different 
services,  but  also  varied  degrees  of  contact,  support,  information,  and  so  forth.  For  this  exercise, 
VACl  assessed  veterans'  modes  of  communication,  channels,  frequency,  stated  and  observed 
needs,  reactions  to  service  experiences,  military  service,  and  analyzed  observed  behavior  and 
service  experiences. 


latyle  G-h  Veteran  Projiks  Developed  by  the  VA.  Center  for  InnovatiofV 


THE  LIFER  THE  TRANSACTIONAL 


Frequently  use  VA  services  and  plans  to  continue  doing 
so.  Look  to  VA  to  play  a  supporting,  community-building 
role  in  life.  Grateful  for  VA  benefits,  but  get  frustrated 
when  problems  arise  which  break  up  the  continuity  of 
care— like  when  doctors  change  too  frequently  and 
when  they  cannot  get  transportation  to  VA  facilities. 
Generally,  try  to  speak  highly  of  VA  and  wants  to 
contribute  to  making  it  work  better  for  fellow  veterans. 
Expectations 

■  That  VA  cares  and  takes  the  time  to  understand 
veteran's  needs  and  story 

■  That  cost  of  VA  services  won't  rise 

■  That  veteran  can  reach  someone  at  VA  anytime 

Needs 

■  Does  not  want  to  tell  story  over  and  over, 
especially  after  using  VA  for  so  long 

■  Wants  to  know  what  is  going  on  with  services  and 
especially  benefits 

■  Likes  patient,  nurturing  health  care 


Joined  the  military  largely  based  on  the  promise  of  the 
opportunities  it  would  provide  in  life.  Plan  to  use  VA 
services  to  "get  life  on  track"  post-service.  Tend  to  be  in 
the  younger  generation  of  veterans  (OEF,  OIF,  OND). 
Often  engaged  in  the  veteran  community,  see  other 
veterans  as  allies,  and  advocates  in  helping  folks 
understand  and  use  their  benefits.  Will  share 
frustrations  if  feels  like  VA  is  not  helping  as  promised. 
Expectations 

■  That  VA  will  deliver  on  its  promises  and  help 
veteran  access  the  benefits  earned 

■  That  VA  has  benefits  available  to  veterans  families 

■  That  it  will  be  a  headache,  and  veterans  will  have 
to  figure  it  out  on  their  own  with  the  help  of 
network 

Needs 

■  Accurate  expectations 

•  Financial  support  at  times,  especially  for  family 

■  To  feel  a  part  of  a  community 


sii  Ibid. 
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THE  JUST-IN-CASE  THE  INFREQUENT 


Proud  of  service,  but  does  not  need  VA  and  plans  on 
using  it  only  as  a  backup.  Mature  and  organized  by 
nature,  has  all  papers  in  order  with  VA  and  have  a  good 
idea  of  services  for  which  they  are  eligible.  Grateful  for 
the  benefits  available,  but  see  working  with  VA  as  a 
tradeoff  for  time  and  will  likely  only  lean  on  VA  as  a 
backup  plan. 

Expectations 

■  That  will  likely  never  need  VA  benefits 

■  That  VA  will  be  there  if  needed 

■  That  there  are  benefits  available  to  family 

■  That  private  benefits  are  of  higher  quality  and 
greater  ease 

Meeds 

■  Peace  of  mind 

■  To  be  assured  that  all  documents  are  in  order 

■  To  easily  get  in  touch  with  one  person  about  one 
question 


Does  not  think  very  much  about  VA.  Have  used  VA 
benefits  in  lifetime,  yet  often  years  will  go  by  between 
those  interactions.  This  might  be  because  these 
veterans  live  in  places  where  it  is  difficult  to  access  VA 
services,  because  veterans  are  financially  comfortable, 
or  because  it  seems  like  too  much  hassle.  Tend  to 
prefer  quick  interaction— a  short  phone  call  or  a  few 
clicks  on  a  website. 

Expectations 

■  That  VA  is  slow— like  any  bureaucracy 

■  That  VA  is  for  ''other,  injured  veterans  who  need  it 
more"' 

■  That  someone  will  tell  veterans  when  and  if  they 
are  eligible  for  something 

Meeds 

■  To  be  able  to  quickly  navigate  processes 

■  To  be  reminded  every  few  years  of  how  VA  might 
be  able  to  help 


Vantage  Point:  VA’s  Official  Blog 

In  addition  to  surveys,  focus  groups,  and  town-hall  sessions,  VA  instituted  a  blog  on  its  website 
and  invites  veterans  and  others  interested  in  veterans  matters  to  submit  guest  posts  of  potential 
interest  to  others  in  the  community.  Like  most  blogs,  the  content  offered  is  vetted  by  the  VA. 
Since  2010,  Vantage  Point  includes  hundreds  of  contributors  with  articles  on  various  health  care 
topics. 


Veterans'  Views  Gathered  by  VSOs 

Like  VHA,  the  VSOs  solicit  input  from  their  membership  and  other  stakeholders  on  a  variety  of 
topics  and  issues  relevant  to  veterans.  Occasionally  surveys  and  polls  are  undertaken,  but  most 
VSO  efforts  to  gather  input  take  place  at  the  grassroots  level  during  town  halls,  chapter 
meetings  and  other  gatherings.  While  these  venues  often  suffer  from  self-selection  bias  and  non- 
or  under-represented  participant  samples,  these  are  nevertheless  an  important  source  of  timely 
information  on  topics  of  interest  and  concern  to  veterans.  What  follows  is  a  selection  of  VSO 
efforts  to  gather  input  on  issues  important  to  veterans. 


“Vantage  Point:  Official  Blog  of  the  U.S.  Department  of  Veterans  Affairs,”  Department  of  Veterans  Affairs,  accessed 
June20,  2016,  http:  /  /  www .  bit  jgs .  va  .gt  )v  /  V  Antage  / . 
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The  DAV  Veterans  Pulse  Survey  (2015) 

In  mid-2015  the  DAV  surveyed  a  nationally  representative  sample  of  veterans  to  solicit  their 
views  on  issues  important  to  veterans  The  survey  includes  questions  on  various  aspects  of 
veterans"  healthcare.  The  survey  consists  of  a  national  probability  sample  of  1,701  veterans 
intended  to  represent  the  veteran  population  in  the  United  States.  Oversampling  occurred  in 
certain  subgroups,  such  as  female  veterans  and  veterans  age  18-40  to  allow  for  more  precision 
in  the  response  estimates  for  these  subgroups. 

Veterans  of  Foreign  Wars  Our  Care  Veterans  Survey  (2015) 

In  the  fall  of  2015,  the  Veterans  of  Foreign  Wars  of  the  U.S,  (VFW)  published  a  report  on  its 
veterans  2015  Health  Care  Options,  Preferences  and  Expectations  Survey  In  response  to  the 
intensified  debate  over  reform  of  veterans"  healthcare,  the  VFW  launched  a  survey  in  the 
summer  of  2015  designed  to  evaluate  veterans"  options,  expectations,  and  preferences  when 
seeking  health  care*  The  survey  did  not  just  focus  on  VA  services,  but  sought  to  paint  a  picture 
of  how  the  veterans"  community  at  large  interacts  within  the  American  health  care 
infrastructure,  and  the  choices  they  make  in  today's  health  care  marketplace.  According  to  the 
VFW  report,  1,847  veterans  responded  to  the  survey,  with  92  percent  eligible  for  care  and 
83  percent  of  those  eligible  reporting  that  they  utilize  VA  health  care.®^^  Respondents"  average 
age  was  65,  with  about  two-thirds  Vietnam  War  veterans. 

VFW  Survey  of  Women  Veterans  (2016) 

In  an  effort  to  identify  barriers  women  veterans  face  when  accessing  their  earned  veterans" 
benefits  and  services,  the  VFW  has  commissioned  a  survey  of  women  veterans  that  will  guide 
the  VFW"s  policy  priority  goals  for  women  veterans. Though  the  survey  data  collection  phase 
is  completed,  results  have  not  been  published  prior  to  release  of  the  Commission"s  Final  Report. 


Disabled  American  Veteraos  (DAV,  The  DAV  Vekrans  Fu/se  Si^n’ey:  A  landmark  study  of  the  attitudes  and  perceptions  of 
AmemVs  veterans,  accessed  June  20,  2016,  https:/  /wu'^^^da^^org/up-content/ uploads/DAV-Pulse-Reporr-b'inal.pdL  The 
Hun-ey  was  conducted  on  behalf  of  DAV  by  Cxfl-v  Knt>w!edge  Networks,  Inc.  using  their  KnowledgePanel®^  survey 
participants  in  November  2015. 

SI4  Y eterans  of  Foreign  Wars,  Our  Can:  A  Keport  on  Veterans'  Options,  Prferences  and  Expectations  in  Health  Can, 

September  22,  2015,  accessed  June  20,  2016, 

http:/ /  mw.vfw.org/ uploadedFi]es/VF\V*org/VFW_in_DC/VFWOurCareReport20 1 5,pdf 
Ibid.,  4. 

st6  “YP\X7  purvey  of  Women  Veterans:  Help  Hold  the  W\  Accountable,”  Veterans  of  Foreign  Wars,  December  22,  2015, 
accessed  June  20,  2016,  htt p://\v\TO.vb^7org/ News- an d-Events /Articles/ 201 5 -Articles /VFW-Survey- of- Women- 
Veterans/. 
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The  American  Legion  Survey  of  Patient  Health  Care  Experiences 
(2014) 


This  survey  of  3^116  opt-in,  self-reported  veterans  focuses  on  satisfaction  and  levels  of  perceived 
benefits  with  VA's  posttraumatic  stress  disorder/ traumatic  brain  injury  (PTSD/TBI)  programs^ 
including  alternative  and  complementary  treatments.^^^ 

Survey  questions  include  veteran  status;  gender;  era  of  service;  number  of  times  deployed; 
diagnosis  of  TBl  and/or  PTSD;  availability  of  appointments;  time  and  distance  to  care  facilities; 
treatment  type  (therapy,  medication  and  complementary  and  alternative  medicine);  reported 
symptoms;  efficacy  of  treatment;  and  side  effects. 

The  American  Legion  Women  Veterans  Survey  Report  (2011) 

This  survey  of  3,012  women  veterans,  and  the  resulting  report,  was  prepared  by  ProSidian 
Consulting,  LLC  on  behalf  of  The  American  Legion*  The  survey  assessed  the  perceptions  of  and 
satisfaction  with  women  veterans'  health  care  and  other  benefits  delivered  to  women  veterans 
through  the  VA  system*  Additionally,  the  survey  sought  to  determine  the  factors  driving 
women  veterans'  decision  to  use  the  VA  system  as  opposed  to  other  private  or  public  health 
care  systems* 

Iraq  and  Afghanistan  Veterans  of  America  Member  Survey  (2015) 

During  the  first  half  of  2015, 1,501  Iraq  and  Afghanistan  Veterans  of  America  members 
completed  a  wide-ranging  on-line  survey  covering  such  issues  as  employment,  education, 

GI  Bill  usage,  health  (including  mental  health),  VA  utilization,  VA  benefits,  reintegration  and 
more*  The  survey  was  composed  of  approximately  300  questions,  with  respondents  answering 
only  questions  relevant  to  their  experiences*  Health  care  topics  included  percent  enrollment  in 
and  reliance  on  VA  care;  health  insurance  coverage  by  type;  and  experience  rating  for  VA  care* 
Usage  percent  and  experiencing  rating  for  the  VA  Choice  Program  was  also  covered  separately.®!^ 

The  2015  Wounded  Warrior  Project®  Alumni  Survey 

This  web-enabled,  opt-in  survey  of  23,200  Wounded  Warrior  Project  (WWP)  members  measures 
a  series  of  outcome  domains  within  the  following  general  topics  about  WWP  Alumni: 
background  information  (military  experiences  and  demographic  data),  physical  and  mental 
well-being,  and  economic  empowerment*®^^  This  WWP  membership  survey  has  been  conducted 
annually  since  2010*  As  It  has  done  in  prior  years,  Westat  conducts  the  survey  and  population- 


“Legion  suwey  to  measure  effectiveness  of  PTSD/TBI  treatment,”  Tlie  American  Legion,  July  29,  2015,  accessed 
June  2()j  2016,  http://w\\n.v.legic>n.Drg/ pressrelease/229354/iegion’Survey-measure-effectiveness-ptsdtbi-treattTienL 
ProSidian  Consulting,  TJ*C,  The  Ammcan  l^gmn  Women  Veterans  'Report ^  March  9,  2011,  accessed  June  20,  2016, 

http:/ /  WWW. legion.org/ documents/legion/ pdf/  womens_veterans_sutvey_report.pdf* 

B19  Advisor}^:  I  AY  A  to  Release  Groundbreaking  Veterans  Sur\^ey,”  Iraq  and  Afghanistan  Veterans  of  America 

(lAVA),  May  23,  2016,  accessed  June  20,  2016,  http:/ /iava.org/press-release/media-advisory-iava-to-release- 
gr  c )  undbreaking- veterans  -  s  urvey-2  / . 

Westat,  20fS  WonnJed  IVaniorPro/ect  Surv^i,  Repoji  o/FtndmgSf  August  14,  2015,  accessed  June  20,  2016, 
bttps://\^T^.'w*wounded\varriof  project.org/ media/21 1 8/201 5_wwp„alumni_sur\"ey_f  Lill_repott*pdf. 
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weights  the  reported  results,  to  include  adjustments  for  potential  non-response  bias,  to  be 
representative  of  the  WWP  membership  base  (approximately  59,000). 

Right  to  Care;  Voices  of  Swords  to  Plowshares’  Veteran  Community 
(2015) 


The  Swords  to  Plowshares,  Institute  for  Veteran  Policy  interviewed  in-person  or  by  phone 
22  veterans,®^^  Although  the  topics  were  established  in  advance.  Swords  to  Plowshares 
characterized  these  interviews  as  individual  "conversations"  with  a  preselected  group  of 
veterans.  The  veterans  were  chosen  to  represent  a  cross-section  of  combat  eras  and  VHA  usage 
levels.  The  topics  covered  included:  navigating  VA  care,  reliance  on  VA  and  non-VA  care, 
comprehensiveness  of  care,  and  rating  quality  of  care.  The  study  includes  extensive  verbatim 
comments  from  veterans  on  these  topics. 

Comments  from  Veterans  About  Their  Experiences  as  Users  of  VHA 
(DAV,  2016) 


During  April  2016,  DAV  reached  out  to  veterans  around  the  United  States  and  asked  them  to 
share  their  experiences  with  the  VA  health  care  system.  As  a  result,  DAV  received  (as  of  April 
2016)  more  than  4,000  responses  from  veterans  sharing  their  own  stories  about  the  care  they 
received  from  VHA.^^^  The  Commission's  review  of  the  material  showed  that  a  majority  of  the 
veterans'  comments  were  positive  in  nature.  DAV's  own  analysis  concluded  that  82  percent  of 
the  comments  could  be  categorized  as  "overall  positive  experiences/' 

Other  Surveys  on  Veterans  Issues 

In  addition  to  efforts  by  VA  and  VSOs  to  gather  feedback  from  veterans  on  their  health  care, 
other  organizations  have  also  addressed  veterans'  health  care  issues. 

Concerned  Veterans  for  America  Survey  of  Veterans’  Healthcare 
(November,  2014) 

The  Concerned  Veterans  for  America  commissioned  The  Tarrance  Group  to  conduct  a  national 
survey  of  1,000  veterans  during  November  2014.^^3  This  survey  used  a  random, 
demographically  representative  sample  of  veterans.  Four  survey  items  addressed  health  care, 
including:  knowledge  of  any  problems  at  VA;  need  for  reform  of  veterans'  healthcare; 
importance  of  more  choice  (or  options)  in  health  care  for  veterans;  and  importance  of  best 
possible  veterans  care,  even  if  outside  VA. 


821  Megan  ZottarelH,  RIGHT  fo  GARB:  Rokes  of  Smrds  to  Piormham^  Retmm  Commmify,  Swords  to  Plowshares,  Institute 
for  Veterans  Policy,  April  2016, 

Comments  from  veterans  about  their  experiences  as  users  of  the  VA  health  care  system,  printout  provided  to 
C2oniniission  on  Ciare  by  Disabled  American  Veterans,  April  2016. 

Concerned  Veterans  for  America,  Fixing  Veterans  Health  Care,  A  Bipartisan  Policy  Taskforce,  accessed  June  20, 
2016,  http:  /  /  c  v4a .  t  >rg/ \vp  -  c  ontent /  up  load  s  /  2d  1 6  /( )  1  /  Fixing- Veterans  -  Healdic  are  .pdf. 


250 


Page  267  of  974 


CommissiQn-on-Care_Fmal-Report_063016_FOR“WEB.pclf  for  Printed  Item:  1  {  Attachment  1  of  4) 


Appendix  G 
Veteran  feedback 

Vet  Voice  Foundation  Survey  of  Veterans  (October,  2015) 

Chesapeake  Beach  Consulting  and  Lake  Research  Partners  conducted  800  phone  (landline  and 
ceil)  interviews  of  veterans  during  October  2015.  The  results  were  population  weighted  by 
demographics*  Topics  included  rating  the  job  VA  hospitals  are  doing  in  their  area  and  the 
extent  they  favor/oppose  privatizing  some  of  VA^s  health  care* 
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The  VHA  health  care  system  is  immense  and  complex.  This  report  provides  background  for  the 
areas  for  which  the  Commission  has  made  recommendations,  yet  this  information  is  but  a 
glimpse  at  the  intricacies  of  veterans'  health  care.  The  resources  below  may  serve  as  a  starting 
point  for  those  who  would  like  to  develop  a  deeper  understanding  of  the  topic  than  the 
Commission  could  address  in  this  report. 

Independent  Assessment  Report 

The  MITRE  Corporation,  Independent  Assessment  of  the  Health  Care  Delivery  Systems  and 
Management  Processes  of  the  Departmen  t  of  Veterans  Affairs,  Volume  1:  In  tegrated  Report, 
hi  tp: // WWW.  va .  go  v/ opa/ choiceact/ documents/ assessments/ Integra  ted_report.pdf . 

RAND  Corporation,  Independent  Assessment  of  the  Health  Care  Delivery  Systems  and  Management 
Processes  of  the  Department  of  Veterans  Affairs,  Assessment  A  (Demographics), 

http://www.va.gov/opa/ choiceact/  documents/ assessments/ Assessment_A_Demographics.p 
df. 

RAND  Corporation,  Independent  Assessment  of  the  Health  Care  Delivery  Systems  and  Managejnent 
Processes  of  the  Department  of  Veterans  Affairs,  Assessment  B  (Health  Care  Capabilities), 
http://www.va.gov/opa/ choiceact/ documents/ assessments/ assessment_b_health_care_capa 
bilities.pdf. 

RAND  Corporation,  Independent  Assessment  of  the  Health  Care  Delivery  Systems  and  Management 

Processes  of  the  Department  ofVetera:ns  Affairs,  Assessment  C  (Care  Authorities), 

http:// WWW.  va-gov/opa/choiceact/ documents/assessments/ Assessment_C_Care_Authoritie 

s.pdf. 

Institute  of  Medicine  of  the  National  Academies,  Transforming  Health  Care  Scheduling  and  Access: 
Getting  to  Now, 

http://www.va.gov/opa/choiceact/documents/assessments/Assessment_D_Access_Standar 

ds.pdf. 

McKinsey  &  Company,  Inc.,  Independent  Assessment  of  the  Health  Care  Delivery  Systems  and 
Management  Processes  of  the  Department  of  Veterans  Affairs,  Assessment  E  (Workflow  —  Scheduling), 
ht  tp :  /  /  WWW.  va .  gov/  opa/  choiceact  /  documents/  assessments/  Assessment_E_W  orkf  lo  w_Sched 
uling.pdf. 

McKinsey  &  Company,  Inc.,  Independent  Assessment  of  the  Health  Care  Delivery  Systejns  and 
Management  Processes  of  the  Department  of  Veterans  Affairs,  Assessment  F  (Workflow  —  Clinical), 
http://www.va.gov/opa/choiceact/documents/assessments/  Assessment_F_Workflow_Clmic 
al.pdf. 
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Grant  Thornton,  Independent  Assessment  of  the  Health  Care  Delivery  Systems  and  Management 
Processes  of  the  Department  of  Veterans  Affairs,  Assessment  G  (Staffing/Productivity/Tirne  Allocation), 
http :  /  /  WWW .  va .  gov  /  opa/  choiceact/  documents  /assessments  /  Assessment_G_Staf  fing_Produc  t 
ivity:pdf. 

The  MITRE  Corporation,  Independent  Assessment  of  the  Health  Care  Delivery  Systems  and 
Management  Processes  of  the  Department  of  Veterans  Affairs,  Assessment  H  (Health  Information 
Technology), 

http:// WWW*  va.gov/ opa/  choiceact/ documents/ assessments/ Assessment_H_Health_Informat 
ion_Technology.pdf. 

Grant  Thornton,  Independent  Assessment  of  the  Health  Care  Delivery  Systems  and  Management 

Processes  of  the  Department  of  Veterans  Affairs,  Assessment!  (Business  Processes), 

http:// WWW*  va.gov/ opa/ choiceact/  documents/ assessments/  Assess  ment_LBusiness_Process 

es*pdf 

McKinsey  &  Company,  Inc.,  Independent  Assessment  of  the  Health  Care  Delivery  Systems  and 
Management  Processes  of  the  Department  of  Veterans  Affairs,  Assessment  ]  (Supplies), 
http:// WWW,  va.gov/opa/choiceact/ documents/ assessments/ Assessment  J_Supplies.pdf, 

McKinsey  &  Company,  Inc.,  Independent  Assessment  of  the  Health  Care  Delivery  Systems  and 
Management  Processes  of  the  Department  of  Veterans  Affairs,  Assessment  K  (Facilities), 
http://www.va.gov/opa/choiceact/documents/assessments/Assessment_K__Facilities.pdf. 

McKinsey  &  Company,  Inc.,  Independent  Assessment  of  the  Health  Care  Delivery  Systems  and 

Management  Processes  of  the  Department  of  Veterans  Affairs,  Assessment  L  (Leaderships), 

http :  /  /  WWW .  va .  gov  /opa/  choiceact/  documents  /assessments  /  Assessment_L_Leadership  .pdf . 

Veteran  Health  Competency  Resources 

American  Nurses  Foundation 

The  American  Nurses  Foundation,  the  philanthropic  arm  of  the  American  Nurses  Association, 
is  launching  an  innovative  web-based  PTSD  Toolkit  for  registered  nurses*  The  toolkit  provides 
easy  to  access  information  and  simulation  based  on  gaming  techniques  on  how  to  identify, 
assess  and  refer  veterans  suffering  from  PTSD*  wwwmursep tsdtoolkit.org 

American  Osteopathic  Association 

The  American  Osteopathic  Association  (AOA)  represents  osteopathic  physicians,  many  of 
whom  are  in  primary  care  practice,  and  essentially  all  of  whom  treat  America's  veterans  and 
their  families.  The  AOA  is  raising  awareness  in  the  osteopathic  community  about  the 
importance  of  having  a  comprehensive  understanding  of  the  unique  physical  and  mental  health 
care  needs  of  our  service  members,  veterans,  and  their  families.  The  AOA  is  committed  to 
ensuring  that  medical  students,  physicians,  and  other  health  care  providers  understand  that  an 
individuaTs  physical  and/or  mental  health  condition  may  be  linked  to  his  or  her  military 
experience. 

www.osteopathic.org/  inside-aoa/ public -policy  /  Pages  /  federal-initiatives,  aspx 
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Center  for  Deployment  Psychology 

The  Center  for  Deployment  Psychology  of  the  Uniformed  Services  University  of  the  Health 
Sciences^  Department  of  Medical  and  Clinical  Psychology  offer  a  wide  variety  of  on-line  courses 
and  other  resources  to  help  uniformed  clinical  providers,  VHA  providers,  and  community 
clinicians  provide  care  consistent  with  the  needs  and  experience  of  military  service  members, 
veterans  and  their  families, 
ht  tp :  /  /  deploymentpsych.org/  online-courses 
http://deploymentpsych.org/military-culture-course-modules 

Rural  Clergy  Training  Program 

The  Rural  Clergy  Training  Program,  an  initiative  of  the  VHA  National  Chaplain  Center  and  the 
Office  of  Rural  Health,  offers  training  and  information  to  clergy  providing  pastoral  services  to 
veterans  and  their  families. 

http://www.ruralhealth.va.gov/docs  /  r  ur  alder  gy  training/  The_Clergy_Connection_December 
2015.pdf 

Swords  to  Plowshares  Combat  to  Community  Training 

Swords  to  Plowshares  is  nationally  recognized  for  its  expertise  in  providing  comprehensive 
services  and  promoting  and  protecting  the  rights  of  veterans-  Swords  to  Plowshares'  Combat  to 
Community®  training  is  a  series  of  accredited  cultural  competency  curricula  developed  by  its 
Institute  for  Veteran  Policy  team  with  the  purpose  of  educating  the  community  to  address  the 
reintegration  challenges  veterans  face  and  the  unique  skill  sets  they  acquire  in  service.  The 
training  was  developed  for  law  enforcement,  first  responder,  mental  health,  and  service 
professionals  to  teach: 

■  Commonly  shared  attitudes,  values,  goals,  and  practice  that  often  characterize  service  in 
the  military 

■  Recruitment  and  retention  strategies  for  veteran  employment 

■  How  deployment,  combat  experience,  service  related  injuries,  and  disability  can  impact 
veterans 

■  How  veteran  or  military  family  status  can  inform  interactions  and  services 

■  Potential  resources  to  refer  veterans  and  families  to  for  supportive  services 

The  training  incorporates  knowledge  developed  by  experts  in  the  fields  of  veteran  culture  and 
direct  services  with  practical  tools  and  resources  to  increase  understanding  and  improve 
interactions  with  veterans. 

https://www.swords-to-plowshares.org/combat-to-community 
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VA  Military  Culture  Training  Courses  on  TMS 

The  resources  below  are  available  to  VA  employees  and  contractors.  Versions  of  these  courses 
should  be  made  available  to  community  providers  through  an  alternative  to  TMS  that  allows 
outside  providers  to  access  the  training, 

■  Military  Culture  Training  for  Health  Care  Professionals  -  Organization  and  Roles 
(VA  19332) 

The  first  module  of  this  online  course  provides  an  overview  of  the  differences  between 
the  explicit  and  implicit  features  of  military  culture  and  describes  the  characteristics  of 
implicit  military  culture.  The  next  module  identifies  four  sources  of  information  about 
implicit  military  culture  and  describes  six  defining  characteristics  of  warrior  ethos.  The 
learner  is  provided  information  about  the  influence  of  military  guiding  ideals  and  values 
on  the  lives  of  service  members  and  veterans.  The  final  module  offers  an  overview 
regarding  the  connotations  of  implicit  military  culture  on  the  health  care  professional. 

■  Military  Culture  Training  for  Health  Care  Professionals:  Self-Awareness  and  Military 
Ethos  (VA  19333) 

This  online  course^  sponsored  by  the  Department  of  Veterans  Affairs  and  Department  of 
Defense^  helps  health  care  professionals  understand  the  role  that  military  culture  plays 
in  the  lives  of  those  they  serve.  The  course  is  comprised  of  four  modules:  1)  Self- 
Assessment  and  Introduction  to  Military  Ethos,  2)  Military  Organization  and  Roles, 

3)  Stressors  and  Their  Impact,  and  4)  Treatment  Resources  and  Tools. 

■  Military  Culture  Training  for  Health  Care  Professionals:  Stressors  &  Resources 
(VA  19334) 

This  online  course  offers  the  learner  an  explanation  of  how  stress  can  be  either  helpful  or 
harmful  depending  on  the  nature  of  the  provoking  stressor  and  the  availability  of 
resources.  The  four  phases  of  modern  operational  deployment  cycles  is  presented  in 
great  detail  in  module  3.  The  next  two  modules  describe  the  characteristic  operational 
stressors  and  the  spectrum  of  operational  stress  states  and  outcomes  experienced  by 
service  members  and  their  families  during  each  deployment  cycle  phase. 

■  Military  Culture  Training  for  Health  Care  Professionals:  Treatment  Resources, 
Prevention  &  Treatment  (VA  19335) 

This  online  course  in  the  military  culture  curriculum  outlines  the  military  culture  impact 
on  patient  care  and  the  health  care  professionaTs  role  and  explains  the  range  of  DoD  and 
VA  psychological  health  services.  The  course  also  provides  information  on  interpreting 
military  culture  knowledge  into  patient  assessment  and  treatment.  Finally,  the  learner  is 
exposed  to  the  military  culture  implications  of  VA/DoD  clinical  practice  guidelines 
relevant  to  the  care  of  service  members  and  veterans  and  the  strategies  for  identifying 
current  military  culture  relevant  patient  and  health  care  professional  resources. 

■  Military  Cultural  Awareness  (NEED  1341520) 

This  military  cultural  awareness  online  course  provides  a  common  foundation  for  all  VA 
employees.  This  course  offers  an  overview  of  common  military  culture  and  courtesies, 
roles  and  ranks  within  the  military,  differences  between  the  branches  of  the  armed 
services,  some  of  the  conflicts  in  which  veterans  have  served,  and  why  this  information 


256 


Page  273  of  974 


Commission-on-Care_Final-Report_063016_FOR-WEB.pdf  for  Printed  Item:  1  (  Attachment  1  of  4) 


Appendix  h 
Additional  Resources 

is  important  in  helping  VA  employees  better  serve  the  needs  of  veterans  and  their 
families.  After  taking  this  course,  participants  will  understand  the  perspective  of  the 
veterans  they  serve  by  having  a  greater  aivareness  of  the  military  experience,  and  the 
customs  and  courtesies  that  are  common  in  the  military  environment. 

■  PTSD  101:  Understanding  Military  Culture  When  Treating  PTSD  (VA  9494) 

This  online  web-based  course  is  part  of  the  PTSD  101  education  series  which  is 
presented  by  subject-matter  experts  to  increase  provider  knowledge  related  to  the 
assessment  and  treatment  issues  of  PTSD.  Each  course  specifically  addresses  trauma 
events,  treatments,  or  special  population  issues,  not  normally  addressed  in  general 
therapy  protocols.  This  course  is  specifically  designed  to  familiarize  clinicians  with 
military  culture,  terminology,  demographics,  and  stressors.  It  also  provides  an  overview 
of  programs  offered  by  DoD  for  managing  combat  or  operational  stress,  as  well  as 
implications  for  assessment  and  treatment. 

■  Why  Military  Culture  Matters  (Mobile  Accessible)  (VA  16353) 

This  independent  online  study  activity  is  designed  to  help  the  learner  better  connect 
with  veterans  and  understand  how  veterEtns'  military  experiences  influence  their  health. 
This  course  is  formatted  to  be  accessible  using  a  VA  networked  mobile  device. 


Additional  Sources 


Asch,  Steven  M.,  Elizabeth  A.  McGlynn,  Mary  M.  Hogan,  Rodney  A,  Hayward,  Paul  Shekelle, 
Lisa  Rubens tein,  Joan  Keesey,  John  Adams,  and  Eve  A.  Kerr.  "Comparison  of  Quality  of 
Care  for  Patients  in  the  Veterans  Health  Administration  and  Patients  in  a  National  Sample/' 
Annals  of  Internal  Medicine,  141,  no.  12  (2004):  938-“945.  http://doi.org/10.7326/0003-4819- 
141-12-200412210-00010. 

Berlowitz,  Dan  R.,  Amy  K.  Rosen,  Fei  Wang,  Dionyssios  Tsilimingras,  Pierre  N.  Tariot,  Joe 
Engelhard t,  Boris  Kader,  and  Dana  B.  Mukamel.  "Purchasing  or  Providing  Nursing  Home 
Care:  Can  Quality  of  Care  Data  Provide  Guidance."  journal  of  the  American  Geriatrics  Society, 
53,  no.  4  (2005):  603-608.  http://doi.org/10.1111/}.1532-5415.2005.53207.x. 

Bohnert,  Kipling  M.,  Paul  N.  Pfeiffer,  Benjamin  R.  Szymanski,  and  John  F.  McCarthy. 
"Continuation  of  Care  Following  an  Initial  Primary  Care  Visit  with  a  Mental  Health 
Diagnosis:  Differences  by  Receipt  of  VHA  Primary  Care-Mental  Health  Integration 
Services."  General  Hospital  Psychiatry,  35,  no.  1  (2013):  66-70. 
http://doi.Org/10.1016/j.genhosppsych.2012.09.002. 

Borzecki,  Ann  M.,  Cindy  L.  Christiansen,  Susan  Loveland,  Priscilla  Chew,  and  Amy  K.  Rosen. 
"Trends  in  the  Inpatient  Quality  Indicators:  the  Veterans  Health  Administration 
Experience."  Medical  Care,  48,  no.  8  (2010):  694-702. 
http://doi.org/10.1097/MLR.0b013e3181e419e3. 

Chi,  Ru-Chien,  Gayle  E.  Reiber,  and  Kathleen  M.  Neuzil.  "Influenza  and  Pneumococcal 
Vaccination  in  Older  Veterans:  Results  from  the  Behavioral  Risk  Factor  Surveillance 
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Veterans  Access,  Choice,  and 
Accountability  Act  of  2014 

TITLE  ll-HEALTH  CARE 
ADMINISTRATIVE  MATTERS 

SEC.  201.  INDEPENDENT  ASSESSMENT  OF  THE  HEALTH  CARE  DELIVERY 

SYSTEMS  AND  MANAGEMENT  PROCESSES  OF  THE  DEPARTMENT  OF 
VETERANS  AFFAIRS. 

(a)  INDEPENDENT  ASSESSMENT.  - 

(1)  ASSESSMENT.  —  Not  later  than  90  days  after  the  date  of  the  enactment  of  this  AcE 
the  Secretary  of  Veterans  Affairs  shall  enter  into  one  or  more  contracts  with  a  private  sector 
entity  or  entities  described  in  subsection  (b)  to  conduct  an  independent  assessment  of  the 
hospital  care,  medical  services,  and  other  health  care  furnished  in  medical  facilities  of  the 
Department  Such  assessment  shall  address  each  of  the  following: 

(A)  Current  and  projected  demographics  and  unique  health  care  needs  of  the  patient 
population  served  by  the  Department. 

(B)  Current  and  projected  health  care  capabilities  and  resources  of  the  Department, 
including  hospital  care,  medical  services,  and  other  health  care  furnished  by  non- 
Department  facilities  under  contract  with  the  Department,  to  provide  timely  and 
accessible  care  to  veterans. 

(C)  The  authorities  and  mechanisms  under  which  the  Secretary  may  furnish  hospital 
care,  medical  services,  and  other  health  care  at  non-Department  facilities,  including 
whether  the  Secretary  should  have  the  authority  to  furnish  such  care  and  services  at 
such  facilities  through  the  completion  of  episodes  of  care. 

(D)  The  appropriate  system- wide  access  standard  applicable  to  hospital  care, 
medical  services,  and  other  health  care  furnished  by  and  through  the  Department, 
including  an  identification  of  appropriate  access  standards  for  each  individual  specialty 
and  post-care  rehabilitation, 

(E)  The  workflow  process  at  each  medical  facility  of  the  Department  for  scheduling 
appointments  for  veterans  to  receive  hospital  care,  medical  services,  or  other  health  care 
from  the  Department. 

(F)  The  organization,  workflow  processes,  and  tools  used  by  the  Department  to 
support  clinical  staffing,  access  to  care,  effective  length-of-stay  management  and  care 
transitions,  positive  patient  experience,  accurate  documentation,  and  subsequent  coding 
of  inpatient  services. 
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(G)  The  staffing  level  at  each  medical  facility  of  the  Department  and  the  productivity 
of  each  health  care  provider  at  such  medical  facility,  compared  with  health  care  industry 
performance  metrics,  which  may  include  an  assessment  of  any  of  the  following: 

(i)  The  case  load  of,  and  number  of  patients  treated  by,  each  health  care  provider 
at  such  medical  facility  during  an  average  week. 

(ii)  The  time  spent  by  such  health  care  provider  on  matters  other  than  the  case 
load  of  such  health  care  provider,  including  time  spent  by  such  health  care  provider 
as  follows: 

(I)  At  a  medical  facility  that  is  affiliated  with  the  Department. 

(II)  Conducting  research, 

(III)  Training  or  supervising  other  health  care  professionals  of  the 

Department, 

(H)  The  information  technology  strategies  of  the  Department  with  respect  to 
furnishing  and  managing  health  care,  including  an  identification  of  any  weaknesses  and 
opportunities  with  respect  to  the  technology  used  by  Department,  especially  those 
strategies  with  respect  to  clinical  documentation  of  episodes  of  hospital  care,  medical 
services,  and  other  health  care,  including  any  clinical  images  and  associated  textual 
reports,  furnished  by  the  Department  in  Department  or  non-Department  facilities, 

(I)  Business  processes  of  the  Veterans  Health  Administration,  including  processes 
relating  to  furnishing  non-Department  health  care,  insurance  identification,  third-  party 
revenue  collection,  and  vendor  reimbursement,  including  an  identification  of 
mechanisms  as  follows: 

(i)  To  avoid  the  payment  of  penalties  to  vendors. 

(ii)  To  increase  the  collection  of  amounts  owed  to  the  Department  for  hospital 
care,  medical  services,  or  other  health  care  provided  by  the  Department  for  which 
reimbursement  from  a  third  party  is  authorized  and  to  ensure  that  such  amounts 
collected  are  accurate, 

(iii)  To  increase  the  collection  of  any  other  amounts  owed  to  the  Department  with 
respect  to  hospital  care,  medical  services,  and  other  health  care  and  to  ensure  that 
such  amounts  collected  are  accurate, 

(iv)  To  increase  the  accuracy  and  timeliness  of  Department  payments  to  vendors 
and  providers, 

(J)  The  purchasing,  distribution,  and  use  of  pharmaceuticals,  medical  and  surgical 
supplies,  medical  devices,  and  health  care  related  services  by  the  Department,  including 
the  following: 

(i)  The  prices  paid  for,  standardization  of,  and  use  by  the  Department  of  the 
following: 

(I)  Pharmaceuticals, 

(II)  Medical  and  surgical  supplies. 
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(III)  Medical  devices. 

(ii)  The  use  by  the  Department  of  group  purchasing  arrangements  to  purchase 
pharmaceuticals^  medical  and  surgical  supplies^  medical  devices,  and  health  care 
related  services. 

(iii)  The  strategy  and  systems  used  by  the  Department  to  distribute 
pharmaceuticals,  medical  and  surgical  supplies,  medical  devices,  and  health  care 
related  services  to  Veterans  Integrated  Service  Nehvorks  and  medical  facilities  of  the 
Department. 

(K)  The  process  of  the  Department  for  carrying  out  construction  and  maintenance 
projects  at  medical  facilities  of  the  Department  and  the  medical  facility  leasing  program 
of  the  Department. 

(L)  The  competency  of  leadership  with  respect  to  culture,  accountability,  reform 
readiness,  leadership  development,  physician  alignment,  employee  engagement, 
succession  planning,  and  performance  management. 

(2)  PARTICULAR  ELEMENTS  OF  CERTAIN  ASSESSMENTS. - 

(A)  SCHEDULING  ASSESSMENT.  — In  carrying  out  the  assessment  required  by 
paragraph  (1)1,  the  private  sector  entity  or  entities  shall  do  the  following: 

(i)  Review  all  training  materials  pertaining  to  scheduling  of  appointments  at  each 
medical  facility  of  the  Department. 

(ii)  Assess  whether  all  employees  of  the  Department  conducting  tasks  related  to 
scheduling  are  properly  trained  for  conducting  such  tasks. 

(iii)  Assess  whether  changes  in  the  technology  or  system  used  in  scheduling 
appointments  are  necessary  to  limit  access  to  the  system  to  only  those  employees 
that  have  been  properly  trained  in  conducting  such  tasks. 

(iv)  Assess  whether  health  care  providers  of  the  Department  are  making  changes 
to  their  schedules  that  hinder  the  ability  of  employees  conducting  such  tasks  to 
perform  such  tasks. 

(v)  Assess  whether  the  establishment  of  a  centralized  call  center  throughout  the 
Department  for  scheduling  appointments  at  medical  facilities  of  the  Deparhnent 
would  improve  the  process  of  scheduling  such  appointments. 

(vi)  Assess  whether  booking  templates  for  each  medical  facility  or  clinic  of  the 
Department  would  improve  the  process  of  scheduling  such  appointments, 

(vii)  Assess  any  interim  technology  changes  or  attempts  by  Department  to 
internally  develop  a  long-term  scheduling  solutions  with  respect  to  the  feasibility 
and  cost  effectiveness  of  such  internally  developed  solutions  compared  to 
commercially  available  solutions. 

(viii)  Recommend  actions,  if  any,  to  be  taken  by  the  Department  to  improve  the 
process  for  scheduling  such  appointments,  including  the  following: 
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(I)  Changes  in  training  materials  provided  to  employees  of  the  Department 

with  respect  to  conducting  tasks  related  to  scheduling  such 
appointments* 

(II)  Changes  in  monitoring  and  assessment  conducted  by  the  Department  of 
wait  times  of  veterans  for  such  appointments. 

(III)  Changes  in  the  system  used  to  schedule  such  appointments^  including 
changes  to  improve  how  the  Department  — 

(aa)  measures  wait  times  of  veterans  for  such  appointments; 

(bb)  monitors  the  availability  of  health  care  providers  of  the  Department; 

and 

(cc)  provides  veterans  the  ability  to  schedule  such  appointments* 

(IV)  Such  other  actions  as  the  private  sector  entity  or  entities  considers 
appropriate. 

(B)  MEDICAL  CONSTRUCTION  AND  MAINTENANCE  PROJECT  AND  LEASING 
PROGRAM  ASSESSMENT,  — In  carrying  out  the  assessment  required  by  paragraph 
(1){K)^  the  private  sector  entity  or  entities  shall  do  the  following: 

(i)  Review  the  process  of  the  Department  for  identifying  and  designing  proposals 
for  construction  and  maintenance  projects  at  medical  facilities  of  the  Department  and 
leases  for  medical  facilities  of  the  Department 

(ii)  Assess  the  process  through  which  the  Department  determines  the  following: 

(I)  That  a  construction  or  maintenance  project  or  lease  is  necessary  with 

respect  to  a  medical  facility  or  proposed  medical  facility  of  the 
Department. 

(II)  The  proper  size  of  such  medical  facility  or  proposed  medical  facility  with 
respect  to  treating  veterans  in  the  catchment  area  of  such  medical  facility  or 
proposed  medical  facility. 

(iii)  Assess  the  management  processes  of  the  Department  with  respect  to  the 
capital  management  programs  of  the  department,  including  processes  relating  to  the 
methodology  for  construction  and  design  of  medical  facilities  of  the  Department  the 
management  of  projects  relating  to  the  construction  and  design  of  such  facilities^  and 
the  activation  of  such  facilities, 

(iv)  Assess  the  medical  facility  leasing  program  of  the  Department. 

(3)  TIMING.  —  The  private  sector  entity  or  entities  carrying  out  the  assessment  required 
by  paragraph  (1)  shall  complete  such  assessment  not  later  than  240  days  after  entering  into 
the  contract  described  in  such  paragraph* 

(b)  PRIVATE  SECTOR  ENTITIES  DESCRIBED,- A  private  entity  described  in  this 
subsection  is  a  private  entity  that  — 
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(1)  has  experience  and  proven  outcomes  in  optimizing  the  performance  of  the  health 
care  delivery  systems  of  the  Veterans  Health  Administration  and  the  private  sector  and  in 
health  care  management;  and 

(2)  specializes  in  implementing  large-scale  organizational  and  cultural  transform  a  tions^ 
especially  with  respect  to  health  care  delivery  systems. 

(c)  PROGRAM  INTEGRATOR. - 

(1)  IN  GENERAL.  — If  the  Secretary  enters  into  contracts  with  more  than  one  private 
sector  entity  under  subsection  (a),  the  Secretary  shall  designate  one  such  entity  that  is 
predominately  a  health  care  organization  as  the  program  integrator. 

(2)  RESPONSIBILITIES.— The  program  integrator  designated  pursuant  to  paragraph  (1) 
shall  be  responsible  for  coordinating  the  outcomes  of  the  assessments  conducted  by  the 
private  entities  pursuant  to  such  contracts. 

(d)  REPORT  ON  ASSESSMENT.  - 

(1)  IN  GENERAL.  — Not  later  than  60  days  after  completing  the  assessment  required  by 
subsection  (a)^  the  private  sector  entity  or  entities  carrying  out  such  assessment  shall  submit 
to  the  Secretary  of  Veterans  Affairs,  the  Committee  on  Veterans^  Affairs  of  the  Senate,  the 
Committee  on  Veterans'  Affairs  of  the  House  of  Representatives,  and  the  Commission  on 
Care  established  under  section  202  a  report  on  the  findings  and  recommendations  of  the 
private  sector  entity  or  entities  with  respect  to  such  assessment. 

(2)  PUBLICATION.  — Not  later  than  30  days  after  receiving  the  report  under  paragraph 
(1),  the  Secretary  shall  publish  such  report  in  the  Federal  Register  and  on  an  Internet  website 
of  the  Department  of  Veterans  Affairs  that  is  accessible  to  the  public. 

(e)  NON-DEPARTMENT  FACILITIES  DEFINED. -In  this  section,  the  term  ^'non- 
Department  facilities"  has  the  meaning  given  that  term  in  section  1701  of  title  38,  United  States 
Code. 

SEC,  202,  COMMISSION  ON  CARE, 

(a)  ESTABLISHMENT  OF  COMMISSION. - 

(1)  IN  GENERAL.  — There  is  established  a  commission,  to  be  known  as  the  "Commission 
on  Care"  (in  this  section  referred  to  as  the  "Commission"),  to  examine  the  access  of  veterans 
to  health  care  from  the  Department  of  Veterans  Affairs  and  strategically  examine  how  best 
to  organize  the  Veterans  Health  Administration,  locate  health  care  resources,  and  deliver 
health  care  to  veterans  during  the  20-year  period  beginning  on  the  date  of  the  enactment  of 
this  Act. 

(2)  MEMBERSHIP. - 

(A)  VOTING  MEMBERS.  — The  Commission  shall  be  composed  of  15  voting 

members  who  are  appointed  as  follows: 

(i)  Three  members  appointed  by  the  Speaker  of  the  House  of  Representatives,  at 
least  one  of  whom  shall  be  a  veteran. 
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(ii)  Three  members  appointed  by  the  Minority  Leader  of  the  House  of 
Representatives,  at  least  one  of  whom  shall  be  a  veteran. 

(iii)  Three  members  appointed  by  the  Majority  Leader  of  the  Senate,  at  least  one 
of  whom  shall  be  a  veteran. 

(iv)  Three  members  appointed  by  the  Minority  Leader  of  the  Senate,  at  least  one 
of  whom  shall  be  a  veteran. 

(v)  Three  members  appointed  by  the  President,  at  least  two  of  whom  shall  be 
veterans. 

(B)  QUALIFICATIONS.  —  Of  the  members  appointed  under  subparagraph  (A)  — 

(i)  at  least  one  member  shall  represent  an  organization  recognized  by  the 
Secretary  of  Veterans  Affairs  for  the  representation  of  veterans  under  section  5902  of 
title  38,  United  States  Code; 

(ii)  at  least  one  member  shall  have  experience  as  senior  management  for  a  private 
integrated  health  care  system  with  an  annual  gross  revenue  of  more  than 
$50,000,000; 

(iii)  at  least  one  member  shall  be  familiar  with  government  health  care  systems, 
including  those  systems  of  the  Department  of  Defense,  the  Indian  Health  Service, 
and  Federally-qualified  health  centers  (as  defined  in  section  1905(1) (2) (B)  of  the 
Social  Security  Act  {42  U.S.C.  1396d(l)(2)(B))); 

(iv)  at  least  one  member  shall  be  familiar  with  the  Veterans  Health 
Administration  but  shall  not  be  currently  employed  by  the  Veterans  Health 
Administration;  and 

(v)  at  least  one  member  shall  be  familiar  with  medical  facility  construction  and 
leasing  projects  carried  out  by  government  entities  and  have  experience  in  the 
building  trades,  including  construction,  engineering,  and  architecture. 

I  DATE.  —  The  appointments  of  members  of  the  Commission  shall  be  made  not  later 
than  1  year  after  the  date  of  the  enactment  of  this  Act. 

(3)  PERIOD  OF  APPOINTMENT. - 

(A)  IN  GENERAL.  —  Members  shall  be  appointed  for  the  life  of  the  Commission. 

(B)  VACANCIES.  —  Any  vacancy  in  the  Commission  shall  not  affect  its  powers,  but 
shall  be  filled  in  the  same  manner  as  the  original  appointment. 

(4)  INITIAL  MEETING.  —  Not  later  than  15  days  after  the  date  on  which  eight  voting 
members  of  the  Commission  have  been  appointed,  the  Commission  shall  hold  its  first 
meeting. 

(5)  MEETINGS. —  The  Commission  shall  meet  at  the  call  of  the  Chairperson. 

(6)  QUORUM.  — A  majority  of  the  members  of  the  Commission  shall  constitute 
a  quorum,  but  a  lesser  number  of  members  may  hold  hearings. 
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(7)  CHAIRPERSON  AND  VICE  CHAIRPERSON.  -  The  President  shall  designate 
a  member  of  the  commission  to  serve  as  Chairperson  of  the  Commission.  The  Commission 
shall  select  a  Vice  Chairperson  from  among  its  members* 

(b)  DUTIES  OF  COMMISSION, - 

(1)  EVALUATION  AND  ASSESSMENT,  — The  Commission  shall  undertake 

a  comprehensive  evaluation  and  assessment  of  access  to  health  care  at  the  Department  of 
Veterans  Affairs. 

(2)  MATTERS  EVALUATED  AND  ASSESSED.  —  In  undertaking  the  comprehensive 
evaluation  and  assessment  required  by  paragraph  (1),  the  Commission  shall  evaluate  and 
assess  the  results  of  the  assessment  conducted  by  the  private  sector  entity  or  entities  under 
section  201,  including  any  findings,  data,  or  recommendations  included  in  such  assessment* 

(3)  REPORTS.  — The  Commission  shall  submit  to  the  President,  tlrrough  the  Secretary  of 
Veterans  Affairs,  reports  as  follows: 

(A)  Not  later  than  90  days  after  the  date  of  the  initial  meeting  of  the  Commission, 
an  interim  report  on  — 

(i)  the  findings  of  the  Commission  with  respect  to  the  evaluation  and  assessment 
required  by  this  subsection;  and 

(ii)  such  recommendations  as  the  Commission  may  have  for  legislative  or 
administrative  action  to  improve  access  to  health  care  through  the  Veterans  Health 
Administration. 

(B)  Not  later  than  180  days  after  the  date  of  the  initial  meeting  of  the  Commission, 
a  final  report  on  — 

(i)  the  findings  of  the  Commission  with  respect  to  the  evaluation  and  assessment 
required  by  this  subsection;  and 

(ii)  such  recommendations  as  the  Commission  may  have  for  legislative  or 
administrative  action  to  improve  access  to  health  care  through  the  Veterans  Health 
Administration, 

(c)  POWERS  OF  THE  COMMISSION. - 

(1)  HEARINGS.  — The  Commission  may  hold  such  hearings,  sit  and  act  at  such  times 
and  places,  take  such  testimony,  and  receive  such  evidence  as  the  Commission  considers 
advisable  to  carry  out  this  section. 

(2)  INFORMATION  FROM  FEDERAL  AGENCIES* -The  Commission  may  secure 
directly  from  any  Federal  agency  such  information  as  the  Commission  considers  necessary 
to  carry  out  this  section.  Upon  request  of  the  Chairperson  of  the  Commission,  the  head  of 
such  agency  shall  furnish  such  information  to  the  Commission. 

(d)  COMMISSION  PERSONNEL  MATTERS* - 

(1)  COMPENSATION  OF  MEMBERS. - 

(A)  IN  GENERAL*  —  Each  member  of  the  Commission  who  is  not  an  officer  or 
employee  of  the  Federal  Government  shall  be  compensated  at  a  rate  equal  to  the  daily 
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equivalent  of  the  annual  rate  of  bask  pay  prescribed  for  level  IV  of  Ihe  Executive 
Schedule  under  section  5315  of  title  5^  United  States  Code^  for  each  day  (including  travel 
time)  during  which  such  member  is  engaged  in  the  performance  of  the  duties  of  the 
Commission. 

(B)  OFFICERS  OR  EMPLOYEES  OF  THE  UNITED  STATES.  -  All  members  of  the 
Commission  who  are  officers  or  employees  of  the  United  States  shall  serve  without 
compensation  in  addition  to  that  received  for  their  services  as  officers  or  employees  of 
the  United  States. 

(2)  TRAVEL  EXPENSES.  —  The  members  of  the  Commission  shall  be  allowed  travel 
expenses^  including  per  diem  in  lieu  of  subsistence,  at  rates  authorized  for  employees  of 
agencies  under  subchapter  I  of  chapter  57  of  title  5,  United  States  Code,  while  away  from 
their  homes  or  regular  places  of  business  in  the  performance  of  services  for  the  Commission. 

(3)  STAFF. - 

(A)  IN  GENERAL.  — The  Chairperson  of  the  Commission  may,  without  regard  to  the 
civil  service  laws  and  regulations,  appoint  and  terminate  an  executive  director  and  such 
other  additional  personnel  as  may  be  necessary  to  enable  the  Commission  to  perform  its 
duties.  The  employment  of  an  executive  director  shall  be  subject  to  confirmation  by  the 
Commission. 

(B)  COMPENSATION.  — The  Chairperson  of  the  Commission  may  fix  the 
compensation  of  the  executive  director  and  other  personnel  without  regard  to  chapter  51 
and  subchapter  III  of  chapter  53  of  title  5,  United  States  Code,  relating  to  classification  of 
positions  and  General  Schedule  pay  rates,  except  that  the  rate  of  pay  for  the  executive 
director  and  other  personnel  may  not  exceed  the  rate  payable  for  level  V  of  the 
Executive  Schedule  under  section  5316  of  such  title. 

(4)  DETAIL  OF  GOVERNMENT  EMPLOYEES.  — Any  Federal  Government  employee 
may  be  detailed  to  the  Commission  without  reimbursement,  and  such  detail  shall  be 
without  interruption  or  loss  of  civil  service  status  or  privilege. 

(5)  PROCUREMENT  OF  TEMPORARY  AND  INTERMITTENT  SERVICES. -The 
Chairperson  of  the  Commission  may  procure  temporary  and  intermittent  services  under 
section  3109(b)  of  title  5,  United  States  Code,  at  rates  for  individuals  that  do  not  exceed  the 
daily  equivalent  of  the  annual  rate  of  basic  pay  prescribed  for  level  V  of  the  Executive 
Schedule  under  section  5316  of  such  title. 

(e)  TERMINATION  OF  THE  COMMISSION.  — The  Commission  shall  terminate  30  days 
after  the  date  on  which  the  Commission  submits  the  report  under  subsection  (b)(3)(B). 

(f)  FUNDING. —  The  Secretary  of  Veterans  Affairs  shall  make  available  to  the  Commission 
from  amounts  appropriated  or  otherwise  made  available  to  the  Secretary  such  amounts  as  the 
Secretary  and  the  Chairperson  of  the  Commission  jointly  consider  appropriate  for  the 
Commission  to  perform  its  duties  under  this  section. 

(g)  EXECUTIVE  ACTION. - 

(1)  ACTION  ON  RECOMMENDATIONS.  —  The  President  shall  require  the  Secretary  of 
Veterans  Affairs  and  such  other  heads  of  relevant  Federal  departments  and  agencies  to 
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implement  each  recommendation  set  forth  in  a  report  submitted  under  subsection  (b)(3)  that 
the  President  — 

(A)  considers  feasible  and  advisable;  and 

(B)  determines  can  be  implemented  without  further  legislative  action. 

(2)  REPORTS,  —  Not  later  than  60  days  after  the  date  on  which  the  President  receives 
a  report  under  subsection  (b)(3),  the  President  shall  submit  to  the  Committee  on  Veterans' 
Affairs  of  the  Senate  and  the  Committee  on  Veterans'  Affairs  of  the  House  of 
Representatives  and  such  other  committees  of  Congress  as  the  President  considers 
appropriate  a  report  setting  forth  the  following: 

(A)  an  assessment  of  the  feasibility  and  advisability  of  each  recommendation 
contained  in  the  report  received  by  the  President. 

(B)  For  each  recommendation  assessed  as  feasible  and  advisable  under 
subparagraph  (A)  the  following: 

(i)  Whether  such  recommendation  requires  legislative  action. 

(ii)  If  such  recommendation  requires  legislative  action,  a  recommendation 
concerning  such  legislative  action, 

(iii)  A  description  of  any  administrative  action  already  taken  to  carry  out  such 
recommendation, 

(iv)  A  description  of  any  administrative  action  the  President  intends  to  be  taken 
to  carry  out  such  recommendation  and  by  whom. 


H.R.  4437;  Extension  of  Deadline  for  Submittal  of 
Final  Report  by  Commission  on  Care 


[114'^  Congress  Public  Law  131] 
[[Page  130  ST  AT.  292]] 
Public  Law  114-131 
114*  Congress 


An  Act 

To  extend  the  deadline  for  the  submittal  of  the  final  report  required  by  the  Commission  on 
Care. 

Be  it  enacted  by  the  Senate  and  House  of  Representatives  of  the  United  States  of  America  in 
Congress  assembled, 

SECTION  1.  38  use  1701;  EXTENSION  OE  DEADLINE  EOR  SUBMITTAL  OE  FINAL  REPORT 
BY  COMMISSION  ON  CARE. 
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Section  202(b)(3)(B)  of  the  Veterans  Access,  Choice,  and  Accountability  Act  of  2014, 128  Stat. 
1775  (Public  Law  113-146;  128  Stat.  1773)  is  amended  by  striking  "Not  later  than  180  days  after 
the  date  of  the  initial  meeting  of  the  Commission"  and  inserting  "Not  later  than  June  30,  2016" 

Approved  February  29,  2016. 
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DEPARTMENT  OF  VETERANS  AFFAIRS 
CHARTER  OF  THE 
COMMISSION  ON  CARE 

1.  OFFICIAL  DESIGNATION:  Commission  on  Care 

2.  AUTHORiTY:  The  Commission  on  Care  established  as  required  by  section  202 
of  the  Veterans  Access,  Choice,  and  Accountability  Act  of  2014  (VACAA),  Public 
Law  113-146,  and  operates  under  the  provisions  of  the  Federal  Advisory 
Committee  Act  (FAC A),  as  amended,  5  U.S.C.  App.  2, 

3.  OBJECTIVES  AND  SCOPE  OF  ACTIVITIES:  The  Commission  on  Care  (the 
“Commission”)  is  established  to  examine  the  access  of  Veterans  to  health  care 
from  the  Department  of  Veterans  Affairs  (VA)  and  strategically  examine  how  best 
to  organize  the  Veterans  Health  Administration  (VHA),  locate  health  care 
resources,  and  deliver  health  care  to  Veterans  during  the  20-year  period 
beginning  on  the  date  of  the  enactment  of  VACAA,  August  7,  201 4, 

4.  DUTIES  OF  THE  COMMISSION: 


A.  Evaluation  and  Assessment:  In  accordance  with  section  202(b)(1),  the 
Commission  shall  undertake  a  comprehensive  evaluation  and  assessment  of 
access  to  health  care  at  VA. 

B.  Matters  Evaluated  and  Assessed:  In  undertaking  the  comprehensive 
evaluation  and  assessment  required  by  section  202(b){1 )  of  VACAA  and 
paragraph  (4) (A)  above,  the  Commission  shall  evaluate  and  assess  the 
results  of  the  assessment  conducted  by  the  private  sector  entity  or  entities 
under  section  201  of  VACAA,  including  any  findings,  data,  or 
recommendations  included  in  such  assessment. 

C.  Reports:  In  accordance  with  section  202(b)(3)  of  VACAA,  submit  an  interim 
report  not  later  than  90  days  after  the  initial  meeting  of  the  Commission  to  the 
President,  through  the  Secretary  of  Veterans  Affairs,  and  a  final  report  not 
later  than  180  days  after  the  initial  meeting  of  the  Commission.  The  reports 
shall  include  (i)  the  findings  of  the  Commission  with  respect  to  the  evaluation 
and  assessment  required  by  section  202(b)(1):  and  (ii)  such 
recommendations  as  the  Commission  may  have  for  legislative  or 
administrative  action  to  improve  access  to  health  care  through  VHA. 

5.  OFFICIAL  TO  WHOM  THE  COMMISSION  REPORTS:  The  Commission  reports 
to  the  President,  through  the  Secretary  of  Veterans  Affairs. 

VA  is  responsible  for  ensuring  the  reporting  requirements  of  Section  6(b)  of  the 
FACA  are  fulfilled. 
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6.  OFFICE  RESPONSIBLE  FOR  PROVIDING  THE  NECESSARY  SUPPORT  FOR 

THE  COMMISSION:  VHA  is  responsible  for  providing  support  to  the 
Commission. 

7.  ESTIMATED  ANNUAL  OPERATING  COSTS  AND  STAFF-YEARS:  Annual 
operating  cost  for  the  Commission  is  estimated  at  $3,600,000  per  year,  including 
compensation  of  members  and  staff,  in  accordance  with  section  202(d)  of 
VACAA.  All  members  will  receive  travel  expenses  and  a  per  diem  allowance  in 
accordance  with  the  Federal  Travel  Regulations  for  any  travel  made  in 
connection  with  their  duties  as  members  of  the  Commission.  Approximately  1 5 
FTE  are  anticipated. 

8.  DESIGNATED  FEDERAL  OFFICER:  The  Designated  Federal  Officer  (DFO)  or 
an  Alternate  DFO,  full-time  or  permanent  part-time  VA  employees,  will  be  present 
at  all  meetings,  including  subcommittee  meetings.  The  DFO  will  work  with  the 
Commission  Chair  to  schedule  the  meetings  and  develop  meeting  agendas.  The 
DFO  is  authorized  to  adjourn  any  meeting  when  he  or  she  determines  it  is  in  the 
public  interest  to  do  so. 

9.  ESTIMATED  NUMBER  AND  FREQUENCY  OF  MEETINGS:  The  Commission 
will  meet  at  the  call  of  the  Chair  for  the  duration  of  the  Commission.  The 
Commission  may  hold  such  hearings,  sit  and  act  at  such  times  and  places,  and 
take  such  testimony,  and  receive  such  evidence  as  the  Commission  considers 
advisable  to  carry  out  its  duties  under  section  202  of  VACAA.  A  majority  of  the 
members  of  the  Commission  shall  constitute  a  quorum,  but  a  lesser  number  of 
members  may  hold  hearings. 

10.  DURATION:  The  Commission  is  subject  to  the  termination  date  as  specified 
below  in  section  1 1 . 

1 1. TERMINATION:  The  Commission  shall  terminate  30  days  after  the  date  on 
which  the  Commission  submits  the  final  report  required  by  section  202(b)(3)(B)  of 
VACAA. 

12.  MEMBERSHIP:  The  Commission  shall  be  composed  of  15  voting  members  who 
are  appointed  as  Special  Government  Employees  and  described  in  paragraph  (A) 
below  for  the  life  of  the  Commission  and  have  the  qualifications  described  in 
paragraph  (B)  below; 

A.  APPOINTMENT  AUTHORITY: 

i.  Three  members  appointed  by  the  Speaker  of  the  House  of 
Representatives,  at  least  one  of  whom  shall  be  a  Veteran. 

ii.  Three  members  appointed  by  the  Minority  Leader  of  the  House  of 
Representatives,  at  least  one  of  whom  shall  be  a  Veteran. 
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iii.  Three  members  appointed  by  the  Majority  Leader  of  the  Senate,  at  least 
one  of  whom  shall  be  a  Veteran. 

iv.  Three  members  appointed  by  the  Minority  Leader  of  the  Senate,  at  least 
one  of  whom  shall  be  a  Veteran. 

V.  Three  members  appointed  by  the  President,  at  least  two  of  whom  shall  be 
Veterans. 

B  QUALIFICATIONS:  Of  the  members  appointed  under  12(A)  - 

i.  At  least  one  member  shall  represent  an  organization  recognized  by  the 
Secretary  of  Veterans  Affairs  for  the  representation  of  Veterans  under  38 
U.S.C,  5902; 

ii.  At  least  one  member  shall  have  experience  as  senior  management  for  a 
private  integrated  health  care  system  with  an  annual  gross  revenue  of 
more  than  $50,000,000; 

iii.  At  least  one  member  shall  be  familiar  with  government  health  care 
systems,  including  those  systems  of  the  Department  of  Defense,  the 
Indian  Health  Service,  and  Federally-qualified  health  centers  (as  defined 
by  In  section  1 905(1)  (2) (B)  of  the  Social  Security  Act  (42  U.S.C. 
1396d{1)(2)(B)): 

iv.  At  least  one  member  shall  be  familiar  with  VHA  but  shall  not  be  currently 
employed  by  VHA;  and 

V.  At  least  one  member  shall  be  familiar  with  medical  facility  construction 
and  leasing  projects  carried  out  by  government  entities  and  have 
experience  in  the  building  trades,  including  construction,  engineering, 
and  architecture, 

C.  CHAIRPERSON  AND  VICE  CHAIRPERSON:  The  President  shall  designate 

a  member  of  the  Commission  to  serve  as  Chairperson  of  the  Commission. 

The  Commission  shall  select  a  Vice  Chairperson  from  among  Its  members. 

D.  VACANCIES;  If  a  vacancy  occurs,  it  shall  be  filled  in  the  same  manner  as  the 

original  appointment. 

13. SUBCOMMITTEES:  The  Commission  is  authorized  to  establish  subcommittees, 
with  DFO  approval,  to  perform  specific  projects  or  assignments  as  necessary  and 
consistent  with  its  mission.  The  Commission  Chair  shall  notify  the  Secretary, 
through  the  DFO,  of  the  establishment  of  any  subcommittee,  including  its 
function,  membership,  and  estimated  duration.  Subcommittees  will  report  back 
to  the  Commission. 

1 4.  RECORDKEEPING:  Records  of  the  Committee  shall  be  handled  in  accordance 
with  General  Records  Schedule  26  or  other  approved  agency  records  disposition 
schedules.  Those  records  shall  be  available  for  public  inspection  and  copying, 
subject  to  the  Freedom  of  Information  Act  5,  U.S.C.  552. 


273 

Page  290  of  974 


Commission‘On-Care_Fjna[-Report_06301 6_F0R-WEB.pdf  for  Printed  Item:  1  {  Attachment  1  of  4) 


Commission  on  Care  Final  Report 


15.  DATE  CHARTER  IS  FILED: 


Approved: 

Robert  A.  McDonald 
Secretary  of  Veterans  Affairs 
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Nancy  M,  Schlichting,  Chairperson 

Appointed  by  President  Barctck  Obama 

Nancy  M.  Schlichting  is  Chief  Executive  Officer  of  Henry  Ford  Health  System  (HFHS)^  a 
nationally  recognized  $5  billion  health  care  organization  with  27,000  employees  and  recipient  of 
the  2011  Malcolm  Baldrige  National  Quality  Award,  2011  John  M.  Eisenberg  Patient  Safety 
Quality  Award,  and  2004  Foster  G.  McGaw  Award.  She  is  credited  with  leading  the  health 
system  through  a  dramatic  financial  turnaround  and  for  award-winning  patient  safety, 
customer  service  and  diversity  initiatives. 

Schlichting  joined  HFHS  in  1998  as  its  Senior  Vice  President  and  Chief  Administrative  Officer, 
served  as  Executive  Vice  President  and  Chief  Operating  Officer,  President  and  CEO  of  Henry 
Ford  Hospital  and  was  named  President  and  CEO  of  the  System  in  2003.  Her  career  in  health 
care  administration  spans  over  35  years  of  experience  in  senior  level  executive  positions. 

Schlichting  serves  on  several  national  and  community  boards  including  The  Kresge  Foundation, 
Walgreens  Boots  Alliance,  the  Federal  Reserve  Bank  of  Chicago  -  Detroit  Branch,  the  Detroit 
Regional  Chamber,  the  Detroit  Economic  Club,  and  the  Downtown  Detroit  Partner sliip.  Nancy 
is  also  a  Fellow  of  the  American  College  of  Healthcare  Executives. 

In  2015,  Schlichting  was  honored  as  one  of  the  100  Most  Influential  People  in  Healthcare  by 
Modern  Healthcare  magazine,  the  eighth  time  she  received  this  recognition.  She  was  also 
named  to  the  Top  25  Women  in  Healthcare  by  Modern  Healthcare,  the  fourth  time  she  received 
this  recognition  and  the  only  Michigander  named  to  the  list.  Her  other  awards  include:  NCHL 
Gail  L.  Warden  Leadership  Excellence  award,  ACHE  Senior-Level  Healthcare  Executive 
Regent's  Award,  AHA/HRET  2014  TRUST  Award,  Becker's  Hospital  Review  "40  of  the 
Smartest  People  in  Healthcare- 2014,"  Crain's  Detroit  Business  "2012  Newsmaker  of  the  Year," 
HealthLeaders  Media  "20  People  Who  Make  Healthcare  Better-2012,"  and  most  recently  was 
named  one  of  "Crain's  100  Most  Influential  Women  in  Michigan." 

Author  of  the  acclaimed  book.  Unconventional  Leadership,  Schlichting  is  a  highly  regarded 
expert  and  accomplished  speaker  on  strategic  leadership,  quality,  patient/  family-centered  care, 
and  diversity. 

Schlichting  received  her  A.B.  in  Public  Policy  Studies,  Magna  Cum  Laude  from  Duke  University 
and  her  M.B.  A.  from  Cornell  University.  She  has  also  been  the  recipient  of  honorary  doctoral 
degrees  from  Walsh  College,  Eastern  Michigan  University  and  Central  Michigan  University. 
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Delos  M,  (Toby)  Cosgrove,  MD,  Vice  Chairperson 

Appointed  by  Speaker  of  the  House  John  Boehner 

Toby  Cosgrove,  CEO  of  Cleveland  Clinic,  presides  over  a  $6.2  billion  health  care  system 
comprising  Cleveland  Clinic,  eight  community  hospitals,  16  family  health  and  ambulatory 
surgery  centers,  Cleveland  Clinic  Florida,  the  Lou  Ruvo  Center  for  Brain  Health  in  Las  Vegas, 
Cleveland  Clinic  Toronto,  and  Cleveland  Clinic  Abu  Dhabi.  His  leadership  has  emphasized 
patient  care  and  patient  experience,  including  the  reorganization  of  clinical  services  into  patient- 
centered,  organ-  and  disease-based  institutes.  He  launched  major  wellness  initiatives  for 
patients,  employees,  and  communities.  Under  his  leadership,  Cleveland  Clinic  has  consistently 
been  named  among  America's  top  four  hospitals  by  U.S*  News  &  World  Report  and  is  one  of 
only  two  hospitals  named  among  America's  99  Most  Ethical  Companies  by  the  Ethisphere 
Institute. 

Cosgrove  was  a  surgeon  in  the  U.S.  Air  Force  and  served  in  Da  Nang,  Republic  of  Vietnam,  as 
the  chief  of  U.S.  Air  Force  casualty  staging  flight.  He  received  the  Bronze  Star  and  the  Republic 
of  Vietnam  Commendation  Medal. 

He  has  published  nearly  450  journal  articles,  book  chapters,  one  book,  and  17  training  and 
continuing  medical  education  films.  He  performed  more  than  22,000  operations  and  earned  an 
international  reputation  for  expertise  in  all  areas  of  cardiac  surgery,  especially  valve  repair.  As 
an  innovator,  Cosgrove  has  30  patents  filed  for  developing  medical  and  clinical  products  used 
in  surgical  environments. 

Cosgrove  received  his  medical  degree  from  the  University  of  Virginia  School  of  Medicine  in 
Charlottesville,  VA,  and  completed  his  clinical  training  at  Massachusetts  General  Hospital, 
Boston  Children's  Hospital,  and  Brook  General  Hospital  in  London.  He  received  a  BA  in 
biology  from  Williams  College  in  Williamstown,  MA, 

Michael  A.  Bleaker 

Appointed  by  House  Minority  Leader  Nancy  Pelosi 

Michael  Blecker  has  been  associated  with  Swords  to  Plowshares  since  1976  and  has  served  as 
Executive  Director  since  1982.  The  agency  was  started  in  1974  by  returning  Vietnam  veterans 
and  VISTA  volunteers  assigned  to  the  VA  regional  office  in  San  Francisco. 

In  the  1980s,  when  homelessness  exploded.  Swords  to  Plowshares  started  a  transitional  housing 
program  with  funding  support  from  VA  and  the  city  and  county  of  San  Francisco.  Swords  to 
Plowshares  continues  to  provide  housing,  employment,  case  management,  and  benefits 
advocacy  for  veterans  from  offices  in  San  Francisco  and  Oakland.  In  2005,  the  Iraq  Vet  Project 
(IVP)  was  established  to  help  veterans  of  those  wars  and  to  shape  policies  affecting  them. 
Recognizing  Swords  to  Plowshares'  long  and  effective  history  of  challenging  and  shaping 
public  policy  with  regard  to  veterans,  in  2011,  the  IVP  became  known  as  the  Institute  for 
Veterans  Policy. 

Under  Blecker' s  leadership.  Swords  to  Plowshares'  annual  budget  has  grown  from  $75,000  to 
nearly  $16  million.  He  has  a  nationwide  reputation  for  dedicated  service  and  as  an  authority  on 
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veterans'  services  and  veterans'  rights.  He  served  on  the  Advisory  Committee  on  Homeless 
Veterans  (2002-2007)^  which  advises  the  Secretary  of  Veterans  Affairs.  He  is  cofounder  of  both 
the  National  Coalition  for  Homeless  Veterans  and  the  California  Association  of  Veterans^ 
Service  Agencies.  He  has  served  on  the  Congressional  Commission  on  Service  Members  and 
Veterans  Transition  Assistance,  the  California  Senate  Commission  on  Homeless  Veterans,  the 
San  Francisco  Mayor's  Homeless  Planning  Committee,  the  National  Agent  Orange  Settlement 
Advisory  Board,  The  Agent  Orange  Iriformation  Center,  and  the  Veterans  Speakers  Alliance. 

Blecker  served  in  the  U.S.  Army  as  a  combat  infantryman  in  Vietnam  in  1968-69  with  the 
101®^  Airborne  Division,  achieving  the  rank  of  E-5.  He  received  an  AB  degree  in  criminology 
from  University  of  California,  Berkeley  and  a  JD  degree  from  New^  College  of  California  Law 
School. 

David  P,  Blom 

Appoin  ted  by  Speaker  of  the  House  John  Boehner 

David  Blom  has  been  instrumental  in  the  development  and  growth  of  the  OhioHealth  system. 
He  has  served  as  president  of  OhioHealth's  central  Ohio  hospitals  — Grant  Medical  Center, 
Riverside  Methodist  Hospital,  and  Doctors  Hospital  —  while  also  serving  as  executive  vice 
president  and  chief  operating  officer  of  OhioHealth,  He  was  named  president  and  CEO  of 
OhioHealth  in  March  2002.  He  has  a  track  record  of  achievement  with  a  solid  understanding  of 
complex  issues  facing  health  care  delivery.  He  has  expertise  in  leading  strategic  initiatives, 
managing  and  developing  human  capital,  improving  profitability,  and  improving  quality  of 
care  and  customer  experience. 

Blom  maintains  many  professional  and  community  affiliations,  currently  serving  as  a  board 
member  of  the  Voluntary  Hospitals  of  America  (VHA),  a  member  and  treasurer  of  Columbus' 
Downtown  Development  Corporation  (CDDC),  member  of  the  Columbus  Partnership,  and 
member  of  the  local  World  President's  Organization  (WPO).  In  2001,  he  was  named  a  Top  100 
Business  Leader  by  Smart  Business  and  in  2012  CEO  of  the  Year  by  Columbus  CEO  Magazine. 

He  received  a  BA  from  Ohio  State  University  and  an  MA  in  health  care  administration  from  The 
George  Washington  University. 

David  W,  Gorman 

Appointed  by  President  Barack  Obama 

David  Gorman  is  a  retired,  combat-disabled  veteran  of  the  Vietnam  War,  who  was  appointed 
executive  director  of  the  Disabled  American  Veterans  (DAV)  National  Service  and  Legislative 
Headquarters  in  Washington,  DC  in  1995.  His  responsibilities  include  oversight  of  the  DAV 
National  Service,  Legislative,  and  Voluntary  Service  Programs.  He  is  the  organization's 
principal  spokesperson  before  Congress,  the  White  House,  and  the  U,S.  Department  of  Veterans 
Affairs. 

Gorman  entered  the  U.S.  Army  in  1969  and  served  with  the  173^^  Airborne  Brigade,  the  famed 
"Sky  Soldiers"  of  the  Vietnam  War.  During  a  campaign  to  secure  an  area  in  Central  Vietnam 


277 

Page  294  of  974 


Commission‘On-Care_nnal“Report_06301 6_F0R-WEB.pdf  for  Printed  Item:  1  {  Attachment  1  of  4) 


Commission  on  Care  Final  Report 


where  U.S.  forces  suffered  extremely  high  casualties,  Mr.  Gorman  was  severely  wounded.  His 
wounds  required  amputation  of  both  legs. 

Discharged  from  the  Army  in  1970,  he  immediately  joined  the  DAV  and  is  currently  a  life 
member  of  the  DA  Vs  National  Amputation  Chapter  and  DAV  Chapter  39  in  Greer,  SC. 

Gorman  retired  from  his  post  executive  director  at  the  Washington  Headquarters  for  Disabled 
American  Veterans  and  now  resides  in  Simpsonville,  SC.  Gorman  attended  Cape  Cod 
Community  College. 

The  Honorable  Thonnas  E_  Harvey,  Esq. 

Appointed  by  Senate  Majority  Leader  Mitch  McConnell 

Thomas  Harvey  is  a  Vietnam  combat  veteran  whose  decorations  include  the  Silver  Star,  the 
Purple  Heart  and  12  others  for  valor  and  service.  In  Vietnam,  he  spent  a  year  as  a  company 
commander  with  the  173^^  Airborne  brigade  and  a  year  and  a  half  as  an  advisor  with  the 
Vietnamese  Airborne  Division. 

A  lawyer  by  training,  Harvey  has  spent  much  of  his  professional  career  working  with  veterans 
and  issues  of  concern  to  them.  He  has  served  as  Chief  Counsel  and  Staff  Director  of  the  Senate 
Veterans  Affairs  Committee,  Deputy  Administrator  of  the  Veterans  Administration,  and 
Assistant  Secretary  for  Congressional  Affairs  of  the  Department  of  Veterans  Affairs.  Following 
5  years  with  a  major  Wall  Street  law  firm,  Harvey  came  to  Washington,  DC,  in  1977  as  a  White 
House  fellow,  serving  as  an  assistant  to  ADM  Stansfield  Turner,  then  director  of  the  Central 
Intelligence  Agency.  He  has  also  served  in  the  Department  of  Defense  and  as  General  Counsel 
and  Congressional  Liaison  of  the  United  States  Information  Agency.  For  5  years,  he  was  Senior 
Counselor  of  the  Institute  of  International  Education,  which  administers  the  Fulbright  Program 
on  behalf  of  the  U.S.  Department  of  State,  as  well  as  a  number  of  other  international  educational 
exchange  programs. 

He  currently  serves  on  the  boards  of  the  Milbank  Memorial  Fund,  the  focus  of  which  is  public 
health  policy,  and  of  the  Art  Students  League  of  New  York,  where  he  studies  watercolor 
painting.  He  holds  both  BA  and  JD  degrees  from  the  University  of  Notre  Dame  and  a  LLM 
degree  from  the  New  York  University  School  of  Law. 

Maj.  Stewart  M,  Hickey,  USMC  (ret.) 

Appointed  by  Senate  Majority  Leader  Mitch  McConnell 

Since  2011,  Stewart  Hickey  has  served  as  American  Veterans  (AMVETS)  National  Executive 
Director,  operating  the  nation's  fourth  largest  congressionally  chartered  veterans  service 
organization  and  its  subordinate  organizations,  and  the  daily  advocacy  of  issues  affecting 
veterans,  national  security,  foreign  affairs,  and  the  economy. 

Previously,  Hickey  was  chief  executive  officer  for  the  Hyndman  (Pennsylvania)  Area  Health 
Center,  a  multisite  community  health  center  providing  medical  and  dental  services  to  several 
counties  of  Pennsylvania,  West  Virginia,  and  Maryland.  His  health  care  administration 
experience  includes  serving  as  chief  human  resources  officer  and  chief  operating  officer  of 
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Western  Maryland  Hospital  Center  in  Hagerstown,  Maryland,  a  123-bed  Joint  Commission  on 
Accreditation  of  Healthcare  Organizations  accredited,  long-term  care  and  sub-acute  hospital 
with  rehabilitation,  occupational  therapy,  physical  therapy,  and  respiratory  care. 

Hickey  enlisted  in  the  U.S.  Marine  Corps  Reserve  in  February  1977,  in  Cumberland,  MD,  as  an 
infantryman,  and  transferred  to  platoon  leaders  class  in  the  summer  of  1978.  He  served  in 
Operation  Desert  Storm  and  Desert  Shield  and  was  awarded  a  Bronze  Star  Medal  with  Combat 
"  for  his  achievements  as  commanding  officer,  Company  D,  Third  Tank  Battalion,  Task  Force 
RIPPER,  Marine  Division,  I  Marine  Expeditionary  Force,  Saudi  Arabia  from  September  1990 
to  February  1991,  His  military  education  includes  the  Basic  School,  Armor  Officer  Basic, 
Amphibious  Warfare  School,  Armor  Officer  Advanced  Course,  and  Marine  Corps  Command 
and  Staff  College. 

Hickey  resides  on  his  family  farm  in  Cumberland  Valley  Township  in  McConnellsburg,  PA.  He 
and  his  wife,  Ellen,  have  five  cMldren:  Monroe,  Ali,  Charles,  Andrew,  and  Bryce.  Three  of  his 
sons,  Andrew,  Monroe,  and  Charles,  followed  their  father's  path  and  currently  serve  in  the 
U.S,  military. 

Hickey  received  a  BA  in  history  from  Penn  State  University  and  an  MA  in  management  from 
Webster  University. 

Rear  Adm.  Joyce  M.  Johnson,  DO,  US  PHS  (ret.) 

Appointed  by  President  Barack  Obama 

Joyce  Johnson  is  a  physician  with  senior  public  health  leadership  experience  in  civilian  and 
military  sectors. 

Johnson  served  in  the  U.S.  Public  Health  Service  (Rear  Admiral,  Upper  Half).  Her  last  active- 
duty  assignment  was  with  the  U.S.  Coast  Guard  as  Director,  Health  and  Safety  ("surgeon 
generaT').  She  managed  the  Coast  Guard's  health  care  system,  including  150  sickbays  and 
clinics,  and  coordinated  both  medical  and  behavioral  health  care  for  the  beneficiary  population. 
She  also  had  responsibility  for  the  Coast  Guard's  safety  and  work-life  programs.  She  held  a  Top 
Secret  security  clearance. 

Other  government  assignments  included  senior  scientific  and  management  positions  with  the 
Food  and  Drug  Administration  (pharmaceutical  safety  and  post-market  surveillance)  and  the 
Substance  Abuse  and  Mental  Health  Services  Administration.  She  has  held  clinical  positions  at 
the  National  Institute  of  Mental  Health  and  the  Department  of  Veterans  Affairs.  At  the  Centers 
for  Disease  Control  and  Prevention,  she  was  an  Epidemiologic  Intelligence  Service  (EIS)  Officer 
and  staff  epidemiologist  in  the  Center  for  Infectious  Disease. 

In  the  private  sector,  Johnson  served  as  vice  president,  health  sciences  and  chief  medical  officer 
for  a  large  research  organization,  where  she  managed  a  portfolio  of  government  contracts, 
including  laboratory  and  social  sciences  research,  and  held  a  top  secret  security  clearance. 

Johnson  is  an  osteopathic  physician  board  certified  in  psychiatry  and  public  health/ preventive 
medicine.  She  is  also  a  certified  clinical  pharmacologist  and  certified  addiction  specialist.  In 
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addition  to  her  medical  degree,  she  earned  a  master's  degree  in  hospital  and  health 
administration.  She  has  been  conferred  six  honorary  doctoral  degrees.  She  is  a  Distinguished 
Life  Fellow  of  the  American  Psychiatric  Association. 

Johnson  has  extensive  international  health  experience  on  all  seven  continents.  She  has  particular 
interests  in  global  mental  health,  health  systems  development,  infectious  disease,  and  disaster 
relief.  She  has  led  five  Flag  Expeditions  with  the  Explorers  Club.  For  more  than  a  decade  she 
has  been  a  consultant  to  the  National  Science  Foundation  on  the  health  care  system  in 
Antarctica. 

Johnson  recently  coauthored  the  book,  Lizard  Bites  and  Street  Riots,  Travel  Emergencies  and 
Your  Health,  Safety  and  Security,  and  writes  a  monthly  medical  column.  She  is  a  Clinical 
Professor  and  Adjunct  Professor  at  Georgetown  University.  She  has  served  on  expert 
committees  including  the  Committee  on  Substance  Abuse  in  the  Military,  National  Academy  of 
Medicine.  She  is  active  in  numerous  professional  associations  including  the  American 
Psychiatric  Association,  serving  on  the  Committee  on  Psychiatric  Dimensions  of  Disasters;  the 
American  Osteopathic  Association,  serving  on  the  Bureau  of  International  Osteopathic 
Medicine;  and  the  Explorers  Club,  serving  on  the  Medical  Committee. 

The  Honorable  Ikranrs  U.  Khan,  MD 

Appointed  by  Senate  Minority  Leader  Harri/  Reid 

Ikram  Khan  currently,  he  is  president  and  50-percent  partner  of  Quality  Care  Consultants,  LLC, 
founded  in  March  1992.  The  company  provides  consultant  services  in  health  care  strategy  and 
policy  development  for  employers  and  other  health  care  organizations.  The  company  assists 
clients  in  development  and  implementation  of  wellness  and  disease-management  programs. 
The  company  also  develops  quality  improvement  initiatives  and  techniques  and  assists  in 
development  and  implementation  of  programs  for  cost-effective  utilization  of  medical 
resources.  Major  emphasis  is  on  clinical  outcomes  and  date  monitoring  analysis. 

Khan  is  a  member  the  United  States  Institute  of  Peace  (USIP)  Board  of  Directors;  he  was 
nominated  by  President  George  Bush,  and  confirmed  by  the  U.S.  Senate  on  June  5,  2008.  He  is 
also  currently  a  member  of  the  Nevada  Homeland  Security  Commission,  having  been 
appointed  by  the  Governor  of  Nevada. 

He  was  nominated  by  President  Clinton  and  confirmed  by  the  U.S.  Senate  to  serve  as  member 
of  The  Board  of  Regents  Uniformed  Services  University  of  Health  Sciences,  an  advisory  board 
to  U.S.  Secretary  of  Defense  (1999-2006). 

Khan  also  served  as  Special  Advisor  on  Healthcare  to  Former  Nevada  Governor  Gibbons,  was  a 
member  of  the  Nevada  Academy  of  Health  (appointed  by  Nevada  Governor  Gibbons),  and  is  a 
past  member  of  the  Nevada  Academy  of  Health  Sciences  (appointed  by  Nevada  Governor 
Kenny  Guinn).  He  is  past  member  of  Nevada  Governor's  Commission  for  Medical  Education, 
Research  and  Training  and  was  a  member  of  the  Nevada  State  Board  of  Medical  Examiners  for 
eight  years.  Dr.  Khan  received  "Special  Congressional  Recognition"  for  invaluable  community 
service  in  1994  and  a  Congressional  citation— "U.S.  Senate  -  Honoring  Dr.  Ikram  Khan"  —  on 
April  25, 1994. 
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Khan  currently  serves  as  member  on  the  board  of  trustees  at  Sunrise  Hospital  Las  Vegas-a  600 
bed  hospital.  He  has  received  recognition  as  ''Most  Iirfluential  Man  in  Southern  Nevada''  in 
2000*  He  is  also  a  recipient  of  a  Las  Vegas  Chamber  of  Commerce  community  achievement 
award  (October  1999),  and  a  "Distinguished  Community  Service  Award"  from  Anti-defamation 
League  of  B'nai  B'rith  (1994). 

November  30, 1999  was  declared  "Dr.  Ikram  U*  Khan  Day"  by  the  Governor  of  the  State  of 
Nevada,  Mayor  of  Las  Vegas,  and  the  Board  of  Commissioners  of  Clark  County. 

During  the  course  of  his  practice  as  General  Surgeon,  Khan  has  served  in  multiple  leadership 
positions  at  various  hospitals  in  Las  Vegas. 

Ikram  Khan  is  president  of  quality  Care  Consultants  LLC  in  Las  Vegas  Nevada.  He  received  a 
doctor  of  medicine  and  surgery  (MBBS)  degree  from  University  of  Karachi,  Pakistan. 

Klran  received  a  Doctor  of  Medicine  and  Surgery  (MB,  BS)  in  August  1972  from  the  University 
of  Karachi,  Pakistan.  He  completed  post-graduate  surgical  residency  in  General  Surgery  in  New 
York  from  1974  through  1978,  and  practiced  as  a  General  Surgeon  in  Las  Vegas  through  2005. 

Phillip  J,  Longman 

Appointed  by  Senate  Minority  Leader  Harry  Reid 

Phil  Longman  is  a  director  at  New  America,  a  public  policy  institute.  He  is  also  a  senior  editor 
at  the  Washington  Monthly  and  a  lecturer  at  Johns  Hopkins  University,  where  he  teaches  a 
course  in  health  care  policy. 

Longman  has  written  extensively  on  issues  related  to  health  care  delivery  system  reform, 
including  in  his  book  Best  Care  Anyiohere  (currently  in  its  third  edition).  The  book  chronicles  the 
quality  transformation  of  the  Veterans  Health  Administration  during  the  1990s  and  applies  its 
lessons  to  the  broader  U.S.  health  care  system. 

Longman  received  a  BA  in  philosophy  from  Oberlin  College. 

CoL  Lucretia  M.  McClenney,  USA  (ret.) 

Appointed  by  House  Minority  Leader  Nancy  Pelosi 

Lucretia  McClenney  is  a  consultant  with  the  Department  of  Defense  Vietnam  War 
Commemoration  Office  and  Executive  Coach  with  the  Brookings  Institute  Executive  Education 
Program.  Previously  she  served  as  director  of  the  Department  of  Veterans  Affairs  Center  for 
Minority  Veterans.  As  director,  she  served  as  the  principal  advisor  to  the  Secretary  of  Veterans 
Affairs  on  policies  and  programs  affecting  minority  veterans.  Prior  to  her  appointment,  she 
served  as  special  assistant  to  the  assistant  secretary  for  policy,  planning,  and  preparedness, 
Department  of  Veterans  Affairs  (VA).  She  led  the  department's  emergency  exercise  planning, 
training,  and  evaluation  program,  and  served  as  liaison  to  other  government  agencies.  She  has 
served  on  numerous  working  groups  to  include  the  congressionally  mandated  National 
Commission  on  VA  Nursing,  Task  Force  on  Employment  of  Women  at  VA,  and  as  the  Secretary 
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of  Veterans  Affairs'  representative  on  the  American  Red  Cross  Board  of  Governors  and  Disaster 
and  Chapter  Services  Committee. 

Serving  30  years  in  the  Army,  McClenney  retired  as  a  colonel  in  November  2001.  She  served  in 
various  medical  treatment  facilities  and  on  staffs  worldwide  serving  as  director,  population 
health  integration  team,  TRICARE  management  activity;  chief  nurse,  European  regional 
medical  command  and  deputy  commander  for  nursing,  Landstuhl  Regional  Medical 
Command;  deputy  commander  for  nursing,  Moncrief  Army  Community  Hospital,  Fort  Jackson, 
South  Carolina;  assistant  deputy  for  human  resources.  Office  Of  The  Assistant  Secretary  Of  The 
Army  for  Manpower  and  Reserve  Affairs,  the  Pentagon;  chief  ambulatory  nursing,  Walter  Reed 
Army  Medical  Center;  senior  policy  analyst,  Office  of  the  Secretary  of  Defense  (Health  Affairs), 
The  Pentagon;  and  member  of  the  President's  National  Health  Care  Reform  Task  Force. 

McClenney' s  military  and  civilian  awards/  decorations  include  the  Legion  of  Merit  (two  oak 
leaf  clusters).  Defense  Meritorious  Service  Medal,  Meritorious  Service  Medal  (seven  oak  leaf 
clusters).  Army  Commendation  Medal  (two  oak  leaf  clusters).  Navy  Commendahon  Medal, 
Army  Achievement  Medal,  Army  Good  Conduct  Medal,  the  Army  Staff  Identification  Badge, 
Office  of  the  Secretary  of  Defense  Staff  Identification  Badge,  the  coveted  "9A''  designator,  in 
recognition  of  numerous  achievements  at  the  pimiacle  of  nursing  excellence,  and  The 
Outstanding  Civilian  Service  Medal  for  her  significant  contribution  to  the  mission  of  the  United 
States  Army  and  Department  of  Defense  in  assisting  with  the  production  of  the  book.  For 
Children  of  Valor  -  Arlington  National  Cemetery.  Her  professional  affiliations  include  the 
Association  of  Military  Surgeons  of  the  United  States,  Sigma  Theta  Tau,  National  Nursing 
Honor  Society,  Alpha  Kappa  Alpha  Sorority,  Inc.,  Top  Ladies  of  Distinction,  Inc.,  The  ROCKS, 
Inc.,  the  Order  of  Military  Medical  Merit,  Past  President,  Federal  Health  Care  Executives 
Interagency  Institute  Alumni  Association,  and  former  Board  Member  of  the  Bon  Secours  Health 
Care  System  and  Chair,  Quality  Committee. 

She  is  a  graduate  of  the  Command  and  General  Staff  College  and  the  United  States  Army  War 
College  Fellowship  Program  at  George  Washington  University,  Washington,  DC,  She  is  also  a 
graduate  of  the  Johnson  &  Johnson -Wharton's  Fellows  Program  in  Management  for  Nurse 
Executives,  Wharton  School  of  Business,  University  of  Pennsylvania;  Federal  Health  Care 
Executives  Interagency  Institute  at  George  Washington  University,  Washington,  DC; 

Leadership  VA  2004;  and  Brookings  Institute  Executive  Fellowship  Program.  She  received  a 
BSN  from  Murray  State  University  and  an  MS  in  psychiatric/  mental  health  nursing  from 
Catholic  University. 

Capt.  Darin  S.  Selnick,  USAF  (ret.) 

Appointed  by  Speaker  of  the  House  John  Boehner 

Darin  Selnick  is  an  independent  consultant  who  provides  a  variety  of  services  to  organizations 
in  the  areas  of  government  and  community  relations,  business  development,  and  veterans' 
issues.  He  is  currently  the  senior  veterans  affairs  advisor  for  Concerned  Veterans  for  America 
and  served  as  executive  director  of  the  Fixing  Veterans  Health  Care  Bipartisan  Taskforce.  He 
also  volunteers  his  time  as  Chairman  of  the  West  Los  Angeles  Veterans  Home  Support 
Foundation  and  as  the  Vice  President  of  Development  for  the  GI  Film  Festival. 
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From  2001-2009,  Selnick  was  an  appointee  at  the  Department  of  Veteran  Affairs.  From  2004- 
2009  he  served  as  the  director  of  the  center  for  faith-based  and  community  initiatives.  In  this 
role  he  was  responsible  for  the  management  and  operations  of  the  Center  and  was  the 
VA  liaison  to  the  White  House  Office  of  faith-based  and  community  initiatives.  From  2001-2004 
he  served  as  Special  Assistant  to  the  Secretary  and  Associate  Dean,  VA  Learning  University.  In 
this  role  he  was  responsible  for  providing  program  and  operational  oversight  of  VA  Learning 
University. 

Selnick  is  a  retired  Air  Force  officer  who  attained  the  rank  of  Captain.  He  has  been  very  active 
in  veterans'  issues  and  joined  the  Jewish  War  Veterans  in  1994.  Since  that  time  he  has  taken 
various  leadership  positions  and  is  the  past  department  commander  of  the  Department  of 
California.  Mr.  Selnick  is  also  a  member  of  the  American  Legion,  AMVETS,  Air  Force 
Association,  and  National  Association  of  Uniformed  Services. 

Darin  Selnick  currently  serves  as  senior  veterans'  affairs  advisor  for  Concerned  Veterans  for 
America  and  served  as  executive  director  of  the  Fixing  Veterans  Health  Care  Bipartisan 
Taskforce.  He  lives  in  Oceanside,  CA.  Selnick  is  retired  from  the  US.  Air  Force.  He  received  a 
BS  in  health  science  from  California  State  University,  Northridge  and  an  MA  in  political 
science/ public  management  from  Midwestern  State  University. 

Lt.  Gen.  Martin  Steele,  USMC  (ret.) 

Appointed  by  Senate  Majority  Leader  Mitch  McConnell 

Martin  Steele  enlisted  in  the  Marine  Corps  in  January  1965  and  rose  from  private  to  three-star 
general,  culminating  his  military  career  in  August  1999  as  the  deputy  chief  of  staff  for  plans, 
policies,  and  operations  at  Headquarters,  U.S.  Marine  Corps,  in  Washington,  DC.  A  decorated 
combat  veteran  with  34V2  years  of  service,  he  is  a  recognized  expert  in  the  integration  of  all 
elements  of  national  power  (diplomatic,  economic,  informational,  and  military)  with  strategic 
military  war  plans  and  has  served  as  an  executive  strategic  planner/ policy  director  in  multiple 
theaters  across  Asia.  His  extraordinary  career  was  chronicled  as  one  of  three  principals  in  the 
award  winning  military  biography.  Boys  of '67,  by  Charles  Jones. 

Upon  his  retirement  from  active  duty  in  1999,  he  served  as  president  and  CEO  of  the  Intrepid 
Sea-Air-Space  Museum  in  New  York  City.  Currently,  Steele  serves  as  The  Associate  Vice 
President  for  Veterans  Partnerships,  the  Executive  Director,  Military  Partnerships,  and  Co-chair 
of  the  Veterans  Reintegration  Steering  Committee  at  the  University  of  South  Florida  in  Tampa, 
Florida.  Additionally,  Steele  is  the  chairman  and  CEO  of  Steele  Partners,  Inc.,  a  strategic 
advisory  and  leadership  consulting  company.  He  has  led  a  philanthropic  transition  program 
assisting  exiting  Marines  into  private-sector  jobs  throughout  the  country,  at  no  cost  to  the 
Marine  participants,  the  Marine  Corps,  or  the  companies  that  provide  employment 
opportunities. 

Steele  serves  proudly  on  several  boards  across  the  country.  He  is  currently  the  Chairman  of  the 
Board,  Marine  Corps  Scholarship  Foundation,  He  was  appointed  to  the  Board  of  Directors  of 
Florida  is  for  Veterans,  Inc.,  a  not  for  profit,  state  legislated  organization  designed  to  assist  both 
Veterans  and  businesses  throughout  Florida  in  not  only  hiring  Veterans  but  also  developing 
entrepreneursliip  programs  designed  for  veterans.  He  is  a  member  of  Fisher  House  Foundation; 
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chairman  of  the  advisory  committee.  Stability  Institute;  advisory  committee  member.  Call  of 
Duty  Endowment;  advisory  board  member.  Stay  in  Step  Foundation;  advisory  council  member. 
Operation  Helping  Hand;  member.  Veterans  Advantage;  board  member.  University  of 
Arkansas  Veterans  Resource  and  Information  Center;  and  advisory  committee  member,  Jesse 
Lewis  Choose  Love  Movement, 

Steele  is  a  graduate  of  the  University  of  Arkansas  where  he  obtained  a  bachelor's  degree  in 
history  and  was  recognized  as  a  distinguished  graduate  of  the  Fulbright  College  of  Arts  and 
Sciences.  He  is  a  recipient  of  the  2013  Arkansas  Alumni  Award  Citation  of  Distinguished 
Alumni,  which  recognizes  exceptional  professional  and  personal  achievement  and 
extraordinary  distinction  in  a  chosen  field.  He  also  holds  master's  degrees  from  Central 
Michigan  University,  Salve  Regina  College,  and  Naval  War  College. 

Charlene  M,  Taylor 

Appointed  by  House  Minority  Leader  Nancy  Pelosi 

Charlene  Taylor  joined  Kaiser  Permanente  in  1997  as  the  director  of  specialty  services  for  the 
Permanente  Medical  Group  at  South  Sacramento.  In  2002  she  became  the  service  director  for 
Kaiser  Foundation  Hospitals,  responsible  for  perioperative  and  perinatal  services  at  South 
Sacramento.  In  2008,  she  was  promoted  to  chief  nursing  officer  at  the  Sacramento  Medical 
Center  where  she  was  responsible  for  a  287-bed  tertiary  acute  care  hospital  that  conducted  more 
than  11,000  operations  per  year.  There,  she  oversaw  800  full-time  employees  and  a  budget  of 
$150  million.  Taylor  was  promoted  to  chief  operating  officer  in  2010  and  retired  from  Kaiser 
Permanente  in  2013. 

Before  working  for  Kaiser  Permanente,  Taylor  served  as  assistant  hospital  administrator  for 
Sutter  Health  at  the  Sutter  Amador  Hospital  from  1988  to  1997.  She  is  a  member  of  the  Veterans 
of  Foreign  Wars,  Reserve  Officers  Association,  and  the  Society  of  Air  Force  Nurses. 

Taylor's  patriotic  and  adventurous  nature  led  her  to  join  the  Air  Force  as  a  reserve  officer  at  the 
age  of  40,  rising  to  the  rank  of  Lieutenant  Colonel.  She  was  commissioned  as  a  Captain  in  the 
United  States  Air  Force  (Reserve  Command)  in  October  1993,  earning  her  flight  nurse  wings  in 
1994.  She  subsequently  was  selected  to  be  a  flight  nurse  instructor  followed  by  a  promotion  to 
evaluator  status.  Her  last  squadron  assignment  was  that  of  chief  nurse  at  the  349  AMDS,  Travis 
Air  Force  Base, 

In  addition  to  years  of  experience  conducting  aeromedical  evacuation  missions  throughout  the 
world,  Taylor  was  activated  in  support  of  Operation  Enduring  Freedom  from  March  2003  to 
March  2004.  In  January  2005  she  was  selected  to  be  the  chief  nurse  of  the  379^^  Expeditionary 
Aeromedical  Squadron  in  support  of  Operation  Iraqi  Freedom.  While  transporting  the  injured 
out  of  Mosul,  Iraq  in  a  C-130,  the  aircraft  took  enemy  fire,  landing  without  casualties.  Due  to  the 
demands  of  her  civilian  position,  Taylor  transferred  to  inactive  status  in  the  Air  Force  Reserve 
Command.  Taylor  is  the  recipient  of  two  Meritorious  Service  medals.  Expert  Marksmanship  (2), 
and  multiple  other  medals. 

Taylor  currently  serves  on  the  Veterans  Board.  In  2012  she  was  appointed  to  the  Board  by 
Gov.  Jerry  Brown  and  approved  by  the  Senate.  She  became  chair  in  2014  and  continues  to  serve 
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in  that  role.  The  California  Veterans  Board  serves  as  an  advocate  for  veterans  affairs^  identifying 
needs  and  working  to  ensure  and  enhance  the  rights  and  benefits  of  California  veterans  and 
their  dependents. 

Taylor  is  a  diploma  nurse  graduate  from  the  Kaiser  Foundation  School  of  Nursing.  She 
continued  her  education  receiving  a  BSN  from  the  State  University  of  New  York  in  Albany^ 

New  York.  She  earned  a  master's  degree  in  nursing  administration  from  the  University  of 
California,  San  Francisco. 

Taylor  lives  in  Elk  Grove,  CA. 

Marshall  W,  Webster,  MD 

Appointed  by  Senate  Minority  Leader  Harry  Reid 

Marshall  Webster  is  a  senior  vice  president  of  the  University  of  Pittsburgh  Medical  Center 
(UPMC),  and  a  distinguished  service  professor  of  surgery  at  the  University  of  Pittsburgh.  A 
graduate  of  Penn  State  University  and  the  Johns  Hopkins  Medical  School,  he  trained  in  surgery 
at  the  University  of  Pittsburgh,  and  subsequently  served  2  years  as  a  surgeon  on  active  duty  in 
the  U.S.  Navy. 

Webster  returned  to  the  University  of  Pittsburgh  as  a  faculty  vascular  surgeon,  including 
initially,  a  part-time  attending  staff  position  at  the  Pittsburgh  VA  Medical  Center  for  3  years.  He 
has  held  the  Mark  M.  Ravitch  Chair  in  Surgery,  and  has  had  a  long  academic  career  of  clinical 
practice,  research,  and  service  in  varied  administrative  leadership  roles.  From  2002-2012,  he 
was  an  executive  vice  president  of  UPMC,  president  of  UPMC's  physician  services  division,  and 
president  of  the  University  of  Pittsburgh  Physicians,  the  clinical  practice  plan  of  the  university 
faculty. 

His  current  focus  is  primarily  strategic  development:  building  clinical  relationships  and  care 
models  throughout  the  region  with  a  large  number  of  community  hospitals  and  providers. 
Webster  has  oversight  of  UPMC's  graduate  medical  education  program,  which  sponsors  a 
substantial  number  of  resident  rotations  at  the  Pittsburgh  VA  Medical  Center.  He  recently 
served  for  2  years  as  the  interim  chair  of  the  Department  of  Anesthesiology  at  UPMC.  He  has 
had  a  long-standing  interest  in  patient  safety  and  quality  initiatives,  and  recently  completed  a 
6-year  term  on  the  board  of  the  Pennsylvania  Patient  Safety  Authority. 
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Robert  Burke,  PhD . 

Donald  Cicotte . 

Pauline  Cilladi-Rehrer . 

John  Clinton . 

Monica  Cummins . 

Christopher  Danns . 

Stephen  Dillard . 

Susan  Edgerton . 

Beth  Engiles . 

Sharon  Gilles . 

Wilmya  Goldsberry . 

John  Goodrich . 

Sherri  Hans,  PhD . 

Daniel  Hack . 

Ralph  Ibson,  Esq . 

Wendy  J.  LaRue,  PhD . 

Gideon  Lukens,  PhD . 

Sonia  Mastrogiuseppe . 

Jennifer  E.  McKinney . 

Osita  Osagbue . 

Bernadette  Philpot . 

Patrick  Ryan,  Esq . 

Jamie  Taber,  PhD . 
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Linda  (Yvonne)  Williams . 
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ACRONYM 

DEFINITION 

ACA 

Affordable  Care  Act 

ACHE 

American  College  of  Healthcare  Executives 

APRN 

Advanced  Practice  Registered  Nurse 

BRAC 

Base  Realignment  and  Closure 

CAHPS 

Consumer  Assessment  of  Healthcare  Providers  and  Systems 

CARES 

Capital  Asset  Realignment  for  Enhanced  Services 

CDS 

Community  Delivered  Services 

CHAMPVA 

Civilian  Health  and  Medical  Program  of  the  Department  of  Veterans 
Affairs 

CITC 

Care  in  the  Community 

CMD 

Chief  Medical  Director 

CMIO 

Chief  Medical  Information  Officer 

CMOP 

Consolidated  Mail  Outpatient  Pharmacy 

COTS 

Commercial  Off-The-Shelf 

CPRC 

Clinical  Product  Review  Committee 

CPRS 

Computerized  Patient  Record  System 

CVA 

Concerned  Veterans  for  America 

eves 

Chief  of  VHA  Care  System 

DAV 

Disabled  American  Veterans 

DEPSECVA 

Deputy  Secretary^  Department  of  Veterans  Affairs 

DHP 

Digital  Health  Platform 

DM&S 

Department  of  Medicine  and  Surgery 

DoD 

Department  of  Defense 

DUSH 

Deputy  Under  Secretary  for  Health 

ECF 

Executive  Career  Fields 

EES 

Employee  Education  System 

EEO 

Equal  Employment  Opportunity 
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EHCPM 

Enrollee  Health  Care  Projection  Model 

eHMP 

Enterprise  Health  Management  Platform 

EHR 

Electronic  Health  Record 

FFS 

Fee-for-Service 

FY 

Fiscal  Year 

GAO 

Government  Accountability  Office 

GHATP 

Graduate  Health  Administration  Training  Program 

GUI 

Graphic  User  Interface 

HCD 

Human-Centered  Design 

HEC 

Healthcare  Executive  Council 

HPDM 

High  Performance  Development  Model 

HR 

Human  Resources 

HRA 

Human  Resources  and  Administration 

HSC 

Health  Service  Category 

HTM 

Healthcare  Talent  Management 

lAVA 

Iraq  and  Afghanistan  Veterans  of  America 

IDIQ 

Indefinite  Delivery/ Indefinite  Quantity 

IDN 

Integrated  Delivery  Network 

IDP 

Individual  Development  Plan 

IT 

Information  Technology 

JC 

Joint  Commission 

JEC 

Joint  Executive  Committee 

JLV 

Joint  Legacy  Viewer 

MSA 

Medical  Support  Assistant 

MTF 

Military  Treatment  Facility 

NAS 

National  Academy  of  Sciences 

NCEHC 

National  Center  for  Ethics  in  Health  Care 

NCOD 

National  Center  for  Organization  Development 

NEC 

National  Leadership  Council 

NVTC 

Northern  Virginia  Technology  Council 

OAA 

Office  of  Academic  Affiliations 
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ACRONYM 

DEFINITION 

OEF 

Operation  Enduring  Freedom 

OGC 

Office  of  General  Counsel 

OI&T 

Office  of  Information  and  Technology 

OIF 

Operation  Iraqi  Freedom 

OMB 

Office  of  Management  and  Budget 

ONC 

Office  of  the  National  Coordinator 

OND 

Operation  New  Dawn 

OPM 

Office  of  Personnel  Management 

OTH 

Other  Than  Honorable  (Discharge) 

PACT 

Patient  Aligned  Care  Team 

PC3 

Patient-Centered  Community  Care 

PG 

Priority  Group 

PHS 

U.S.  Public  Health  Service 

PO 

Program  Office 

PTSD 

Posttraumatic  Stress  Disorder 

QUERI 

Quality  Enhancement  Research  Initiative 

RCLF 

Relevant  Civilian  Labor  Force 

RIF 

Reduction  in  Force 

SCI 

Spinal  Cord  Injury 

SECVA 

Secretary^  Department  of  Veterans  Affairs 

SE 

Senior  Executive 

SES 

Senior  Executive  Service 

SHEP 

Survey  of  Healthcare  Experiences  of  Patients 

TBI 

Traumatic  Brain  Injury 

TMS 

Talent  Management  System 

USH 

Under  Secretary  for  Health 

VA 

U,S.  Department  of  Veterans  Affairs 

VACAA 

Veterans  Access,  Choice,  and  Accountability  Act  of  2014 

VACI 

VA  Center  for  Innovation 

VACO 

VA  Central  Office 

VAEB 

VA  Executive  Board 
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DEFINITION 

VAMC 

VA  Medical  Center 

VERC 

Veterans  Engineering  Resource  Center 

VFW 

Veterans  of  Foreign  Wars  of  the  U.S. 

VHA 

Veterans  Health  Administration 

VHACO 

VHA  Central  Office 

VISN 

Veterans  Integrated  Service  Network 

VSO 

Veterans  Service  Organization 

WWF 

Wounded  Warrior  Project 
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QUESTIONS  ABOUT  LICENSED  PROFESSIONAL  COUNSELORS  IN  THE  VA 

1 .  How  many  Licensed  Professional  Counselors  have  been  hired  by  the  VA  since  the  development 
of  the  qualification  standards  in  2010? 

2.  Of  those  hired,  please  provide  the  total  number  by  GS  rank, 

3.  How  many  LPMHC  hold  Supervisory  positions  in  the  VA? 

4.  How  many  stations  have  included  LPMHC  on  their  Leadership  Boards? 

3.  How  many  LPMHC  currently  sit  on  the  Professional  Standards  Board?  How  many  have  been  on 

this  board  in  the  past? 

6.  Why  is  the  LPMHC  and  LMFT  PSB  led  by  a  Psychologist,  and  explain  why  neitlier  board  has  ever 
met  standards  for  PSB  as  described  in  VHA  Handbook  5005? 

7.  Why  does  the  LPMHC  series  have  to  hold  a  Supervisoiy  position  in  order  to  be  promoted  to  GS- 

12.  Why  aren't  LPMHC  allowed  to  promote  to  GS- 12  by  specialties  as  is  done  with  Social  Workers, 

8*  How  many  LPC’s  were  in  the  VA,  doing  clinical  work  under  different  titles  (Readjustment 
Counseling  Therapist,  Addictions  Therapist)  prior  to  the  implementation  of  the  qualification  standards? 
(There  was  an  action  item  about  this,,, so  they  know.,  1  have  the  action  item) 

9.  How  many  of  these  LPC’s  remain  in  clinical  positions,  performing  clinical  duties  as  Title  5 
employees  under  the  same  titles  held  prior  to  the  implementation  of  the  qualification  standcirds? 

10.  The  VA  has  admitted  to  hire  of  LPCs  prior  to  the  development  of  the  qualification  standards, 
simply  under  other  job  titles.  These  hires  were  made  with  position  vacancies  requesting  Licensure 
prefeiTed. 

1 1 .  How  do  you  explain  the  VA  billing  for,  verifying  licensure  of,  requiring  NPf  s  and  VETPRO  for 
these  providers  that  were  hired  prior  to  the  development  of  the  qualification  standards? 

12.  How  do  you  justify  the  continued  use  of  Licensed  providers  in  clinical  positions,  with  Position 
Descriptions  that  match  the  duties  of  the  LPMHC  performing  these  duties  under  Title  5  (Non-Clinical) 
positions  {Readjustment  Counseling  Therapist,  Addiction  Therapist  etc)?  Title  5  positions  are  not 
clinicaL 

13.  How  do  you  justify  the  decision  of  the  VA  to  implement  an  overly  restrictive  qualification 
standard  (CACREP)  and  not  offer  any  grandfathering  to  clinicians  who  were  already  employed  by  the  VA 
(as  DoD  and  Tricare  did)?  Psychology  and  Social  Work  were  grandfathered. 

14.  How  do  you  justify  the  decision  of  the  VA  to  implement  overly  restrictive  qualification  standard 
(CACREP),  without  grandfathering,  knowing  that  this  restriction  would  disqualify  a  large  majority  of 
Professional  Counselors,  a  lot  of  them  Veterans,  myself  included. 

15.  How  do  you  justify  the  decision  of  the  VA  to  implement  an  overly  restrictive  qualification 
standard  (CACREP),  without  grandfathering,  while  knowing  that  the  CACREP  degree  required  (60  hour 
Clinical  Mental  Health  Counseling)  was  not  available  in  most  States,  and  specifically  was  not  available 
near  military  installations  tor  those  people  who  are  older*  (16  programs  nationwide  in  1998  that  would 
qualify  you  for  LPC  Licensure,  some  States  had  a  couple  CACREP  Programs,  most  States  did  not  have 
any)* 

16*  How  do  you  ju,stify  the  continued  lack  of  vacancy  position  openings  in  the  VA  for  LPMHCs? 

17*  How  do  you  justify  leadership  positions  excluding  LPMHC  and  LMFT  from  position  vacancies? 

1 8.  Who  was  on  the  Board  that  determined  the  overly  restrictive  qualification  standard? 

19.  What  empirical  data  was  used  to  come  to  the  decision  to  use  CACREP  as  the  ONLY  qualification 
without  grandfather? 

20.  Please  explain  why  LPC's  who  are  under  other  job  titles  have  been  denied  request  to  join  the 
list  serve  for  LPMHC’ s? 

21 .  Please  explain  why  CACREP  was  provided  a  $5{)0,(XK)  contract,  under  full  and  open  competition 
after  exclusion  of  sources:  Number  of  offers  received  ONE.  To  write  standards  for  the  “Counselor 
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National  Emergency  Preparedness  Language’’  that  was  later  used  to  justify  the  restrictive  qualification 
standard  within  the  VA,  DoD  and  Tricare?  {Notice  this  contract  was  awarded  in  September  2006.., just 
before  the  passage  of  the  bill  recognizing  LPC’s  in  December  2006.  Also,  note,  .. EXTENT  COMPETED: 
'Tull  and  Open  Competition  after  Exclusion  of  Sources 

This  contract  was  commissioned  to  write  the  standards  for  “Counselor  National  Emergency 
Preparedness  Language 

22.  Please  explain  why  the  PSB  for  LPMHC  utilized  Non-CACREP  LPC’s  to  Board  the  few  LPMHCs 
that  qualified  into  the  VA,  then  told  them  that  they  did  not  qualify  to  Board? 

23.  Please  explain  why  programs  lor  LPMHC  internships  have  not  been  established  or  offered  at 
VA’s? 

24.  Please  explain  how  the  VA  justifies  this  negatively  impacting  Veterans  who  received  their 
education  in  and  around  the  military  bases  at  which  they  were  stationed? 

25.  Please  explain  why  open  positions  for  LPMHC  also  state  that  Social  Workers  and  Psychologists 
are  qualified  for  the  position?  However,  the  reverse  is  not  true. 

26.  How  many  organic  LPMHC' s  {not  dually  licensed)  sit  on  Leadership  Boards  to  include  National 
Representation? 

27.  Of  those,  how  many  are  Veterans? 
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February  21,  2017 


Re:  Licensed  Professional  Mental  Health  Counselors  at  Veterans  Affairs 


Dear  Dn  Shulkin: 


I  recently  attended  the  American  Federation  of  Government  Employees  (AFGE)  legislative  conference,  I  was  able  to 
briefly  discuss  my  concerns  with  you  regarding  the  problems  Licensed  Professional  Mental  Health  Counselors  (LPMHC) 
experience  while  working  for  Veterans  Affairs. 

Public  Law  109-461,  which  was  enacted  December  22,  2006,  explicitly  recognized  both  “licensed  professional  mental 
health  counselors''  and  “marriage  and  family  therapists”  as  mental  health  providers  within  Veterans  Affairs.  On 
September  28,  2010,  the  Department  of  Veterans  Affairs  (VA)  released  a  set  of  qualification  standards  for  licensed 
professional  mental  health  counselor  (LPMHC)  positions,  as  well  as  for  marriage  and  family  therapist  positions.  Prior  to 
the  adoption  of  the  new  standards,  counselors  were  typically  eligible  only  for  “rehabilitation  counseling  therapist” 
positions,  at  a  maximum  General  Service  (GS)  level  of  1 1.  At  this  level,  counselors  were  not  allowed  to  work  in 
supervisory  positions.  Although  LPMHCs  have  qualification  standards,  there  are  still  limited  opportunities  for 
advancement,  training,  transferability,  or  promotion.  Although  hundreds  of  employee.s  with  these  credentials  have 
been  working  in  the  VA  under  different  position  descriptions,  they  have  not  been  transitioned  into  an  LPMHC  position. 
This  may  be  because  the  VA  has  made  it  a  local  decision  to  transition  the  employee.  Or,  the  National  standards  still  do 
not  recognize  these  employees  because  they  may  not  have  attended  a  school  that  was  accredited.  The  accreditation 
was  not  available  to  many  of  these  employees  when  they  went  to  school.  The  accreditation  is  anecdotal  according  to 
the  Council  for  Accreditation  of  Counseling  &  Related  Educational  Programs  (CACREP)  own  website.  The  Department  of 
Defense  and  TRICARE  have  recognized  these  providers  and  grandfathered  them  into  a  provider  status.  The  VA  is  the 
only  employer  that  does  not  recognize  LPMHCs  that  did  not  attend  a  CACREP  accredited  school.  The  VA  has  also 
grandfathered  Social  Workers  and  Psychologists  prior  to  having  accreditation  in  their  professions.  We  are  asking  for  a 
grandfather  clause  for  any  provider  that  is  State  licensed  or  eligible.  We  are  asking  that  the  VA  transition  any  employee 
that  is  eligible  to  work  in  that  position  automatically  that  chooses  to  do  so. 

Many  of  the  providers  that  do  not  qualify  for  the  LPMHC  position  are  working  as  Addiction  Therapists,  Readjustment 
Counselors,  or  Psychology  Technicians  to  name  a  few.  These  are  Title  5  positions  and  are  considered  "non-clinicaP. 
These  are  direct  line  staff  that  have  clinical  duties  within  these  professions  to  provide  specialized  care  to  Veterans.  We 
ask  that  if  the  VA  is  unwilling  to  grandfather  LPMHC’ s,  they  instead  bring  these  positions  to  a  Hybrid  38  status  and  GS-1 1 
pay  scale  to  reflect  their  knowledge,  skills,  and  abilities. 

The  Commission  on  Care  report  recommendation  #2  .stated  that  the  VA  should  "enhance  clinical  operations  through 
more  effective  use  of  providers  and  other  health  professions,  and  improved  data  collection  and  management".  This 
would  be  an  effective  way  to  utilize  the  providers  already  in  place  and  at  their  disposal,  increase  Veterans  access  to  care, 
and  decrease  workload  on  higher  level  providers.  The  RAND  report  which  is  a  survey  of  522  psychiatrists,  psychologists, 
and  licensed  clinical  social  workers  found  that  13%  met  the  study's  criteria  for  "cultural  competency"  in  the  military,  only 
6%  had  ever  served  in  the  militai^.  According  to  the  RAND  report,  LPMHCs  scored  the  highest  for  familiarity  of 
evidenced“based  practices  for  PTSD  and  combat- related  mental  health  issues.  Many  of  the  LPMHCs  attended  their 
schooling  on  military  installations  where  CACREP  was  not  available,  therefore  excluding  them  from  LPMHC  positions. 


Page  316  of  974 


Letter  to  Shulkin.docx  for  Printed  item:  1  (  Attachment  3  of  4) 


I  would  like  to  have  the  opportunity  to  discuss  this  matter  in  more  detail.  I  have  attached  25  questions  1  would  like  to 
have  answered  by  the  Veterans  Affairs.  I  have  tried  to  get  the  answers  to  these  questions,  but  1  was  met  with  hostility. 
This  is  a  brief  synopsis  of  a  larger  systemic  problem  that  negatively  impacts  Veteran  care  and  employee  morale.  Please 
contact  me  through  my  personal  iiilbrmation  listed  below.  1  appreciate  any  assistance  you  can  provide. 

Regards, 


(b)(6) 


(b)(6) 


(b)(6) 


(3)  gmail.com 
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For  more  information  on  this  publication,  visit  www.rand,org/t/rr806 
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OVERVIEW 


Addressing  the  mental  health  needs  of  military  service  members,  veterans,  and  their  families  is  a  national  priority  and 
the  focus  of  many  efforts  at  the  federal,  state,  and  local  levels,^  Over  the  past  decade,  severa!  studies  have  documented 
the  extent  of  the  need  for  mental  health  treatment  among  this  population,  and  billions  of  dollars  have  been  invested 
to  expand  the  capacity  of  the  systems  designed  to  support  veterans  and  their  families  at  multiple  levels  and  across  sec¬ 
tors.^  dhe  White  House  and  Congress  have  been  working  directly  with  the  Department  of  Defense  (DoD)  and  and  the 
Department  of  Veterans  Affairs  (  VA)  to  ensure  that  mental  health  providers  are  hired  and  programs  are  disseminated  to 
address  mental  health  needs  within  the  veteran  com  munity,^  but  concerns  remain  about  whether  the  capacity  of  these 
systems  is  sufficient  to  meet  the  demand*^  Recently,  new  federal  legislation  was  enacted  to  increase  VA  beneficiary  access 
to  private,  civilian-sector  care.^  Although  the  opportunity  to  receive  care  in  the  community  existed  in  the  past,  the  new 
law  will  likely  greatly  expand  the  rate  at  which  eligible  veterans  seek  care  outside  of  the  VA.  This  raises  a  new  concern 
about  the  capacity  of  the  civilian  mental  health  service  sector  to  meet  the  needs  of  veterans  and  their  families  . 

While  many  veterans  already  receive  care  from  private  providers  and  community-based  organizations,^  little  is  known 
about  the  extent  to  which  veterans  and  their  families  receiving  such  care  are  getting  high-quality  care,  are  benefiting  from 
that  care,  and  are  satisfied  with  their  providers.  There  have  been  multiple  efforts  at  the  national,  state,  and  community 
levels  to  promote  awareness  of  military  and  veteran-related  issues  among  comm  unity- based  mental  health  providers,  includ¬ 
ing  the  development  of  specialized  training  curricula  and  certification  programs.  With  the  intent  of  improving  providers* 
understa  nding  of  and  skills  for  addressing  needs  in  the  population,  these  training  opporrunides  vary  from  short  webinars  to 
weeklong  courses  to  intense,  certificate-  or  degree-awarding  programs/ 

In  addition,  nongovernmental  organizations  have  pursued  the  formation  of  specialized  networks,  such  as  Give  An 
Hour  and  the  Star  Behavioral  Health  Provider  network,^  and  the  opening  of  new  community-based  clinics  dedicated  to 
treating  military  service  members,  veterans,  and  their  families/  To  date,  however,  little  is  known  about  the  capacity  and 
performance  of  rhese  networks  and  specialized  clinics. 

Moniroring  access  to  and  quality  of  mental  health  care  for  service  members,  veterans,  and  their  families  is  important 
for  ensuring  that  their  needs  are  met  effectively  A  recent  Institute  of  Medicine  (lOM)  study  highlighted  the  challenges  that 
both  DoD  and  the  VA  face  in  monitoring  such  issues  within  their  own  systems- — including  the  facilities  they  own  and  oper¬ 
ate — and  noted  that  their  visibility  into  the  “outside”  systems  where  the  population  also  receives  care  is  even  more  limited.’^ 

RAND’s  study  was  designed  to  assess  the  potential  performance  of  the  system  of  care  for  service  members,  veterans,  and 
their  families,  with  a  particular  focus  on  community-based,  civilian  providers.  Tills  study  specifically  addresses  the  potential 
readiness  of  mental  health  providers  working  in  community  settings  to  deliver  culturally  competent,  high-quality  care  to 
service  members,  veterans,  and  their  families.  This  study  builds  upon  previous  studies  examining  similar  issues  for  providers 
working  within  VA  and  DoD  settings,  as  well  as  two  studies  of  civilian  providers.^’  We  explore  provider  capabilities,  atti¬ 
tudes,  and  behaviors  as  they  relate  to  providing  high-quality  and  culturally  appropriate  care,  and  we  examine  what  factors 
may  predict  their  readiness  to  deliver  such  care.  Understanding  the  skills  and  training  of  mental  health  providers  from  non- 
DoD  and  non-VA  settings  who  are  potentially  delivering  care  to  service  members,  veterans,  and  families  will  help  inform 
expectations  about  what  types  of  care  rhese  beneficiaries  may  experience  within  civilian  settings  and  the  extent  to  which  that 
care  is  of  a  high  quality.  Such  information  can  also  help  direct  future  training  efforts  designed  to  ensure  that  providers  are 
ready  capable,  and  willing  to  address  the  mental  health  needs  of  our  nations’  veterans  and  their  families.  The  following  sec¬ 
tions  provide  additional  information  about  our  approach,  findings,  and  the  implications  from  this  research. 


I 
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SURVEY  OF  MENTAL  HEALTH 
PROVIDERS 

Improving  mental  health  oiitconics  for  veterans  and  their 
families  requires  both  access  to  care  and  receipt  of  high-quality 
care}^  dhe  overall  goal  of  this  study  was  to  understand  the 
readiness  of  community-based  providers  to  deliver  high- 
quality  mental  health  care  to  veterans  and  their  families  once 
they  access  such  care.  The  lOM  has  defined  high-quality  care 
as  care  that  has  been  demonstrated  as  effective  (i.e.,  evidence- 
based),  safe,  patient-centered,  timely,  efficient,  and  equitable.'"^ 
Using  this  definition  as  a  reference  point  for  our  study,  we 
conceptualize  the  readiness  of  providers  to  deliver  veteran- 
friendly,  high-quality  mental  health  care  as  having  two  main 
components  (see  Figure  1),  Tfie  first  is  cultural  competency,  or 
the  degree  to  which  providers  are  sensitive  to  the  unique  needs 
and  relevant  issues  of  concern  within  the  veteran  population. 
This  cultural  sensitivity  and  competency  can  facilitate  provid¬ 
ers'  ability  to  deliver  patient-centered  care  and  develop  an 
effective  therapeutic  rapport* The  second  main  component 
of  our  provider  readiness  definition  is  the  degree  to  which 
community-based  providers  have  the  capacity  and  inclination 
to  deliver  clinically  appropriate,  evidence- based  care.  In  particu¬ 
lar,  the  survey  focused  on  evidence-based  care  related  to  major 
depressive  disorder  (MDD)  and  postrraumatic  stress  disorder 
(PTSD).  These  conditions  were  highlighted  because  of  their 
prevalence  among  the  recently  returned  veteran  population 
and  their  association  with  experiences  common  to  military 
deployments.  Each  concept  is  defined  in  fLirther  detail  in 
subsequent  sections. 

To  assess  provider  readiness  to  deliver  high-quality,  cultur¬ 
ally  competent  care  ro  service  members,  veterans,  and  their 
families,  we  employed  a  web-based  survey  of  mental  health  pro¬ 
viders.  Tie  sections  below  outline  rhe  methods  used  to  sample 
providers  and  describe  the  survey  measures  used  to  assess  the 
relevant  components  of  readiness*  We  also  gathered  data  on  the 
characteristics  of  responding  providers,  their  clinical  caseloads, 
and  their  practice  settings  to  explore  how  these  factors  relate  to 
overall  readiness* 

Sampling 

To  identify  and  survey  mental  health  providers  working  in 
community- based  settings,  we  relied  upon  existing  panels 
of  health  care  providers  maintained  through  GfK  Custom 
Research  and  two  of  their  vendors.  Practicing  mental  health 


professionals  in  the  panels  were  sent  emails  inviting  them  to 
participate,  and  participants  were  provided  with  tokens  of 
appreciation  through  the  traditional  means  of  providing  incen¬ 
tives  in  their  host  panels  (i.e.,  awarded  points  based  on  the 
anticipated  respondent  burden).  Specifically,  psychiatrists  were 
recruited  from  an  existing  GfK  provider  panel  originally  drawn 
from  rhe  American  Medical  Association  membership  list  and 
later  augmented  to  refresh  and  expand  the  panel.  Psychologists 
were  recruited  from  an  existing  allied  health  care  provider  panel 
maintained  by  Research  Now.  Social  workers  and  licensed 
professional  counselors  were  recruited  from  existing  panels 
maintained  by  Research  Now  and  a  separate  panel  maintained 
by  EMI,  The  demographic  and  practice  characteristics  of  all 
mental  health  providers  within  these  panels  were  not  available 
and  the  degree  ro  which  their  panel  membership  is  representa¬ 
tive  of  each  provider  population  is  unknown.  GfK  emailed 
potentially  eligible  participants  a  standard  recruitment  email 
asking  for  their  participation  in  a  30-minute  survey  about  their 
mental  health  practice. 

Tlie  web-based  survey  was  fielded  only  for  the  period  of 
time  required  to  reach  the  target  numbers  of  each  provider 


Abbreviations 

CBT 

Cognitive  Behctvioral  Therapy 

CPG 

clinical  practice  guideline 

CPT 

Cognitive  Processing  Therapy 

DO 

doctor  of  osteopathic  medicine 

DoO 

Department  of  Defense 

EAP 

Employee  Assistance  Program 

EBP 

evidence-based  psychotherapy 

EMDR 

Eye  Movement  Desensitization  and  Reprocessing 

IPT 

interpersonal  Therapy 

lOM 

Institute  of  Medicine 

LCSW 

licensed  clinical  social  worker 

LMHC 

licensed  mental  health  counselor 

LPC 

licensed  professional  counselor 

MD 

doctor  of  medicine 

MDD 

major  depressive  disorder 

MCSW 

master's  of  clinical  social  work 

ns 

not  significant 

PE 

Prolonged  Exposure  Therapy 

PhD 

doctor  of  philosophy 

PsyD 

doctor  of  psychology 

PTSD 

posttroumatic  stress  disorder 

SIT 

Stress  Inoculation  Therapy 

VA 

Department  of  Veterans  Affairs 

WRAIR 

Walter  Reed  Army  Institute  for  Research 
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Figure  1:  Readiness  for  Veteran-Friendly,  High-Quality  Mental  Health  Care 


Capacity  to  deliver  Veteran  and  military 

high-quality  care  cultural  competence 


type  (target  goal  was  125  respondents  in  each  provider  group, 
to  ensure  sufficient  sample  size  for  detecting  differences 
between  provider  groups).  All  target  numbers  were  reached 
within  three  weeks.  Responding  providers  were  screened  to 
ensure  that  they  were 

•  trained  and  licensed  as  a  professional  provider  of  mental 
health  services  in  their  state 

•  working  directly  with  patients /clients  as  part  of  their  pro¬ 
fessional  responsibilities 

•  one  of  the  four  provider  types  of  interest 

—  psychiatrist — doctor  of  medicine  (MD)  or  doctor  of 
osteopathic  medicine  (DO) 

—  clinical  psychologist — doctor  of  philosophy  (PhD)  or 
doctor  of  psychology  (PsyD) 

—  licensed  clinical  social  worker  (LCSW)  or  master’s  in 
clinical  social  work  (MCSW) 

—  master Vlevel  licensed  professional  counselor  (LPC)  or 
licensed  mental  health  counselor  (LMHC). 


Participants  who  indicated  later  in  the  survey  thar  they 
were  fully  retired  or  nor  currently  in  practice  were  excluded. 
The  study  was  determined  to  be  exempt  from  human  subjects 
review  by  the  RAND  Human  Subjects  Protection  Committee. 
The  topics  of  military  and  veteran  mental  health  care,  cultural 
competency,  and  evidence-based  practice  were  not  specifically 
identified  in  the  recruitment  email  sent  by  GfX  or  in  the  intro¬ 
ductory  page  of  the  survey;  thus,  the  topic  was  not  likely  to 
influence  the  choice  to  participate  or  complete  the  full  survey. 
As  with  all  surveys  conducted  among  convenience  samples,  it 
is  difficult  to  understand  the  potential  bias  introduced  by  those 
choosing  to  participate  in  such  panels  and  surveys  compared  to 
the  full  population  of  providers. 

Measures 

RAND  researchers  designed  a  web -based  survey  to 
collect  information  from  mental  health  providers  across 
several  domains.  For  each  of  the  two  components  of  our 
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readiness  concept,  providers  were  asked  about  their  knowl¬ 
edge,  attitudes,  and  behaviors  relevant  to  the  concept.  Where 
possible,  survey  items  come  from  or  were  adapted  from  prior 
surveys  of  mental  health  professionals.  Where  necessary, 
RAND  researchers  developed  new  items  for  domains  without 
published  survey  instruments.  Table  1  provides  an  overview  of 
the  survey  domains,  their  corresponding  items,  and  informa¬ 
tion  about  how  the  items  were  used  to  characterize  provid¬ 
ers  and  inform  the  analysis.  The  following  section  briefly 
describes  the  measures  used  across  the  domains  of  interest. 
Readers  interested  in  additional  derails  about  specific  items, 
including  psychometric  properties  and  scoring  criteria, 
where  available,  can  reference  the  Appendix  at 
http://ww  wuand  ,org/pubs/ research_reports/R  R8  06,  htmL 

Provider  Characteristics 

In  addition  to  asking  respondents  to  indicate  their  provider 
type  (e*g*,  social  worker,  psychologist),  we  gathered  information 
on  provider  gender,  years  since  most  recent  degree,  whether 
they  ever  served  in  the  armed  forces, whether  they  had  any 
close  family  members  who  served  in  the  military,  and  if  they 
ever  worked  in  a  military  setting  or  in  the  VA  {including  train¬ 
ing  or  fellowships).^^  We  also  asked  how  providers  spent  their 
time  across  a  series  of  activities,  including  conducting  assess¬ 
ments,  providing  direct  patient  care  (psychotherapy  and  medi¬ 
cation  management),  receiving  supervision  or  consultation  from 
others,  providing  supervision  to  others,  and  other  professional 
or  administrative  responsibilities  such  as  research  or  teaching, 

In  addition,  we  asked  a  series  of  questions  about  enrollment 
in  provider  networks  that  typically  serve  military  and  veteran 
populations,  including  TRICARE  (the  DoD  insurance  pro¬ 
gram  for  active  component  service  members  and  their  families, 
retirees  and  their  families,  as  well  as  some  eligible  Guard  and 
Reserve  Component  personnel  and  their  families),  Military 
OneSource  (an  Employee  Assistance  Program  [EAP]— like 
program  that  employs  some  mental  health  providers  to  support 
DoD  beneficiaries),  and  the  new  VA  Patient  Centered  Commu¬ 
nity  Care  Contract  (established  for  specialty  providers). 

Practice  and  Clinical  Caseload  Characteristics 

To  understand  the  context  in  which  respondents  practice,  we 
assessed  a  number  of  features  of  their  practice  settings  and  their 
clinical  caseloads.  All  questions  in  this  section  were  structured 


to  assess  caseloads,  hours,  and  setting  characteristics  of  the 
most  recent  typical  work  week. 

We  asked  providers  to  report  the  size  of  their  patient 
caseload  in  the  most  recent  typical  week,  including  patients 
seen  in  individual  or  family  format  as  well  as  those  seen  in 
group  settings.  We  gathered  information  about  the  proportion 
of  patients  by  the  locus  of  care,  by  age  group,  and  by  current 
diagnosis  using  categories  from  the  Diagnostic  and  Statistical 
Manual — ^Version  5.  We  also  asked  respondents  to  estimate  the 
proportion  of  their  current  caseload  that:  were  current  members 
of  the  military,  were  former  members  of  the  military  (veterans), 
or  were  family  members  of  current  or  former  members  of  the 
military. 

To  understand  the  types  of  settings  and  facilities  our 
respondents  were  working  within,  we  assessed  the  percentage  of 
patient  care  hours  that  were  spent  in  different  physical  loca¬ 
tions  {e.g.>  solo  office  practice,  YA  facility).  Using  responses  to 
the  setting  and  insurance  items,  we  classified  providers  into  one 
of  three  groups:  DoD/VA  providers  (those  providers  spend¬ 
ing  any  patient  care  time  in  a  DoD  or  VA  health  care  setting), 
non-DoD/YA  providers  who  accept  TRICARE,  and  all  other 
providers  (i.e.,  those  that  do  not  spend  any  time  in  a  DoD  or 
VA  facility  or  accept  TRICARE). 

We  also  gathered  the  ZIP  code  of  the  facility  in  which  the 
provider  saw  the  greatest  number  of  patients  in  the  most  recent 
typical  work  week.  Using  the  ZIP  code  information  for  the 
providers  setting,  we  calculated  the  distance  between  their  set¬ 
ting  and  the  nearest  DoD  or  VA  health  care  facility  to  create  a 
proximity  to  DoD/ VA  variable.  With  this  continuous  variable, 
we  also  created  a  categorical  variable  for  analyses:  within  ten 
miles  or  11  or  more  miles  away.^^  Similarly,  we  used  the  ZIP 
code  of  the  providers  setting  to  determine  if  they  worked  in  an 
urban  or  rural  setting. 

>\55e55menf  Behaviors 

To  understand  the  frequency  of  routine  screening  practices 
employed  by  respondents,  we  asked  providers  to  report  how 
often,  using  a  5-point  scale  (never,  seldom,  occasionally, 
often,  and  always),  they  screened  patients:  (1)  to  determine 
if  they  are  current  or  former  members  of  the  Armed  Forces 
or  a  family  member  of  such  a  person;  (2)  for  history  of  any 
traumatic  events,  including  those  experienced  during  military 
service,  and  (3)  about  stressors  related  to  military  life  or  being 
a  veteran. 


Page  324  of  974 


RAND_RR806,pdf  for  Printed  item:  1  (  Attachment  4  of  4) 


5 


Table  1:  Overview  of  Mental  Health  Provider  Survey  Domains 


Domoin 

Types  of  Items 

Source  and  Use 

Provider 

characteristics 

•  Training  (MD,  DO,  PhD,  LCSW,  MCSW,  LMHC,  LPC) 

•  Gender 

•  Years  in  practice/experience 

•  Primary  therapeutic  orientation 

•  DoD  or  VA  work  experience 

•  Relationships  with  current/former  members  of  Armed  Forces 

These  items  were  adapted  from  prior  VA,  U.S.  Army, 
and  American  Psychiatric  Association  studies.  They 
are  used  to  characterize  the  respondents  and  examine 
predictors  of  practice  behaviors  and  provider  attitudes. 

Practice  and 

caseload 

characteristics 

•  Caseload  size 

•  Distribution  of  caseload  by  age,  diagnosis,  insurance  type, 

and  military  status 

•  Setting  (outpatient/in patient/partial,  solo/group,  public/ 

private) 

•  Participation  In  networks  that  serve  military  members  and 

veterans 

These  items  ware  adopted  from  prior  American 
Psychiatric  Association  and  U.S.  Army  surveys  of 
mental  health  providers.  They  ore  included  to  help 
describe  the  proctice  setting  ond  typical  patient 
caseload  served  by  respondents.  The  data  are  used  to 
characterize  the  respondents  and  examine  predictors 
of  high-quality  mental  health  care. 

Assessment 

behaviors 

•  Employment  of  routine  screening  approaches,  including 

taking  a  military  history  and  assessing  suicide  risk  and 
comorbid  problems  such  pain  and  sleep  disturbances 

•  Use  of  validated  screening  or  interview  instruments 

•  Frequency  of  engaging  other  clinicians  and  family  members 

These  items  were  adapted  from  prior  surveys  used 
by  the  Center  for  Deployment  Psychology  and  the 

U.S.  Army.  The  data  are  used  to  understand  provider 
assessment  practices. 

Military  cultural 
competency 

•  Knowledge  of  military  and  veteran  culture 

•  Comfort  working  with  military  service  members  and 

veterans 

*  Self-reported  proficiency  in  treating  military  service 

members  and  veterans 

*  Participation  In  military/veteran  culture  troining 

These  items  were  adapted  from  prior  surveys  used 
by  the  Center  for  Deployment  Psychology  and  the 

VA.  The  data  will  describe  respondents'  knowledge 
military  and  veteran  culture.  The  data  are  also  used  to 
define  analytic  groups  of  providers  with  respect  to  their 
military  cultural  competency. 

Training  to  deliver 
evidence- based 

care 

•  Training  and  supervision  in  evidence-based  psycho  therapies 
(EBPs) 

These  items  were  adapted  from  other  surveys  used 
by  the  U.S.  Army  and  assess  receipt  of  training  and 
supervision  in  EBPs  for  PTSD  and  MDD. 

Comfort  with 
treatment 
approaches  and 
military/veteran 
populations 

*  Comfort  treating  depression 

*  Comfort  treating  PTSD 

*  Comfort  treating  military  members  and  veterans 

*  Comfort  addressing  war-related  stress 

*  Comfort  treating  military  family  members 

These  items  were  developed  by  RAND  researchers  for 
this  study.  The  items  provide  descriptive  information 
about  the  level  of  "comfort"  among  respondents  in 
these  areas.  Some  items  are  also  used  in  the  derivation 
of  the  military  cultural  competency  variable. 

Use  of  guideline- 
concordant  care  for 
PTSD  and  MDD 

•  Self-reported  proportion  of  caseload  treated  with  EBPs 

•  Use  of  psychotherapeutic  techniques  consistent  with  EBPs 

These  items  were  adapted  from  other  surveys  used  by 
the  U.S.  Army,  U.S.  Air  Force  and  RAND  and  assess 
use  of  EBPs  recommended  in  civilian  and  DoD/VA 
practice  guidelines 

Attitudes  toward 
practice  guidelines 

•  Attitudes  toward  clinical  practice  guidelines  (CPGs)  and 
evidence-based  medicine 

These  items  were  adapted  from  an  instrument 
developed  for  the  New  York  State  Psychiatric 
Association.  The  items  ask  providers  to  rate  their 
attitudes  toward  using  clinical  guidelines  and  may 
help  explain  variation  observed  in  use  of  guideline- 
concordant  care  for  PTSD  ond  MDD, 

Prescribing 

practices 

*  Most  common  medications  prescribed  for  PTSD  and  MDD 

This  item  was  adopted  from  an  Army  study  titled 
"Steps  Up"  and  is  a  measure  of  guideline-concordant 
pharmacological  treatment  for  PTSD  and  MDD,  We 
examine  the  percentage  of  providers  who  prescribe 
appropriate  medications  for  PTSD  ond  MDD. 

SOURCES:  We  used  several  insfrumenis  as  references  in  developing  fhis  survey.  All  of  fhese  prior  surveys  were  developed  for  oiher  purposes,  bui  provided 
relevant  infornnation  and  suggestions  for  items  that  would  help  us  to  assess  use  of  guideline-concordant  care,  evidenced'based  approaches,  and  routine  practice 
behaviors.  We  also  drew  on  items  in  other  surveys  used  to  assess  the  impact  of  military  and  veteran  cultural  awareness  training  on  participants  through  the  Center 
for  Deployment  Psychology  jfor  example,  the  Star  Behavioral  Health  Providers)  programs  to  inform  our  items  on  knowledge/attitudes/awareness  of  military  and  vet¬ 
eran  culture.  It  should  be  noted  that  the  overwhelming  majority  of  the  items  have  been  modified  in  some  manner  from  our  original  references;  that  is,  we  changed 
scales,  reference  points  [all  patients  versus  "'this"  patient),  and  response  items  in  an  effort  to  tailor  this  survey  to  the  specific  issues  and  population  for  this  study. 
More  information  about  the  surveys  reviewed  can  be  found  in  the  Appendix. 
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Military  Cultural  Competency 

To  understand  the  degree  to  which  providers  were  sensitive 
to  military  and  veteran  culture,  we  asked  a  series  of  questions 
designed  to  assess  providers’  knowledge  and  awareness  of, 
and  attitudes  toward,  military  culture.  We  also  assessed  their 
perceived  proficiency  in  working  with  military  and  veteran 
populations  and  exposure  to  prior  training  in  military  cultural 
competency.  Figure  2  provides  an  overview  of  the  concepts  we 
used  to  define  cultural  competency  for  this  study. 

To  assess  knowledge  and  awareness  of  military  and  veteran 
culture,  we  asked  providers  to  rate  their  level  of  familiarity  {on 
a  5 -point  Likert  scale)  with  U.S.  military  culture  and  practices. 
Similarly,  we  asked  providers  to  indicate  their  level  of  comfort 
with  respect  to  working  with  military  service  members  and  vet¬ 
erans,  working  with  patients/clients  with  military  or  war-related 
stress,  and  working  with  family  members  of  military  service 
members  or  veterans. 

Respondent  proficiency  in  military  and  veteran  culture 
was  assessed  via  ten  items  that  tapped  self-reported  perceptions 
of  cultural  competency  in  three  different  domains,  cultural 
knowledge  (three  items),  cultural  sensitivity  (one  item),  and  cul¬ 
tural  skill  (six  items).  These  items,  modified  from  items  on  the 
Nurse  Cultural  Competence  Scale, asked  respondents  to  read 
statements  and  agree  or  disagree  on  a  5 -point  scale.  Training 
in  military  culture  was  assessed  via  one  yes/no  item  that  asked 
about  receipt  of  formal  training  in  military  and  veteran  culture. 

Using  all  of  these  items  described  above,  we  derived  a 
military  cultural  competency  score  by  scoring  each  item  as 
described  in  Table  2.  Tliis  overall  measure  of  military  cultural 
competency  summed  the  continuous  variables  for  a  range  of 
0—22,  and  a  cut-score  of  15  or  more  points  was  defined  as  “high 
military  cultural  competency.” 


Capacity  to  Deliver  Evidence-Based  Care 

As  highlighted  earlier,  provider  capacity  to  deliver  evidence- 
based  care  to  patients  may  depend  on  several  factors.  For  exam¬ 
ple,  prior  training  in  the  delivery  of  evidence-based  approaches 
may  be  one  indicator  that  a  provider  has  capacity  to  deliver 
high-quality  care;  however,  it  is  also  important  to  understand 
the  degree  to  which  they  have  or  will  use  these  techniques  to 
address  the  mental  health  needs  of  veterans  and  their  families 
when  they  access  providers.  Other  factors,  such  as  their  beliefs 
or  attitudes  about  such  approaches,  may  affect  their  willingness 
to  use  the  techniques.  Thus,  to  understand  provider  capacity 
to  deliver  evidence-based  care,  we  assessed  several  domains: 


Figure  2:  Concepts  Reiated  to  Provider 
Military  Cultural  Competency 


LeveE  of  familiarity 
with  military  and 
veteran  culture 


Comfort  level 
working  with 
military  veterans 
and  their  families 


Self-reported 
proficiency,  prior 
training 


training  in  evidence-based  approaches,  use  of  such  treatment  in 
routine  practice,  attitudes  toward  practice  guidelines,  and  other 
routine  behaviors.  These  are  described  in  Figure  3  and  in  the 
fo  1 1  o w i  n  g  section  s . 

Training  in  Evidence- Based  Psychotherapies  for  PTSD  and 
MDD 

To  assess  provider  capacity  to  deliver  evidence-based  psycho- 
therapies  (EBPs)  for  PTSD  and  MDD,  we  assessed  whether 
providers:  (a)  held  formal  certification  or  intensive/advanced 
training  and  (b)  had  supervised  professional  practice  in  any  of 
five  psychotherapies  specified  as  first-line  therapies  for  PTSD 
and  depression  in  VA/DoD  CPGs  (2009,  2010),^^  Providers 
who  had  received  training  and  supervision  in  at  least  one  type 
of  EBP  were  classified  as  “capable”  of  delivering  evidence-based 
treatment  for  the  given  condition. 

Use  of  Evidence-Based  Treatment  Approaches 

A  dichotomous  variable  was  used  to  summarize  providers’ 
reliance  on  evidence- based  treatment  modalities.  Each  pro¬ 
vider  estimated  the  percentage  of  patients  that  they  treated  in 
the  most  recent  typical  work  week  with  16  different  treatment 
approaches.  Treatments  ranged  from  well-validated  approaches 
for  treating  PTSD  (e.g.,  Prolonged  Exposure  Therapy  [PE])  to 
general  therapeutic  techniques  without  strong  efficacy  find- 
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Table  2:  Measures  of  Military  Cultural  Competency 


Concept 

Meosure 

Response  Scale 

#  of 

Items 

Operationalisation 

Knowledge 
and  oworeness 

Level  of  familiarity  with  military 
and  veteran  culture 

]-5  Likert  scale 

(Completely  unfom/7/or-  Extremely 
familiar) 

8 

]=Very  familiar  or  Extremely  familiar; 

0  otherwise  (0-8  range) 

Comfort 

Comfort  level  working  with 
military  veterans  and  their 
families 

1-5  Likert  scale 

(Not  of  all  comfortable-  Extremely 
comfortable) 

3 

1  -Mastly  comfartable  or  £xfreme/y 
comfortable;  0  otherwise  (0-3  range) 

Skills 

Self-reported  proficiency 

1  -5  Likert  scale 

(Strongly  disagree-Sfrongly  agree) 

10 

1  =  Agree  or  Strongly  agree; 

0  otherwise  (0-10  range) 

Prior  training  in  military  culture 

Yes/No 

1 

l”Ves;  0-No  [0-1  range) 

ings  (e.g.,  supportive  psychotherapy).  Approaches  categorized 
as  evidence- based  treatments  included  those  for  PTSD  (PE, 
Cognitive  Processing  Therapy  [CPT],  Eye  Movement  De sen¬ 
sitization  and  Reprocessing  [EMDR],  and  Stress  Inoculation 
Training  [511])^  depression  treatments  {Cognitive  Behavioral 
Tlierapy  [CBT],  Interpersonal  Tlierapy  [IPTJj  and  Acceptance 
and  Commitment  Therapy),  and  two  additional  treatments 
with  support  for  use  with  patients  who  had  substance  use 
disorders  or  borderline  personality  disorder  (i.e..  Motivational 
Interviewings  Dialectical  Behavioral  Therapy). Past-week 
evidence-based  practice  was  dichotomized  between  providers 
who  reported  treating  75  percent  or  more  of  their  patients  with 
EBPs  and  those  who  did  not  meet  this  threshold.  dEis  thresh¬ 
old  creates  an  easily  summarized  estimate  of  the  proportion  of 
providers  from  which  patients  are  reasonably  certain  to  receive 
an  evidence-based  treatment. 

PracHce  Behaviors  Relafed  to  Use  of  Psychotherapy  for  PTSD 

To  assess  providers’  adherence  to  therapeutic  techniques 
associated  with  three  validated  PTSD  psychotherapies 
(PE,  EM  DR,  CPT),  we  used  a  modified  version  of  a  ses¬ 
sion  behavior  scale  used  in  a  Walter  Reed  Army  Institute 
for  Research  (WRAIR)  study  in  2013*^^  Two  items  assessed 
treatment  techniques  representative  of  PE,  two  items  assessed 
techniques  associated  with  CPT,  and  one  item  assessed  a 
technique  unique  to  EMDR*  For  this  report,  we  summarize 
the  proportion  of  providers  who  reported  that  they  ""often'^  or 
“always”  use  therapeutic  techniques  associated  with  at  least 
one  EBP  approach  for  PTSD.  Note  that  providers  who  do  not 
see  patients  with  PTSD  reported  instead  on  their  likelihood 
of  using  each  technique  if  they  “were  to  treat  patients  with 
PTSD.” 


Practice  Behaviors  Retofed  to  Use  of  Psychotherapy  for 
Depression 

We  used  a  modified  version  of  the  Psychotherapy  Practice  Scale 
to  assess  providers’  adherence  to  the  therapeutic  techniques 
associated  with  two  evidence-based  approaches  to  depression 
treatment  (CBT  and  IPT).  The  original  scale  prompted  providers 
to  consider  a  specific,  randomly  selected  patient  from  their  case¬ 
load  with  MDD.  For  ease  of  administration,  these  instructions 
were  modified  to  ask  providers  who  treat  patients  with  depres¬ 
sion  to  estimate  the  frequency  with  which  they  use  nine  distinct 
therapeutic  techniques.  Providers  who  do  not  see  depressed 
patients  were  asked  to  estimate  the  likelihood  that  they  would 
use  each  technique  if  they  were  to  treat  a  patient  with  depression. 
Three  items  assessed  treatment  techniques  representative  of  CBT, 
three  assessed  techniques  associated  with  IPT,  and  three  assessed 
common,  hut  less  well-supported,  psycho  dynamic  techniques. 
For  this  study,  the  full,  16-item  Psychotherapy  Practice  Scale  was 
reduced  to  nine  items  to  reduce  respondent  burden 7"^  For  this 
report,  we  summarize  the  proportion  of  providers  who  reported 
that  they  “often”  or  “always”  use  the  therapeutic  techniques 
associated  with  either  CBT  or  IPT  with  depressed  patients*  Note 
that  providers  who  do  not  see  patients  with  depression  reported 
instead  on  their  likelihood  of  using  each  technique  if  they  “were 
to  treat  patients  with  depression.” 

Medication  Management  for  PTSD  ond  Depression 

To  assess  adherence  to  evidence-based  guidelines  for  psycho- 
pharmacologic  treatment  of  PTSD  and  MDD,^^  prescribing 
providers  listed  the  “two  most  common  first-line  psychophar- 
macologic  treatments”  they  prescribe  for  patients  with  each 
condition.  A  list  of  90  common  psychoactive  medications^ — 
including  antidepressants^  anxiolytics,  sedative-hypnotics, 
psychostimulants,  and  opioid  analgesics — was  provided  for 
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Figure  3:  Concepts  Related  to  Provider 
Capacity  to  Deliver  Evidence-Based  Care 


Training  and 
supervision  in 
evidence  based 
approaches 


Preferences  fovvard 
clinical  practice 
guidelines 


Demonstration 
of  using 
evidence-based 
treatments 
for  PTSD  and 
depression 


respondents  to  select  from.  To  meet  our  criteria  for  “evidence- 
based  prescriptive  practicej”  respondents  had  to  select  at  least 
one  antidepressant  from  the  list  for  depression  and  one  selective 
serotonin  reuptake  inhibitor  or  prazosin  for  PTSD. 


Aftitudes  Toward  CPGs 

CPGs  provide  recommendations  designed  to  improve  patient 
care*  They  are  developed  after  a  systematic  review  of  the  evidence 
and  consideration  of  the  harm  and  benefit  associated  with  a  given 
approach."^  Although  the  intent  is  to  ease  provider  burden  by 
succinctly  recommending  best  practices  for  a  given  condition, 
some  providers  see  CPGs  as  overly  rigid,  oversimplified,  and  as  a 
threat  to  their  clinical  independence.  For  this  study,  we  included 
the  11-item  CPG  Attitudes  Scale  from  a  New  York  State  Psychi¬ 
atric  Association  study  as  a  proxy  for  provider  attitudes  toward 
evidence-based  medicine  and  validated  treatments  for  PTSD 
and  MDD.^^  In  the  descriptive  analyses  below,  scale  scores  are 
dichotomized  into  those  who,  on  average,  “agree”  or  “strongly 
agree”  with  CPG  supportive  statements  (labeled  “above  thresh¬ 
old”)  and  those  who  fall  below  this  threshold.  Attitudes  toward 
CPGs  are  entered  as  a  continuous  variable  in  the  regression 
analysis,  that  is,  the  mean  of  all  1 1  items. 


Analysis 

We  performed  analyses  to  describe  the  provider  sample  that 
generally  fall  into  three  types:  (1)  basic  univariate  analyses, 


(2)  bivariate  comparisons  across  pairs  of  variables,  and  (3) 
logistic  or  linear  regressions  to  assess  the  contribution  of  sets  of 
predictors  to  key  dependent  variables.  First,  univariate  statistics 
were  calculated  to  provide  an  introductory  understanding  of 
the  pattern  responses.  For  instance,  the  mean  and  standard 
deviation  of  the  CPG  Attitude  Scale  were  calculated. 

To  assess  relationships  across  pairs  of  dichotomous  and 
continuous  variables,  we  used  independent-sample  t-tests.  To 
assess  relationships  across  pairs  of  categorical  variables,  we  used 
chi-square  analyses.  Finally,  logistic  and  linear  regressions  were 
used  to  assess  the  relationship  between  a  binary  outcome  and 
multiple  predictor  variables  simultaneously.  Tliese  regressions 
identify  which  predictors  (if  any)  are  most  influential  with 
respect  to  a  specific  outcome  variable  after  controlling  for  the 
effect  of  all  other  predictor  variables  in  the  modeL 


RESPONDENT  CHARACTERISTICS 

We  recruited  a  total  of  522  mental  health  care  professionals 
to  participate  in  the  survey  (Table  3).  Respondeiirs  included 
roughly  equal  groups  (by  design)  of  psychiatrists  (?^=128), 
psychologists  (n=l27),  social  workers  («=132),  and  licensed 
counselors  («=135).  Ihe  majority  of  participants  across 
professions  were  female  (60  percent)  with  some  variation  by 
profession  (the  majority  of  psychiatrists — 77  percent — were 
male).^^  Respondents  generally  worked  full  rime.  In  addition, 
participants  reported  seeing  the  majority  of  their  patients  (77 
percent  on  average)  in  outpatient  settings  in  the  most  recent 
typical  work  week,  and  smaller  percentages  of  patients  (17 
percent  on  average)  were  seen  in  inpatient  and  other  settings 
(5  percent),  such  as  schools,  correctional  facilities,  or  partial 
day  programs.  On  average,  providers  reported  spending  the 
majority  of  their  professional  hours  (19  percent)  in  a  solo 
office  setting,  followed  by  a  group  office  setting  (15  percent). 
Tie  percentage  of  professional  hours  spent  by  setting  did  vary 
by  provider  type. 

As  described  earlier,  we  created  an  indicator  of  provider 
affiliation  relative  to  military  and  VA  settings,  as  well  as  the 
TRIG  ARE  provider  network.  The  first  group  included  any 
provider  who  indicated  seeing  patients  (any  number  of  patients) 
currently  in  a  DoD  or  VA  setting  («=61).  The  second  group 
included  those  providers  who  did  nor  see  any  current  patients 
in  a  DoD  or  VA  setting,  but  who  reported  being  affiliated  with 
the  TRICARE  network  (??=]35).  The  final  group  reported 
neither  of  these  military  affiliations  {n=326). 
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Prior  Experience  in  the  Military  or  in  VA 
Settings 

On  average,  6  percent  of  respondents  reported  that  they  had 
served  in  the  military. Participating  psychiatrists  had  the 
highest  rates  of  military  service,  at  10  percent.  More  than 
one-third  of  respondents  reported  having  family  members  in 
the  armed  forces*  We  note  that  it  is  not  clear  from  our  survey 
whether  time  spent  in  service  was  as  a  mental  health  provider  or 
if  individuals  pursued  their  mental  health  care  licensing  follow- 
ing  their  military  service. 

Military  and  VA  treatment  settings  each  provide  profes¬ 
sional  training  opportunities  for  health  care  providers  in  the 
United  States.^^  The  VA  in  particular  offers  several  clinical 
internship  and  fellowship  opportunities  for  health  care  pro¬ 
viders,  including  mental  health  professionals.  We  found  that, 
overall,  about  one-third  of  respondents  reported  some  experi¬ 
ence  working  in  some  capacity  (during  training  or  in  other 
roles)  in  either  a  military  setting  or  in  the  Veterans  Health 
Administration.  There  was  some  variation  by  provider  type 
with  regard  to  experience  in  military  and  VA  settings,  with 


more  psychiatrists  reporting  having  worked  in  a  military  or 
VA  setting  (62.5  percent)  compared  to  one-third  of  psycholo¬ 
gists  and  one-filth  of  social  workers  and  licensed  counselors, 
dlie  average  time  that  providers  worked  in  military  or  VA 
settings  was  4.5  years  (6'D=6.06)*  It  should  be  noted  that  we 
asked  about  time  spent  in  either  a  military  or  VA  setting; 
however,  these  settings  may  differ  in  important  ways  with 
respect  to  the  nature  of  the  experience  and  training  offered.  In 
addition,  for  providers  reporting  having  served  or  working  in 
military  or  VA  settings,  their  time  spent  in  service  or  work¬ 
ing  in  rhese  facilities  may  have  been  in  a  different  capacity 
than  as  a  mental  health  provider,  lliis  is  particularly  true  for 
licensed  counselors  who  are  traditionally  not  employed  with 
VA  health  settings  as  mental  health  providers.  Thus,  some 
of  these  providers  may  have  worked  within  military  or  VA 
settings  as  nonmedical  counselors  or  in  other  capacities  either 
before  or  after  their  licensing.  Regardless  of  their  professional 
designation  within  these  settings;  however,  the  providers  are 
reporting  having  worked  in  such  settings  and  as  such  likely 
had  exposure  to  military  and/or  veteran  patients  and  families. 


Table  3:  Respondent  Demographic  and  Practice  Characteristics 


Respondenrs 

All 

{n=522) 

Psychiatrists 

(n=128) 

Psychologists 

(n=127] 

Social 

Workers 

(fi=132) 

Licensed 

Counselors 

{n=135) 

Female 

59.8% 

22.7% 

74% 

80,3% 

61,5% 

Works  full  time 

95.7% 

98.4% 

97.6% 

94.7% 

92.3% 

Setting  in  which  greatest  number  of  patients  seen 

Solo  office 
practice 

Solo  office 
practice 

Solo  office 
practice 

"Other" 

setting 

Group  office 
practice 

Solo  office  practice 

18.4% 

31.3% 

22.8% 

6.8% 

13.3% 

Group  office  practice 

16,5% 

15.6% 

13.4% 

9,8% 

2.7% 

Ever  served  in  Armed  Forces 

6.1% 

10.2% 

4.7% 

1.5% 

8.2% 

Has  family  in  Armed  Forces 

38.1% 

29.7% 

44.9% 

42,4% 

35.6% 

Ever  worked  in  DoD  or  VA  setting 

34.9% 

62.5% 

34,7% 

21.1% 

22.2% 

Primary  setting  is  within  ten  miles  of  either  VA  or 
DoO 

55.5% 

53.9% 

56.7% 

59.4% 

51.9% 

Registered  in  TRICARE  network 

29.5% 

375% 

28.3% 

27.2% 

25.1% 

Part  of  Military  OneSource 

5.2% 

3.2% 

3.2% 

5.3% 

8.9% 

Registered  in  VA  Veterans  Patient  Centered 
Community  Care  network 

6.1% 

5.5% 

3.9% 

6.8% 

8.1% 

Average  number  of  years  since  completing 
training 

18.0  years 

26.2  years 

170  years 

16.6  years 

13.9  years 
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Practice  Settings  and  Proximity  to  Military 
or  VA  Facilities 

Respondents  reported  working  and  seeing  patients  in  a  number 
of  difFereni  settings.  Figure  4  displays  the  percentage  of  profes¬ 
sional  hours  that  respondents  reported  spending  in  the  most 
recent  typical  work  week  by  clinical  practice  setting-  Table 
4  summarizes  the  percentage  of  patients  seen  by  the  locus  of 
care  (outpatient  versus  inpatient).  Geographically,  respondents 
reported  working  in  practice  locations  across  the  continental 
United  States  and  in  Hawaii,  Alaska,  and  Puerto  Rico.  A  little 
more  than  one-half  of  participating  providers  practiced  within 
ten  miles  of  either  a  VA  or  DoD  facility.  Figure  5  displays  a 
map  of  respondents'  practice  locations,  military  treatment  facil¬ 
ity  locations,  and  VA  hospital  or  clinic  locations.  The  map  also 
includes  a  state -by-stare  indication  of  the  veteran  population  as 
a  proportion  of  the  overall  population. 

Provider  Activity 

Across  all  provider  types,  respondents  reported  working  an 
average  of  48  hours  per  week  {SD=22.K7).  They  indicated 
spending  the  largest  percentage  of  their  time  in  direct  patient 
care  doing  either  medication  management  or  psychotherapy 
and  assessment  (Table  5).  Participating  social  workers,  psy¬ 
chologists,  and  licensed  counselors  reported  spending  about 
half  their  time  on  psychotherapy  and  assessment.  Participating 
psychiatrists  reported  spending  a  majority  of  their  time 


(59  percent)  on  medication  management  and  only  about 
30  percent  of  their  time  on  psychotherapy  and  assessment. 
Amount  of  participants'  time  spent  on  professional  and  admin¬ 
istrative  activities — such  as  commirrees,  Continuing  Medical 
Education,  research,  writing,  training,  and  forensic  activities — 
varied  by  provider  type.  For  example,  psychiatrists  reported 
that  they  spend  about  8  percent  of  their  time  on  professional 
and  administrative  activities,  whereas  psychologists  reported 
spending  about  31  percent  of  their  time  on  those  activities. 

Therapeutic  Orientation 

The  primary  therapeutic  orientation  reported  by  respondents 
also  varied  by  provider  type  (Table  6),  The  majority  of  social 
worker  and  licensed  counselor  respondents  reported  that  their 
primary  therapeutic  orientation  was  cognitive  and/or  behav¬ 
ioral  A  large  proportion  of  psychologists  also  identified  cogni¬ 
tive  and/or  behavioral  as  their  primary  therapeutic  orientation 
(4l  percent),  and  others  identified  with  integrative  or  eclectic 
approaches  {30  percent).  Psychiatrists  generally  identified  bio¬ 
logical /psychoph  arm  acologic  as  their  primary  orientation. 

Certification,  Training,  and  Supervision  in 
Therapeutic  Techniques 

Respondents  indicated  being  certified  or  trained  in  an  array  of 
EBPs  for  PTSD  and  MDD  and  have  been  supervised  by  others 


Figure  4:  Percentage  of  Total  Professional  Hours  Reported,  by  Clinical  Setting 


25% 


Solo  office  proctice 
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20% 


Page  330  of  974 


RAND_RR806,pdf  for  Printed  item:  1  (  Attachment  4  of  4) 


11 


Table  4:  Percentage  of  Patients  Seen,  by  Respondents  by  Setting 


in  these  methods.  As  Table  7  shows,  CBT  was  the  most  com¬ 
mon  therapeutic  technique  respondents  reported  being  trained 
to  deliver,  followed  by  IPT  and  CPT.  Relatively  fewer  respon¬ 
dents  had  training  and  supervision  in  PE,  EMDR,  and  SIT 

Assessment  Behaviors 

To  understand  the  usual  practice  behaviors  of  participating 
providers,  we  asked  them  how  often  they  implement  a  series 
of  practices  related  to  screening  and  assessment.  While  these 
screening  behaviors  are  not  necessarily  linked  specifically  to 
quality  or  cultural  competency,  they  do  inform  whether  provid¬ 
ers  routinely  adopt  recommended  approaches  in  their  clinical 
settings.  Figure  6  shows  that  the  majority  of  respondents  report 
often  or  always  screening  for  a  history  of  trauma,  suicide  risk, 
physical  health  problems,  sleep  issues,  and  pain.  Only  one-half 
reported  screening  for  military  affiliation  and  less  than  one-half 
report  assessing  stressors  associated  with  military  life.  Less  than 
one-half  of  the  respondents  reported  often  or  always  using  vali¬ 
dated  screening  tools  to  assess  for  such  conditions  as  depression, 
PTSD,  or  alcohol  and  drug  use. 


MILITARY  CULTURAL  COMPETENCY 

In  this  section,  we  report  our  findings  on  rhe  military  cul¬ 
tural  competency  of  survey  respondents.  Cultural  competency 
includes  their  knowledge  and  comfort  related  to  military  culture, 
self-reported  proficiency  working  with  veteran  and  military- 
affiliated  patients,  and  prior  training  in  military  culture.  We  also 
report  how  individual  and  practice  characteristics  are  associated 
with  these  aspects  of  military  cultural  competency.  Understand¬ 
ing  which  factors  are  related  to  being  more  “veteran  friendly”  can 
help  direct  military  cultural  competency  training  to  the  set  of 
providers  most  in  need.  We  hypothesized  that  military  cultural 
competency  would  be  low  among  those  providers  who  do  not 
already  treat  veteran  or  military-affiliated  patients. 


Respondents  reported  being  either  “very  familiar”  or 
“extremely  familiar”  on  an  average  of  LS4  {SD=27)  of  the 
eight  military  knowledge  items  presented  and  reported  being 
“mostly  comfortable”  or  “extremely  comfortable”  with  an  aver¬ 
age  of  1.62  (5Z)=1.3)  of  the  three  comfort  items.  A  breakdown 
of  knowledge  items  can  be  seen  in  Table  8,  and  indicates  a 
wide  range  of  self-reported  knowledge  on  different  aspects  of 
military  culture,  with  only  15  percent  reporting  being  very  or 
extremely  familiar  with  military  deployment  and  slang  terms, 
but  38  percent  saying  they  were  very  or  extremely  familiar  with 
the  way  behaviors  learned  at  war  can  be  maladaptive  at  home. 
In  terms  of  self-reported  proficiency  working  with  veteran 
or  military-affiliated  patients,  respondents  reported  “agree” 
or  “strongly  agree”  on  an  average  of  4.52  (5D=3.2)  of  the  ten 
proficiency  items  presented.  A  breakdown  of  self-reporting 
proficiency  can  be  seen  in  Table  9,  again  with  some  dilferences 
across  the  items.  Of  the  respondents,  18  percent  agreed  or 
strongly  agreed  that  diagnosing  and  treating  military  personnel 
and  veterans  with  mental  health  problems  is  no  different  than 
diagnosing  and  treating  civilians  with  mental  health  problems, 
whereas  75  percent  reported  they  usually  actively  strive  to 
understand  each  military  and  veteran  clients  values  and  beliefs. 
Thirty-four  percent  reported  receiving  prior  training  in  mili¬ 
tary  culture.  When  these  items  were  compiled  into  the  overall 
military  cultural  competency  score,  total  scores  averaged  8.32 
(SD=6.4)  out  of  a  possible  22  points.  Overall,  19  percent  were 
categorized  as  having  “high  military  cultural  competency” 
(with  a  total  score  of  15  or  greater). 

Although  70  percent  of  those  working  in  a  military  or  VA 
setting  had  high  military  cultural  competency,  only 
24  percent  of  those  participating  in  the  TRICARE  network 
and  8  percent  of  those  without  military  or  TRICARE  affili¬ 
ation  met  this  threshold  {^<0.001  j  see  Table  7).  Nearly  one- 
quarter  {23  percent)  of  those  practicing  within  ten  miles  of  a 
VA  or  military  treatment  facility  met  the  threshold  for  high 
military  cultural  competency,  whereas  only  15  percent  of  those 
practicing  more  distantly  from  these  facilities  met  the  thresh- 
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Figure  5:  Map  of  Survey  Respondents'  Practice  Locations,  Military  Treatment  Facility  Locations,  and  VA 
Hospitals  or  Clinics 


□ 

□ 

0  100  200 


400  600 

Miles 


Legend 

n  Survey  Respondents 
MTF  Locations 

+  VA  Hospital  or  Clinic  Locations 

Veteran  Density  {%  of  Pop,) 

0%-5% 

5%-7.5% 

■■  7.5%-10% 

10%  or  greater 


Page  332  of  974 


RAND_RR806,pdf  for  Printed  item:  1  (  Attachment  4  of  4) 


13 


Table  5:  Time  Spent  in  Typical  Week,  by  Activity  (percentage) 


Table  6:  Provider  Primary  Therapeutic  Orientation  (percentage) 


Table  7:  Provider- Reported  Psychotherapy  Training  and  Supervision  (percentage) 


old  (/?<0.05).  Neither  provider  type  nor  years  in  practice  were 
related  to  overall  military  culrura!  competency. 

Consistent  with  the  bivariate  analyses  (shown  in  Table  10), 
a  logistic  regression  model  confirmed  that,  relative  to  those 
working  outside  military  or  VA  settings  who  are  part  of  the 
TRICARE  network,  those  working  in  military  or  VA  settings 
are  more  likely  to  meet  the  threshold  for  high  cultural  com¬ 
petency,  and  those  working  outside  such  settings  who  are  not 
part  of  TRICARE  are  less  likely  to  meet  the  threshold.  The 
remaining  independent  variables  failed  to  reach  significance.  A 
linear  regression  predicting  the  continuous  variable  for  military 
cultural  competency  showed  similar  results, 


USE  OF  EVIDENCE-BASED  PRACTICES 
FOR  PTSD  AND  MDD 

In  this  section,  we  explore  respondents^  reported  capability  of 
delivering  evidence-based  care  for  PTSD  and  MDD.  We  report 
on  whether  participating  providers  were  trained  and  inclined 
to  implement  guideline-concordant  care  for  PTSD  and  MDD, 
and  wherher  these  providers  reporred  using  such  care  in  their 
usual  practice,  dhe  success  of  efforts  to  outsource  mental  healtli 
care  for  service  members  and  veterans  to  civilian  providers  will 
depend,  in  part,  on  whether  providers  in  the  community  are 
able  and  willing  to  deliver  the  high-quality  care  outlined  in 
the  VA/DoD  CPGs  for  MDD  and  PTSD.^"  Based  on  previous 
reviews  of  provider  practices,^^  we  expected  that  a  substan¬ 
tial  proportion  of  civilian  providers  would  notht  prepared  to 
deliver  high-quality  mental  health  care. 
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Figure  6:  Percentage  of  Providers  Who  Endorse  Performing  Each  Assessment  Behavior 
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We  explored  the  relationships  between  training  in  and  use 
of  evidence-based  care  and  psychotherapist  type  (social  workerj 
licensed  professional  counselor,  or  clinical  psychologist),  military 
affiliation  (employed  in  a  military  setting,  TRICARE  affiliated, 
or  non-TRlCARE  affiliated),  number  of  years  since  gradu¬ 
ate  training,  and  attitudes  toward  CPGs.  Understanding  the 
practice  and  provider  characteristics  associated  with  provision 
of  high-quality  mental  health  care  may  allow  policymakers  to 
better  direct  care  for  service  members  seeking  services  outside  the 
military  and  veteran  health  systems. 

The  types  of  services  specified  as  “evidence-based"  differ 
substantially  between  mental  health  specialists  (hereafter 
referred  to  as  “psychotherapists”)  and  psychiatrists.  Although 
psychiatrists  are  licensed  to  provide  both  medication  manage¬ 
ment  and  “talk”  therapies  for  mental  health  conditions,  most 
deliver  more  medication  management  than  psychotherapy 
(see  also  Table  3).  Psychotherapists  are  nor  licensed  to  provide 
medications  and  are  more  likely  than  psychiatrists  to  deliver 
“talk”  therapies,  including  EBPs  such  as  CBT  or  PE.  This 
divergence  in  practice  motivates  our  analytic  structure.  Below, 
we  report  first  on  psychotherapists'  training  in  and  delivery 
of  EBPs  for  PTSD  and  MOD.  Second,  we  report  findings  on 


psychiatrists'  delivery  of  evidence -based  medication  manage- 
memfor  PTSD  and  MOD. 

Evidence-Based  Practices  Among 
Psychotherapists 

Training  in  Evidence-Based  Psychotherapies  for  PTSD 
and  MDD 

Only  one-third  {35  percent)  of  psychotherapists  reported  that 
they  had  been  trained  and  received  supervision  to  deliver  at 
least  one  EBP  for  PTSD  and  at  least  one  for  depression  (see 
Eigure  6).  Licensed  counselors  (LPC/LMFICs)  were  most 
likely  to  report  having  training  in  EBPs  (^<.001).  Nearly 
one-half  (48  percent)  reported  being  trained  to  deliver  an  EBP 
for  PTSD  and  depressiom  One-third  of  clinical  psychologists 
reported  receiving  training  (34  percent),  and  only  one-fourth 
of  licensed  clinical  social  workers  (LCSW/MCSWs)  indicated 
they  were  trained  (23  percent).  Neither  attitudes  toward 
CPGs  nor  years  since  clinical  training  were  significantly 
associated  with  EBP  training*  A  logistic  regression  model 
predicting  EBP  training  confirmed  the  bivariate  relationships 
described  above.;^^ 
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Table  8:  Providers  Reported  Knowledge  of  Military  and  Veteran  Culture  (percentage) 


Reported  Being  Very  Familiar  or 
Extremely  Fomillar  With 

All 

Psychiatrists 

Psychologists 

Social  Workers 

Licensed  Counselors 

Military  rank  structure 

21.6 

25.0 

25.2 

15.9 

20.7 

Subculture  of  military  branches 

16,5 

16.4 

173 

13,6 

18.5 

Differences  and  similarities  between  active 
and  reserve  components  of  the  military 

23.6 

30,5 

14,4 

18.9 

20.7 

General  and  deploymenPrelated  military 
slang  and  terms 

14.6 

14.8 

15,7 

12,9 

14.8 

General  and  deployment-related  stressors 
for  service  members  and  veterans 

25.1 

21.9 

32.3 

23.5 

23.0 

General  and  deployment-related  stressors 
for  military  families 

27.2 

23.4 

32.3 

273 

25.9 

Programs  and  services  available  to 
support  healthy  adjustment  for  military- 
affiliated  clients 

17.8 

13.3 

19.7 

19,7 

18.5 

How  behaviors  learned  in  war  can  be 
maladaptive  at  home 

37,5 

29.7 

48.0 

379 

34.8 

Table  9:  Self-Reported  Proficiency  (percentage) 


Reported  Agree  or  Strongly  Agree 

All 

Psychiatrists 

Psychologists 

Social 

Workers 

Ucensed 

Counselors 

1  can  list  methods  or  ways  of  collecting  a  military  history 
and  related  mental  health  information  (e.g.,  military  and 
veteran  benefits,  options  or  eligibility  for  care) 

40.4 

39.1 

43.3 

42.4 

370 

1  can  explain  how  the  perceptions  of  mental  health 
beliefs  are  influenced  by  military  and  veteran  culture 

54.6 

46.9 

61,4 

56.1 

54,1 

1  usually  actively  strive  to  understand  each  military  and 
veteran  client's  values  and  beliefs 

74,5 

75.8 

772 

773 

68.1 

1  can  teach  and  guide  colleagues  on  the  important 
features  of  military  culture 

25.1 

22.7 

26.0 

25.0 

26.7 

1  can  teach  and  guide  colleagues  on  planning  mental 
health  care  for  military  and  veteran  clients 

28.7 

26.6 

30.7 

273 

30.4 

1  can  teach  and  guide  colleagues  on  effective 
communication  skills  with  military  and  veteran  clients 

39,5 

31.3 

44,1 

40.2 

42,2 

Collecting  information  on  o  military  or  veteran  client's 
mental  health  is  easy  for  me 

4Z3 

46.9 

50,4 

45.5 

46,7 

When  implementing  care,  1  can  fulfill  the  mental  health 
needs  of  military  and  veteran  clients 

54.2 

56.3 

575 

48.5 

54.8 

1  have  the  skills  to  communicate  effectively  with  military 
and  veteran  clients 

69.3 

74.2 

71.7 

65.2 

66.7 

Diagnosing  and  treating  military  personnel  and 
veterans  with  mental  health  problems  is  no  different 
than  diagnosing  and  treating  civilians  with  mentol 
health  problems 

18.4 

21.9 

16.5 

12.1 

23.0 
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Table  10:  Relationship  Between  Cultural  Competency  and 
Provider  Characteristics 


1  Provider 

1  Milifary  Culturally  Competenf  >15  (%}  I 

All  respondents 

19.2 

Provider  type 

LPC  or  LMHC 

17.8 

LCSW  or  MCSW 

18.2 

Clinicol  Psychologist 

21.3 

Psychiatrist 

19.5 

X^=0.62h  p=not  significant  (ns) 

Affiliation 

Works  In  military  or  VA  setting 

70.5 

TRICARE  affiliated 

23.7 

Not  TRICARE  affiliated 

77 

x== 133.38,  P<.001 

Years  since  graduate  training 

Ten  years  or  less 

20.7 

More  than  ten  years 

18.4 

X^=0.389^  p=ns 

Geographic  proximity 

Within  ten  miles 

14.7 

More  than  ten  miles 

22.8 

X^=5.555,  p<.05 

Delivery  of  Evidence-Based  Psychotherapy  to  at  Least 
Three-Quarters  of  Patients  in  the  Most  Recent  Typical 
WoHc  Week 

One-third  of  psychotherapists  (33  percent)  self-reported  that, 
in  the  most  recent  typical  work  week,  they  treated  a  substan¬ 
tial  majority  of  their  patients  (>75  percent)  with  an  EBP  {see 
Figure  6).  Providers  who  had  been  trained  to  deliver  at  least  one 
evidence- based  PTSD  and  MDD  psychotherapy  (4l  percent) 
were  more  likely  than  those  without  training  (29  percent)  to 
report  delivering  EBPs  to  most  of  their  patients  in  the  most 
recent  typical  week  (yK.05).  Providers  with  positive  attitudes 
toward  CPGs  (45  percent)  were  also  more  likely  than  those 
with  negative  opinions  about  CPGs  (31  percent)  to  report 
delivering  EBPs  to  their  patients.  Among  providers  who  self- 
reporred  delivering  EBPs  to  most  of  rheir  patients  in  the  most 
recent  typical  week,  fewer  years  had  elapsed  since  their  graduate 
training  relative  to  providers  who  did  not  deliver  EBPs  to  the 
majority  of  their  patients  (13.9  years  and  16.7  years,  respec- 
tiveiy).  A  logistic  regression  model  predicting  self-reported 
delivery  of  EBP  confirmed  the  bivariate  relationships.^^ 


Consistent  Use  of  Evidence-Based  Psychotherapy 
Techniques  in  Session 

About  30  percent  of  psychotherapists  reported  that  they  ^ofren'^ 
or  '^always”  used  the  psychotherapy  techniques  associated  with 
at  least  one  EBP  for  PTSD  and  MDD  (see  Table  11).  Provider 
type  was  not  related  significantly  to  use  of  EBP  techniques. 
Perhaps  nor  surprisingly,  positive  attitudes  toward  CPGs  and 
training  in  EBPs  for  PTSD  and  MDD  significantly  predicted 
frequent  use  of  EBP  techniques.  Neither  affiliation  nor  years 
since  graduate  training  were  significant  predictors  of  EBP 
techniques.  A  logistic  regression,  conducted  to  estimate  the 
independent  contributions  of  the  predictor  variables,  confirmed 
the  bivariate  relationships  described  above. 

Evidence-Based  Practices  Among 
Psychiatrists 

When  asked  to  report  the  most  common  first-line  medications 
that  they  would  prescribe  to  a  patient  with  PTSD  or  MDD, 

89  percent  of  psychiatrists  specified  a  medication  that  the  VA/ 
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Table  11:  Relationship  Between  Provider  Characteristics,  and  Training  and  Delivery  of  EBPs  for  PTSD  and  MDD 


Trained  in  l-i-  EBPs  for  PTSD  Reported  Treating  >75%  of  Patients  with  an  Reported  Often/Always  Using  EBP 


and  MDD  (%) 

EBP  In  the  Last  Typical  Work  Week  (%) 

Techniques  for  PTSD  and  MDD  (%} 

All  Respondents 

35.0 

33.0 

29.4 

Provider  Type 

LPC  or  LMHC 

48.2 

36.3 

32.6 

LCSW  or  MC5W 

22.7 

31.1 

22.0 

Clinical  Psychologist 

33.9 

31.5 

33,9 

X=(2}=19.06,  p<.001 

X=(2)=1.02,  p=ns 

X^(2)=5.39,  p=ns 

Affiliation 

Works  in  a  VA  or  military  setting 

48.1 

26.9 

40.4 

TRICARE  affiliated 

37.4 

40.7 

34.1 

Not  TRICARE  affiliated 

31.5 

31.5 

25.5 

X=(2)=5,50,  p=ns 

x^(2}=3.56,  p=ns 

x'(2)=5.81,p=ns 

Supportive  of  CPGs 

Belova  threshold 

34.1 

30.8 

25,8 

Above  threshold 

40.0 

45.0 

50.0 

X^{1 1=0.77,  p=ns 

5^1=4.61,  p<.05 

X'‘ll)-14,40,  p<001 

Years  since  graduate  training 

t(392)=0.64,  p=ns 

t(392)=2.36,  p<.05 

t(392)=l,59,  p=ns 

Trained  in  1+  EBP 

No 

— 

28.9 

22.7 

Yes 

40.6 

42.0 

— 

X=(l|=5.53,  p<.05 

X^(l)=16.20,  p<,0001 
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Providers  who  meet  one 
threshold,  such  os  culturally 
sensitive  or  competent, 
may  not  meet  the  other 
(trained  in  or  report  using 
evidence-based  care). 

DoD  CPGs  incliLcle  as  appropriate,  evidence -based  psycho- 
pharmacological  treatments  for  these  conditions.  Psychia¬ 
trists'  practice  affiliation  was  not  significantly  related  to 
their  likelihood  of  prescribing  an  evidence-based  medication 
(X^(2)=1.20,  j&=ns).  Evidence- based  prescribing  was  also  unre¬ 
lated  to  attitudes  toward  CPGs  {x^(2)  =  2.09, /»=ns).  However, 
years  since  graduate  training  were  related  to  self-reported 
practices.  Psychiatrists  who  adhered  to  practice  guidelines 
for  medication  management  of  PTSD  and  MDD  had  been 
practicing  for  about  five  fewer  years  {A/=25.6,  5D=7-93)  than 
those  who  reported  not  providing  guideline-concordant  care 
{M=3\.0.  SD=9.02;  r(126)=2.37,  p<.05X 

Given  that  very  few  psychiatrists  indicated  that  they  would 
use  a  nonevidence-based  medication  management  strategy 
(n=l4),  there  was  insufficient  power  to  conduct  a  logistic  regres¬ 
sion  predicting  psychiatrist  prescribing  patterns  with  multiple 
independent  variables. 


OVERALL  PROVIDER  READINESS  FOR 
VETERAN-FRIENDLY,  QUALITY  CARE 

In  this  section,  we  explore  the  extent  to  which  providers  are 
“ready”  to  deliver  ciiitu  rally  competent,  high-quality  care  to 
veterans  and  their  families.  As  we  outlined  in  earlier  sections, 
cultural  competency  can  facilitate  the  development  of  therapeu¬ 
tic  rapport  and  improve  treatment  receptivity,  and  the  defini¬ 
tion  of  high-quality  care  includes  the  use  of  treatments  demon¬ 
strated  to  be  effective  (i.e.,  evidence- based).  Thus,  our  concept 
of  provider  readiness  in  this  study  combines  the  domains  of 
cultural  competency  and  capacity  to  deliver  high-quality  care. 
We  are  particularly  interested  in  understanding  not  only  the 


proportion  of  providers  that  meet  our  definition  of  readiness, 
but  also  in  examining  the  factors  that  may  be  associated  with 
such  readiness.  As  we  outlined  in  the  previous  sections,  dif¬ 
ferent  factors  have  been  shown  to  be  associated  with  cultural 
competency  and  the  use  of  evidence-based  approaches.  And, 
providers  who  meet  one  threshold,  such  as  culturally  sensitive 
or  competent,  may  not  meet  the  other  (trained  in  or  report 
using  evidence-based  care). 

We  operationalized  our  concept  of  readiness  by  build¬ 
ing  upon  and  combining  the  two  outcomes  described  in  the 
prior  sections.  We  include  providers  we  defined  to  be  cultur¬ 
ally  competent  (having  scored  15  or  greater  out  of  a  total  of  22 
possible  on  our  cultural  competency  scale),  who  indicated  they 
had  been  trained  in  an  evidenced-based  therapy  for  PTSD  and 
MDD,  and  who  self-reported  using  evidence-based  treatments 
for  PTSD  and  MDD.  For  each  variable,  the  criteria  for  inclu¬ 
sion  differed  across  MD  and  non-MD  provider  types  due  to 
the  low  numbers  of  psychiatrists  who  deliver  non  medication- 
based  approaches.  As  we  outlined  in  earlier  sections,  the  focus 
for  psychotherapists  (non-MD  providers)  was  on  use  of  specific 
psychotherapies  demonstrated  to  be  effective  for  PTSD  and 
MDD.  For  psychiatrists,  evidence-based  treatment  meant 
selecting  appropriate  medications  for  PTSD  and  MDD.  Ihe 
previous  section  provides  more  detail  on  how  providers  perform 
separately  on  these  two  outcomes. 

As  shown  in  Table  12,  only  13  percent  of  respondents  met 
our  readiness  criteria.  We  examined  associations  between  pro¬ 
viders'  years  in  practice  (years  since  training  in  two  categories^ 
less  than  ten  years,  or  ten  years  or  greater),  practice  affiliation, 
proximity  to  military  or  veteran  treatment  facilities  (within  ten 
miles  versus  more  than  ten  miles  away),  region  (primary  prac¬ 
tice  setting  is  in  a  metropolitan  statistical  area-defined  urban 
or  rural  region),  and  insurance  status  (greater  than  50  percent 
of  patient  care  is  not  compensated  through  insurance).  As 
shown,  and  as  was  confirmed  in  a  multivariate  model,  we  find 
that  only  providers’  practice  affiliation  is  significantly  associated 
with  readiness:  Providers  who  work  primarily  in  a  military  or 
VA  setting  were  significantly  more  likely  to  meet  our  criteria 
for  being  culturally  competent  and  delivering  evidenced-based 
care  for  PTSD  or  MDD  than  providers  who  do  not  work  in  a 
military  or  VA  facility,  but  those  who  indicated  they  were  a  reg¬ 
istered  provider  within  the  TRICARE  provider  network  were 
more  likely  to  meet  criteria  than  those  who  were  not  registered 
with  a  TRICARE  provider  network. 
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Table  12:  Relationship  Between  Provider  Characteristics  and  Readiness 


Culturally  Competent  and  Reported  Being  Trained  in  H  EBP  and  Reported 
Often/Always  Using  EvIdence^Based  Treatment  for  PTSD  and/or  MDD  (%) 


All  respondents  13.4 


Provider  type 

LPC  or  LMHC 

13.3 

LCSW  or  MCSW 

9.8 

Clinical  psychologist 

12.6 

Psychiatrist 

18.0 

X^=3.806,  p=ns 

Affiliation 

Works  in  military  or  VA  setting 

45.9 

TRICARE  affiliated 

17.8 

Not  TRICARE  affiliated 

5.5 

X='=75.149.  p<.001 

Supportive  of  CPGs 

Not  CPG  friendly 

13.2 

CPG  friendly 

14.7 

X^=0.119,  p=ns 

Years  since  graduate  training 

Ten  years  or  less 

16.0 

More  than  ten  years 

12.2 

-1.41 8,  p=ns 

Geographic  proximity 

Within  ten  miles  of  DoD  or  VA  facility 

15.9 

More  than  ten  miles 

10.3 

X^=3.436,  p=ns 

NOTE;  Value  and  siaiistica!  fesis  are  not  shown  for  ihe  associations  between  readiness  and  having  greater  than  50  percent  of  uncompensafed/selhpay  care 
because  the  number  of  providers  in  some  cells  were  fewer  than  len,  making  such  lests  unreliable. 
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As  veterans  and  their  families  seek  care  to  address  mental 
health  concerns^  they  will  be  turning  to  providers  working 
across  multiple  sectors. 


IMPLICATIONS  FOR  THE  FUTURE 

As  veterans  and  their  families  seek  care  to  address  mental 
health  concerns,  they  will  be  turning  to  providers  working 
across  multiple  sectors.  Tills  study  aimed  to  assess  the  readi¬ 
ness  of  those  mental  health  providers  working  in  community 
settings.  While  multiple  factors  may  facilitate  or  inhibit  a 
providers  ability  to  deliver  high-quality  care — including  the 
system-level  incentives  and  treatment  models  employed  within 
their  settings — we  focused  on  those  related  to  the  character¬ 
istics  of  the  providers  themselves.  To  do  so,  we  examined  the 
characteristics  of  a  convenience-based  sample  of  mental  health 
professionals  and  assessed  their  knowledge,  attitudes,  and 
behaviors  with  respect  to  military  and  veteran  culture,  as  well 
as  evidence- based  practices  for  mental  health  problems  com¬ 
mon  in  veteran  populations. 

We  find  that  providers  vary  in  whether  they  report  being 
knowledgable  in  and  comfortable  with  treating  military-  and 
veteran-affiliated  patients.  We  also  observe  variation  in  the 
extent  to  which  participating  providers  were  trained  in  and 
demonstrated  use  of  evidence-based  treatments  for  PTSD  and 
MDD.  We  found  that,  across  our  outcomes  of  interest,  the 
characteristics  of  the  provider  are  related  to  the  setting  in  which 
they  work. 

With  respect  to  cultural  competency,  respondents  endorsed 
a  high  degree  of  knowledge  on  less  than  one-quarter  of  knowl¬ 
edge  items,  a  high  degree  of  comfort  on  about  two-  thirds  of 
comfort  items,  and  a  high  degree  of  proficiency  on  fewer  than 
one-half  of  self-reported  proficiency  items.  Fewer  than  one- 
fifth  of  respondents  exceeded  the  threshold  for  a  high  degree  of 
cultural  competency,  and  as  expected,  those  respondents  were 
more  likely  to  be  working  in  DoD  or  VA  work  settings  or  to 
have  reported  being  in  the  TRICARE  network  than  not. 

The  majority  of  psychotherapists  (65  percent)  reported  that 
they  had  not  received  the  training  and  supervision  necessary  to 
deliver  at  least  one  EBP  for  PTSD  and  MDD.  In  other  words, 
a  psychotherapist  selected  from  the  community  is  unlikely  to 
have  the  skills  necessary  to  deliver  high-quality  mental  health 
care  to  service  members  or  veterans  with  these  conditions. 


Licensed  counselors  (LPC/LMHC)  were  more  likely  than  other 
psychotherapists  to  report  adequate  training  in  EBPs.  Further 
examination  of  differences  across  graduate  training  models  may 
provide  policy  recommendations  to  improve  training  for  the 
next  generation  of  psychotherapists. 

Training  in  EBPs,  in  turn,  predicts  implementation 
of  these  practices  with  the  majority  of  patients.  Increasing 
community-based  psychotherapists'  incentives  to  complete 
training  in  EBPs  may  improve  patient  access  to  these  behav¬ 
ioral  treatments  for  their  conditions.  At  the  same  time,  even 
among  psychotherapists  with  training,  only  4l  percent  reported 
delivering  evidence-based  care  to  most  of  their  patients.  Thus, 
training  alone  does  not  ensure  delivery  of  high-quality  carej 
other  barriers  to  CPG  adherence  must  be  explored.  Providers 
who  delivered  EBPs  to  most  of  their  patients  were  compara¬ 
tively  recent  graduates,  having  completed  their  training  about 
three  years  after  those  who  were  not  consistently  implementing 
evidence-based  care.  This  may  reflect  a  trend  among  graduate 
programs  toward  an  increasing  emphasis  on  evidence-based 
strategies  for  care,  or  it  may  be  that  younger  clinicians  are  more 
likely  to  pursue  training  and  supervision  in  treatments  that 
have  been  demonstrated  through  research  to  reduce  clinical 
symptoms. 

Among  psychiatrists,  the  majority  of  respondents  reported 
prescribing  appropriate  medication  for  MDD  and  PTSD.  In 
general,  most  reported  using  specific  psychotropic  medications 
that  are  considered  generally  acceptable  for  these  conditions. 
However,  we  were  unable  to  assess  the  appropriateness  of  spe¬ 
cific  dosages  and  length  of  use. 

When  we  combined  responses  for  cultural  competency 
and  use  of  evidence-based  approaches  to  examine  the  level  of 
overall  readiness  to  deliver  culturally  competent,  evidence- 
based  care,  we  found  very  few  respondents  (13  percent)  met 
our  threshold.  Similar  to  our  findings  on  cultural  compe¬ 
tency,  providers  who  met  this  threshold  were  more  likely  to  be 
affiliated  with  a  DoD  or  VA  facility  than  not,  and  more  likely 
to  be  a  parr  of  the  TRICARE  network  than  not  if  working 
outside  DoD  or  the  VA.  Although  actual  knowledge  and 
practice  behaviors  were  not  assessed  in  this  study  the  data 
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gathered  on  respondciiLs'  perceptions  of  their  own  knowledge, 
attitudes,  and  behaviors  offer  important  insights  into  how 
ready  they  are  to  work  with  veterans  and  service  members,  as 
well  as  their  families. 

Ttiese  findings  suggest  that  when  service  members,  veterans, 
or  family  members  seek  care  from  providers  not  affiliated  with 
DoD  or  the  VA,  they  may  encounter  providers  who  are  not  as 
well  prepared  to  deliver  culturally  sensitive  care.  However,  the 
degree  to  which  providers  deliver  evidence -based  care  for  PTSD 
and  MDD  appears  equivalent  across  settings,  with  those  provid¬ 
ers  who  have  received  training  in  evidence-based  approaches 
more  likely  to  deliver  such  care  routinely  to  their  patients. 

Study  Limitations 

While  this  study  provides  important  insight  into  the  char¬ 
acteristics  of  community  mental  health  professionals,  several 
limitations  should  be  noted ^  First,  we  relied  upon  a  convenience 
sample.  Thus,  the  results  are  not  necessarily  representative  of  all 
mental  health  professionals.  While  the  topics  of  military  and 
veteran  mental  health  care,  cultural  competency,  and  evidence- 
based  practice  were  not  specifically  identified  in  the  tecruitment 
email  sent  by  GfK  or  in  the  introductory  page  of  the  survey, 
it  is  possible  that  providers  more  interested  in  these  topics  of 
military  and  veteran  populations  completed  the  survey.  As  with 
all  surveys  conducted  among  convenience  samples,  it  is  difficult 
to  understand  the  potential  bias  introduced  by  those  choosing 
to  participate  in  such  panels  and  surveys  as  compared  to  the 
full  population  of  providers. 

Further,  while  we  compare  providers  across  different  types  of 
characteristics,  care  should  be  taken  in  making  inferences  about 
differences  across  provider  groups  because  we  did  not  sample  sys¬ 
tematically  Future  work  should  be  designed  to  implement  simi¬ 
lar  assessments  in  larger  samples,  ideally  those  that  are  designed 
to  represent  provider  groups  (defined  within  provider  networks, 
professional  categories,  settings,  etc.).  Another  limitation  is  that 
we  rely  on  self-report  methods  to  assess  practice  behaviors.  As 
with  all  self-report  surveys,  there  is  the  potential  for  socially 
desirable  responses.  We  tried  to  minimize  this  bias  by  including 
anchor/re  fere  nee  periods  or  referring  to  specific  types  of  patients 
(e.g.,  those  with  PTSD  or  MDD);  however,  the  potential  for 
selecting  socially  desirable  responses  may  still  remain. 

In  addition,  we  measured  some  aspects  of  potential  care 
experiences  for  veterans  and  their  families  within  this  survey, 
such  as  self-reported  knowledge  about  military  culture  and 
proficiency  with  various  treatment  approaches,  bur  did  not 


include  others,  such  as  actual  knowledge  on  how  to  apply 
specific  techniques  and  practice  behaviors  for  these  popula¬ 
tions.  Thus,  many  important  aspects  of  knowledge,  attitudes, 
and  behavior  among  community-based  mental  health  provid¬ 
ers  remain  ro  be  explored.  Further,  other  techniques — such 
as  gathering  patient-level  data  on  symptom  levels,  function¬ 
ing,  and  experiences  with  care  (which  could  be  implemented 
within  rigorous  performance  monitoring  approaches) — would 
help  to  inform  the  extent  to  which  providers'  techniques  are 
actually  helping  patients  to  improve. 

Recommendations  and  Next  Steps 

Despite  the  exploratory  nature  of  this  study,  there  are  several 
implications  for  informing  future  efforts  to  improve  the  capac¬ 
ity  of  community-based  providers  to  deliver  culturally  compe¬ 
tent,  high-quality  care  to  veterans  and  their  families. 

Concft/cf  Better  Assessments  of  Civilian  Provider 
Capacity 

With  continued  emphasis  on  hiring  more  providers  into  the 
VA,^^  workforce  development  and  evaluation  efforts  are  criti¬ 
cally  needed  to  understand  more  about  the  size  and  character¬ 
istics  of  the  mental  health  workforce  in  the  United  States,  and 


These  findings  suggest  that 
when  service  members, 
veterans^  or  family 
members  seek  care  from 
providers  not  affiliated 
with  DoD  or  VA,  they  may 
encounter  providers  who 
ore  not  os  well  prepared 
to  deliver  culturally 
sensitive  care. 
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While  provider  cultural  competency  may  be  important  for 
engaging  the  population  and  thereby  increasing  access 
to  care,  other  specific  efforts  may  be  needed  to  increase 
providers'  use  of  quality  therapeutic  approaches. 


in  particular,  whether  the  civilian  sector  can  meet  expectations 
regarding  timeliness  and  quality  of  care.  Unfortunately,  ar  this 
time,  there  are  no  recent  representative  data  on  any  of  the  spe¬ 
cific  professions  within  the  mental  health  workforce. 

Until  such  population-based  data  can  be  generated, 
organizations  that  maintain  registries  or  provider  networks 
of  mental  health  professionals  should  conduct  assessments 
related  to  their  own  networks,  with  a  special  focus  on  examin¬ 
ing  access  and  quality  of  care  among  those  providers.  Even 
registries  or  networks  established  specifically  for  military  and 
veteran  populations  would  benefit  from  an  assessment  of  which 
providers  have  availability  and  appropriate  capacity  to  render 
timely,  culturally  appropriate,  high-quality  care  to  veterans  and 
their  families.  For  example,  while  being  part  of  such  registries 
or  networks  may  indicate  a  providers  willingness  to  accept 
military-affiliated  patients,  providers  often  place  limits  on  the 
number  of  patients  they  accept  under  those  arrangements.  In 
this  study,  about  30  percent  of  providers  reported  they  were 
parr  of  the  TRICARE  network;  however,  TRICARE  repre¬ 
sented  the  primary  payment  source  for  only  a  small  proportion 
(23  percent)  of  the  patients  treated  by  our  participating  provid¬ 
ers  in  a  typical  week. 

A  related  issue  has  to  do  with  efforts  to  hire  and  train  more 
providers  working  within  DoD  and  the  VA  over  the  past  several 
years.  These  efforts  have  been  hampered  by  the  ability  to  ensure 
an  adequate  pipeline  of  mental  health  providers,  both  in  terms 
of  numbers  and  quality,  particularly  in  remote  or  rural  areas. 
Several  have  pointed  to  the  concerns  about  a  national  short¬ 
age  in  mental  health,^®  and  efforts  to  draw  more  providers  into 
DoD  and  the  VA  may  further  deplete  the  civilian  workforce. 
Again,  careful  study  of  the  existing  workforce  may  help  to  iden¬ 
tify  strengths  and  gaps  and  provide  more  information  about 
how  and  where  to  enhance  the  pipeline  of  new  professionals 
entering  the  workforce. 


>155655  f/ie  Impact  of  Trainings  in  Cultural 
Competency  on  Provider  Capacity 

In  the  President’s  2012  Executive  Order  (and  reinforced  in  new 
Executive  Actions  announced  in  August  2014),  he  called  upon 
DoD,  the  VA,  and  the  Department  of  Health  and  Human 
Services  to  collaborate  in  an  effort  to  educate  commimity-based 
providers  about  the  unique  needs  of  service  members,  veter¬ 
ans,  and  their  families.  In  response  to  the  most  recent  Call  ro 
Action,  DoD  and  the  VA  announced  an  intent  to  disseminate 
their  cultural  competency  course  to  civilian  mental  health  pro¬ 
viders.  While  this  new  initiative  may  help  increase  community- 
based  providers'  awareness  of  the  unique  issues  of  veterans  and 
their  families,  training  by  itself  it  will  not  necessarily  increase 
cultural  competency  or  expand  access  or  quality  of  care  for  vet¬ 
erans.  While  training  may  be  an  important  underpinning  for 
developing  awareness  and  skills,  seeing  and  interacting  with  the 
patient  population  was  a  significant  predictor  of  overall  com¬ 
petency,  with  providers’  affiliation  with  DoD  and  VA  settings 
and  TRICARE  affiliation  significantly  related  to  high  military 
cultural  competency  scores  in  our  scale. 

Further,  while  provider  cultural  competency  may  be 
important  for  engaging  the  population  and  thereby  increasing 
access  ro  care,  other  specific  efforts  may  be  needed  ro  increase 
providers'  use  of  quality  therapeutic  approaches.  DoD  and  the 
VA  have  a  long  history  of  requiring  training  for  their  providers 
on  evidence-based  approaches,  as  well  as  promulgating  CPGs 
for  the  care  of  patients  with  specific  conditions  (including 
PTSD  and  depression),  but  there  are  few  such  requirements 
in  the  civilian  setting.  Large-scale  dissemination  and  training 
efforts  can  be  resource-intensive  and  require  significant  invest¬ 
ment  of  staff  time  and  leadership  to  promote  participation  and 
adherence  to  guidelines.  Different  models  have  been  employed 
and  many  engage  champions,  train-t he- trainer,  or  support¬ 
ive  implementation  models  to  help  disseminate  information 
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broadly  and  encourage  uptake.  Often,  these  efforts  also  involve 
the  development  and  distribution  of  provider  resource  guides, 
pocket  tools,  and  other  decisionmaking  aids  to  facilitate  utiliza¬ 
tion  of  the  skills  and  practice  recommendations.  Studies  that 
have  evaluated  the  impact  of  these  efforts  have  demonstrated 
success, yet  few  programs  that  implement  trainings  of  this 
nature  evaluate  their  efficacy  and  long-term  effectiveness.  Many 
training  and  dissemination  programs  may  show  early  success 
but  adherence  and  use  of  new  skills  may  wane  as  the  support 
and  infrastructure  subsides. 

DoD  utilizes  the  Center  for  Deployment  Psychology  to 
train  military  mental  health  professionals  in  the  evidence-based 
modalities.  Recently,  the  Center  began  collaborating  with 
academic  organizations  to  bring  training  to  civilian  providers  as 
well.  Their  approach  includes  specific  focus  on  cultural  compe¬ 
tency,  as  well  as  evidence-based  therapies,  organized  across  three 
training  tiers  reflecting  different  topics  and  levels  of  intensity* 
Other  promising  programs  have  also  begun  designing  and  imple¬ 
menting  more  rigorous  curricula  on  both  the  topics  of  cultural 
competency  and  specific  evidence-based  modalities  using  models 
shown  to  facilitate  provider  practice  change, Understanding 
the  extent  to  which  participating  in  such  training  affects  provid¬ 
ers'  capability  to  serve  this  population  will  require  well-designed 
evaluations  of  the  training  programs  themselves,  as  well  as  rigor¬ 
ous  studies  to  explore  how  providers  implement  the  material  in 
practice  settings  in  the  short  and  long  terms* 

Expand  Access  to  Effective  Trainings  in  Evidence- 
Based  Approaches  for  PTSD  and  MDD 

This  Study  clearly  points  to  the  need  for  additional  training  on 
evidence- based  approaches  among  the  civilian  mental  health 
workforce,  particularly  for  practitioners  who  completed  their 


formal  professional  training  some  time  ago.  Recent  gradu¬ 
ates  in  certain  professions  appear  to  be  getting  training  in 
these  models  more  often;  thus,  expansion  to  all  professional 
training  programs  as  well  as  to  more  mature  professionals  is 
needed.  Over  the  past  several  years,  numerous  organizations 
have  sought  to  implement  training  programs  for  practicing 
providers  in  evidence-based  approaches  in  mental  health,  with 
varying  success  based  upon  the  particular  model  adopted. As 
we  outlined  earlier,  the  type  of  training  programs  in  military 
cultural  competency  and  evidence-based  approaches  for  PTSD 
and  MDD  currently  available  varies  greatly — from  short  online 
courses,  to  lengthier  in-person  opportunities.  Participation  in 
these  varying  continuing  education  opportunities  may  help  to 
expand  provider  skills  and  ability  to  implement  these  models; 
however,  providers  may  need  some  additional  motivation  for 
attaining  such  training  and  then  applying  their  new  skills  in 
routine  practice. 

While  some  of  these  training  opportunities  are  available 
at  little  or  no  cost  (such  as  web  downloads),  others  may  impose 
specific  costs  related  to  access  and  participation  (including  travel 
expenses).  Beyond  these  participation  fees,  the  participation  time 
itself  may  be  a  cost  for  providers,  as  the  time  spent  in  training 
may  detract  from  their  time  providing  compensated  patient  care 
(particularly  for  providers  working  in  independent,  fee-for-service 
settings).  Thus,  strategies  for  facilitating  low-cost  access  may  be 
needed  to  increase  provider  willingness  to  participate.  While 
some  courses  offer  continuing  education  credits,  not  all  provider 
groups  and  states  have  specific  requirements  for  these  credits  and 
it  may  not  be  enough  motivation  to  facilitate  providers  becom¬ 
ing  trained*  It  should  be  noted  that  while  we  recommend  greater 
access  to  training  in  evidence-based  approaches  for  PTSD  and 
MDD,  we  acknowledge  that  not  ail  training  may  be  equivalent 
in  terms  of  quality  and  effectiveness  in  providing  the  appro- 


This  study  clearly  points  to  the  need  for  additional  training 
on  evidence-based  approaches  among  the  civilian 
mental  health  workforce,  particularly  for  practitioners  who 
completed  their  formal  professional  training  some  time 
ago. 
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Improving  the  mental  health  of  service  members, 
veterans,  and  their  families  will  require  that  the  providers 
who  treat  them  adopt  and  routinely  use  appropriate  and 
effective  approaches  for  addressing  their  conditions. 


priate  instruction  and  supervision  in  specific?  evidence -based 
approaches.  As  such?  rigorous  evaluations  will  be  needed  to  assess 
the  extent  to  which  training  is  efFective  in  improving  providers' 
skills  and  changing  their  practice  behaviors* 

Facilitate  Providers'  Use  of  Evidence-Based 
Approaches 

Improving  the  mental  health  of  service  members,  veterans,  and 
their  families  will  require  that  the  providers  who  treat  them 
adopt  and  routinely  use  appropriate  and  effective  approaches 
for  addressing  their  conditions.  We  found  that  prior  train¬ 
ing  is  associated  with  the  use  of  evidence-based  approaches; 
however?  adoption  of  such  techniques  was  not  universal  among 
those  who  received  such  training.  Thus?  providers  may  need 
additional  motivation  to  use  appropriate  techniques  in  their 
usual  practices*  Supportive  implementation  models  of  train¬ 
ing  have  shown  success  in  increasing  clinical  skill  acquisition 
and  spreading  evidence-based  treatments  among  community 
providers^  but  other  barriers  to  regular  use  may  remain, 

System-  or  practice-level  performance-monitoring 
approaches  and  quality  improvement  techniques  have  been 
shown  to  improve  providers'  use  of  specific  evidence-based 


approaches*"^^  These  monitoring  and  improvement  strategies 
may  be  applied  more  often  within  closely  managed  settings  that 
prioritize  quality — therefore?  providers  working  in  independent 
office  practices  may  not  be  part  of  any  such  oversight  other 
than  what  is  provided  through  reimbursement  mechanisms 
(e.g.,  claims  adjudication  processes).  As  such?  motivating  pro¬ 
viders  in  private?  independent  settings  within  the  civilian  sector 
may  require  that  health  payers  begin  to  monitor  the  quality  of 
care  provided  more  closely  and  consider  strategies  for  incentiv- 
izing  use  of  evidence-based  approaches,  either  through  altering 
reimbursement  rates  or  providing  preferred  referral  authoriza¬ 
tions  (particularly  for  those  providers  who  choose  nor  to  accept 
any  health  insurance).'*'^ 

Prior  research  has  demonstrated  that  there  is  a  business 
case  for  providing  access  to  high-quality  care  for  all  veterans 
with  PTSD  and  MDDA^  dhus?  strategies  for  facilitating  pro¬ 
viders'  use  of  evidence-based  approaches  have  the  potential  to 
reduce  the  overall  costs  of  such  care  and  the  burden  on  society 
associated  with  undertreated  mental  health  conditions.  Based 
on  our  findings?  it  is  reasonable  to  expect  that  increasing  train¬ 
ing  in  and  incentivizing  providers*  use  of  such  techniques  will 
begin  to  facilitate  the  delivery  of  high-quality  care  to  veterans 
and  their  families. 
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About  This  Report 

Ensuring  that  intiftary  veterans  and  thefr  families  have  access  to  high-quality  menta)  health  care  is  a  national  priority.  Over  the  past  several  years,  the 
Departments  of  Defense  and  Veterans  Affairs  have  increased  the  number  of  mental  health  professionals  working  within  their  facilities  and  have  rolled  out 
training  and  quality  improvement  initiatives  designed  to  promote  the  use  of  evidence-based  treatments.  Despite  these  important  efforts,  research  continues 
to  demonstrate  that  many  veterans  prefer  to  seek  services  outside  the  Deportment  of  Defense  and/or  the  Department  of  Veterans  Affairs.  Thus,  providers 
working  in  the  civilian  sector  ore  an  increasingly  important  port  of  the  overall  mentol  health  workforce  addressing  veterans'  mental  health  needs. 

To  better  understand  a  key  aspect  of  our  nation's  ability  to  provide  veterans  and  their  families  with  access  to  high-quality  mental  health  care,  RAND 
conducted  a  survey  of  civilian  mental  health  providers  to  gather  information  about  their  knowledge,  attitudes,  and  preferences  for  delivering  services 
to  veterans  and  their  families.  This  report  provides  the  results  of  that  survey.  The  findings  and  recommendations  from  this  study  should  be  relevont  to 
individuals,  organizations,  ond  policy  officials  concerned  about  the  copacity  of  the  civilion  health  care  sector  to  deliver  culturally  competent,  high-quality 
services  to  veterans  and  their  families. 
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Ensuring  that  military  veterans  and  their  families  have  access  to  high-quality  mental  health  care  is  a  national 
priority.  Over  the  past  several  years,  the  Departments  of  Defense  and  Veterans  Affairs  have  increased 
the  number  of  mental  health  professionals  working  within  their  facilities  and  have  rolled  out  training  and 
quality  improvement  initiatives  designed  to  promote  the  use  of  evidence-based  treatments.  Despite  these 
important  efforts,  research  continues  to  demonstrate  that  many  veterans  prefer  to  seek  services  outside  the 
Department  of  Defense  and/or  the  Department  of  Veterans  Affairs.  Thus,  providers  working  in  the  civilian 
sector  are  an  increasingly  important  part  of  the  overall  workforce  addressing  veterans'  mental  health  needs. 

To  better  understand  a  key  aspect  of  our  nation's  ability  to  provide  veterans  and  their  families  with  access 
to  high-quality  mental  health  care,  RAND  conducted  a  survey  of  civilian  mental  health  providers  to  gather 
information  about  their  competency  with  military  and  veteran  culture  and  their  training  and  experience  treating 
posttraumatic  stress  disorder  and  depression.  This  report  provides  the  results  of  that  survey.  The  findings 
and  recommendations  from  this  study  should  be  relevant  to  individuals,  organizations,  and  policy  officials 
concerned  about  the  capacity  of  the  civilian  health  care  sector  to  deliver  culturally  competent,  high-quality 
services  to  veterans  and  their  families. 
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Hot  Issues 


*March  16  and  17:  House  floor  action:  The  House  passed  the  following  three  bills. 


By  a  vote  of  240-175,  H.R.  1181,  the  Veterans  2nd  Amendment  Protection  Act  would  prevent  the 
names  of  Veterans  who  have  been  deemed  incompetent  for  VA  benefits  purposes  from  being  provided 
to  the  database  used  for  firearms  purchases,  unless  they  have  been  found  by  a  judicial  authority  to  be  a 
danger  to  themselves  or  others.  The  Administration  issued  a  statement  in  support  of  the  bill; 


By  a  vote  of  237-178,  H.R.  1259,  the  VA  Accountability  First  Act  would  establish  expedited 
removal  authority  for  VA  employees  generally.  It  also  includes  measures  to  recoup  relocation  expenses 
and  performance  awards,  allowing  direct  hiring  for  VAMC  and  VISN  directors,  and  reduce  benefits  for 
VA  employees  convicted  of  certain  crime.  The  Administration  issued  a  statement  in  support  of  the  bill. 
Two  significant  amendments  failed  which  would  have  narrowed  or  modified  the  removal  provisions  in 
the  bill,  and  a  number  of  minor  or  technical  changes  were  adopted  by  voice  vote; 


By  a  vote  of  412-0,  H.R.  1367,  which  has  been  put  forward  as  an  effort  to  help  VA  hire  and  retain 
VA  employees.  Among  the  provisions  are  measures  that  would  establish  a  fellowship  program  to 
encourage  interchange  of  employees  from  the  private  sector,  require  performance  appraisals  of  political 
appointees,  broaden  the  application  of  Veteran’s  preference  in  employment,  allow  speedier  hiring  of 
former  VA  employees,  require  a  central  vacancy  database,  and  strengthen  training  for  HR 
professionals.  The  bill  was  modified  in  a  number  of  respects  to  reduce  the  estimated  cost  of  some 
provisions.  A  number  of  other  minor  or  technical  amendments  were  approved  by  voice  vote. 


Emerging 


None 

Congressional  Letters  and  Meeting  Requests  Received 


None 

Friday,  March  17,  2017  Events 


March  17,  2017.  Mr.  Michael  Valentino,  Chief  Consultant,  Pharmacy  Benefits  Management, 
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briefed  Mr.  James  Cari,  Manager,  Legislative  Policy  and  Strategy  Development  for  the  U.S,  Postal 
Service,  and  discussed  the  loss  of  medications  that  occur  during  the  shipping  process.  During  the 
February  27,  2017,  Hearing  before  HVAC-O&I,  Dr.  Clancy  testified  that  91.4  percent  of  reported  drug 
losses  occur  in  the  mail  {USPS  and  UPS). 

10:00 


POC: 


Summary:  Mr.  Valentino  and  others  from  Pharmacy  Benefits  Management  (PBM)  and  the  Consolidated 
Mail-Order  Pharmacy  Team  were  on  line  for  VA.  Mr.  Cari  was  joined  by  U.S.  Postal  Service 
Investigators  and  a  representative  from  USPS  Office  of  Government  Relations.  After  the  February  27 
HVAC-O&I  hearing  on  Drug  Diversions,  the  Committee  asked  USPS  for  follow  up  concerning  VA’s 
testimony  that  94.1  percent  of  reported  controlled  substance  losses  occur  during  shipping.  USPS 
requested  the  call  with  VA  subject  matter  experts  to  get  more  information  in  order  to  better  understand 
VA's  data.  Mr.  Valentino  explained  the  context  of  the  hearing  and  what  the  data  represented.  USPS 
asked  for  an  additional  breakdown  to  include  the  number/percentage  of  controlled  substances  shipped 
by  USPS  vs  UPS,  the  number/percentage  shipped  vs  disbursed  from  a  VA  pharmacy  and  the  actual 
amount  of  losses  vs  reported  losses  given  that  a  delayed  delivery  may  initially  be  reported  as  a  loss  as 
well  as  the  number/percentage  of  actual  losses  attributable  to  USPS.  PBM  agreed  to  parse  VA  data  to 
provide  the  requested  breakouts. 


A.M.;  Teleconference 

(b)(6) 


March  17,  2017.  Sean  Clark,  National  Coordinator,  Veterans  Justice  Outreach  Program,  briefed 
Representative  Coffman’s  on  the  Veterans  Justice  Outreach  (VJO)  program. 


2:00  P.M.;  Teleconference 


POC:  W(6) 


Summary:  Mr.  Clark  explained  VJO  Coordinators  identify  justice-involved  Veterans  and  contact  them 
through  outreach,  in  order  to  facilitate  access  to  VA  services  at  the  earliest  possible  point  by  building 
and  maintaining  partnerships  between  VA  and  key  elements  of  the  criminal  justice  system.  The  staff 
expressed  concern  that  the  program  doesn’t  have  the  resources  it  needs  to  be  fully  successful.  Mr. 

Clark  conceded  that  there  are  resource  problems.  In  closing,  the  staff  said  Rep.  Coffman  is  interested  in 
introducing  legislation  along  with  Senator  Flake  to  allocate  additional  resources  to  the  Veterans  Justice 
Outreach  Program. 


March  17,  2017.  (Continued  -  March  9,  2017)  Rob  Thomas,  01  &T,  Acting  Assistant  Secretary, 
briefed  SVAC  minority  staff  on  "VA's  Major  IT  Projects.” 


2:00  P.M.;  VACO,  Room  703 
POC: 


(b)(6) 


Summary:  Due  to  the  timing  of  the  event,  a  summary  will  be  provided  in  tomorrow’s  report. 


March  17,  2017.  Willie  Clark,  Deputy  Under  Secretary  for  Field  Operations,  VBA  and  Mike 
Frueh,  Chief  of  Staff,  VBA,  briefed  SVAC  minority  staff  regarding  mandatory  overtime. 

2:00  P.M.;  Teleconference 
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Summary:  VBA  staff  provided  a  friendly  update  to  SVAC  minority  staff  regarding  VBA’s  mandatory 
overtime  effort  beginning  March  7.  SVAC  minority  seemed  to  appreciate  the  information  and  expressed 
interest  in  VBA’s  assessment  of  the  situation  when  the  current  30-day  effort  ends  in  early  April. 


March  17,  2017.  (Postponed  -  March  14,  2017).  Dr.  Neil  Evans,  Co-Director,  Connected  Health, 
VHA  briefed  the  Senate  Veterans  Affairs  Committee  on  how  VA  provides  mental  healthcare  to  those  in 
rural  areas  of  the  country  -  either  through  mobile  providers  or  through  telemedicine. 


3:30  P.M.;  VACO  511 


POC:  (b)(6) 


Summary:  Dr.  Evans  explained  that  Tele-Mental  Health  of  information  and  telecommunication 
technologies  to  deliver  mental  health  services  when  the  provider  and  the  Veteran  are  separated  by 
geographical  distance.  The  SVAC  staff  were  interested  to  know  about  VA’s  plan  for  the  Tele-Mental 
Health  Hub  in  South  Dakota  and  if  VA  had  capacity  to  help  treat  National  Guard  soldiers  that  are  in  rural 
areas  but  not  within  their  deployment  window  for  coverage  under  Tricare.  Dr.  Evans  responded  that  the 
Sioux  Falls  Telemental  Health  Hub  plans  to  expand  Tele-Mental  Health  services  though  implementation 
of  Behavioral  Health  interdisciplinary  Program  (BHIP)  teams  in  the  northern  and  southern  CBOC  tiers. 
The  congressional  staff  were  also  interested  in  how  Congress  can  help  expand  VA’s  Telehealth 
program.  Dr.  Galpin  explained  VA  providers  delivering  Telehealth  across  State  lines  from  a  location  not 
on  Federal  property,  or  to  a  patient  not  located  on  Federal  property,  have  no  clear  protection  from  the 
enforcement  of  State  laws  that  require  local  licensure.  He  also  mentioned  that  VA  is  seeking  legislation 
that  allows  VA  providers  to  care  for  Veterans  using  Telehealth  irrespective  of  the  location  of  the 
provider  or  Veterans. 


Look  Ahead-  Monday,  March  20,  2017 


March  20,  2017.  Dr,  Yehia,  Deputy  Under  Secretary  for  Health  for  Community  Care,  will  brief 
SVAC  Minority  staff  along  with  Sen.  Tester’s  local  staff  on  the  Choice  Program  Scheduling  Options  for 
Montana. 


10:30  A. M.;  Teleconference 


POC: 


March  20,  201 7.  Dr.  Baligh  Yehia,  Assistant  Deputy  Under  Secretary  for  Health  -  Community 
Care  will  brief  members  of  Senator  Steve  Daines's  staff  regarding  the  Choice  Program. 


12:30  PM,  Teleconference 


POC:(b)(6) 
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March  20,  2017.  Margarita  Devlin,  Executive  Director,  Benefits  Assistance  Service,  will  brief  staff 
from  Congressman  Robert  Aderholt's  {R-AL-04)  office  on  education  and  training  benefits  available  to 
service  members  upon  departing  the  military. 


1 :30  P.M.;  235  Cannon 


(b)(6) 


Government  Accountability  Office  (GAO)  Activity: 


Entrance  Conference 


March  20,  201 7.  In  response  to  a  request  by  the  Chairs  of  the  House  Armed  Services  Committee 
and  the  House  Veterans’  Affairs  Committee,  GAO  is  beginning  its  work  on  Reverse  Auctions  (GAO 
Code  101428), 


GAO’s  key  questions: 

What  are  the  trends  in  use  of  reverse  auctions  over  the  past  5  years? 

What  steps  have  the  agencies  taken  to  improve  the  use  of  reverse  auctions? 

To  what  extent  did  agencies  achieve  benefits  through  reverse  auctions,  such  as  enhanced 
competition  and  savings,  with  consideration  of  fees  paid? 


1:00  P.M.;VACO,  Room  632 


POC 


(b)(6) 


Upcoming  Hearings  and  Testimony  Due  to  Congress 


March  21 , 201 7.  (Tentative).  The  HVAC  EO  Subcommittee  has  informally  notified  VA  it  intends 
to  hold  a  legislative  hearing.  The  only  bill  on  the  agenda  at  this  time  concerns  “official  time"  and  other 
labor  management  and  personnel  matters.  VA  witnesses  have  not  been  established. 


Time:  TBD.;  Room  TBD 


POC:  (b)(6) 
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March  22,  2017.  Joint  Hearing  of  the  House  and  Senate  Committee’s  on  Veterans’  Affairs  to 
receive  the  Legislative  Presentation  of  Multiple  Veterans  Service. 


10:00  A.M.;  G-50  Dirksen 


POC: 


{b)(6) 


March  22,  2017.  (Postponed  -  March  16,  2017).  The  House  Committee  on  Veterans'  Affairs, 
Subcommittee  on  Health  will  conduct  an  oversight  hearing  on  “Healthy  Hiring:  Enabling  VA  to  Recruit 
and  Retain  Quality  Providers." 

Witnesses:  Mr.  Steve  Young,  Deputy  Under  Secretary  for  Health  for  Operations  and  Management  and 
Dr.  Paula  Molloy,  Assistant  Deputy  Under  Secretary  for  Health  for  Workforce  Services. 


2:00  P.M.;  334  Cannon 


(b)(6) 


March  28,  2017.  The  HVAC  DAMA  Subcommittee  will  hold  a  roundtable  discussion  on  the  topic 
of  Veteran’s  appeals,  with  a  focus  on  the  VA/VSO  appeals  modernization  proposal.  The  Subcommittee 
requested  a  VBA  and  a  BVA  representative  participate  in  the  discussion  -  those  participants  have  not 
been  established. 


Time  1:30  pm.;  Room:  Cannon  334 


(b)(6) 


March  29,  2017.  The  HVAC  Health  Subcommittee  will  hold  a  legislative  hearing  on  the  agenda 
set  out  below.  VA  witness  will  be  Dr.  Jennifer  Lee,  DUSH  for  Policy  and  Services  accompanied  by 
Susan  Blauert,  Deputy  Chief  Counsel. 


Time  8:00  A.M.;  334  Cannon 


POC: 


H.R.  91  -  The  Building  Supportive  Networks  for  Women  Veterans  Act. 

H.R.  95  -  The  Veterans’  Access  to  Child  Care  Act. 

H.R.  467  -  The  VA  Scheduling  Accountability  Act. 

H.R.  907  -  The  Newborn  Care  Improvement  Act. 

H.  R.  918  -  The  Veteran  Urgent  Access  to  Mental  Healthcare  Act. 

H.R.  1005  -  To  improve  the  provision  of  adult  day  health  care  services  for  Veterans. 
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H.R.  1058  -  The  VA  Provider  Equity  Act. 

H.R.  1162  -  The  No  Hero  Left  Untreated  Act. 

H.R.  1545-  VA  Prescription  Data  Accountability  Act  of  2017 
Draft  Bill  -  The  Veterans  Affairs  Medical  Scribe  Pilot  Act  of  201 7. 
Draft  Bill  -  To  prohibit  smoking  in  any  VHA  facility. 


April  5,  2017.  (Tentative).  The  HVAC  Disability  and  Memorial  Affairs  Subcommittee  has  informally 
notified  VA  it  intends  to  hold  a  legislative  hearing  on  the  agenda  set  out  below.  VA  witnesses  have  not 
been  established. 

Time  TBD;  Room  TBD 


POC: 


.  (b)(6) 


Tentative  Agenda  (Couple  more  bills  may  come) 

HR  1328  {Bost)-Auto  COLA 
HR  1329  {Bost)-Annual  COLA 

HR  1390  (Banks)-Transportation  to  State  and  Tribal  Cemeteries 
Draft  Bill  Beneficial  Travel  for  VBA  (authorization  fix)  will  send) 

HR  105  (Brownley)-Repayment  of  Misused  Benefits  of  Veterans  with  Fiduciaries 
Draft  Bill  (Walz)  Quicker  Veterans  Benefits  Delivery  Act 
HR  299  (Valadao)  Blue  Water  Navy 

Member  Engagement  Requests  for  Senior  Leaders 

Sen/Rep 
Last  Name 
First  Name 
State 

Type  of  Engagement 
Received 
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Date  Scheduled 


Topic 

Rep 

Brownley 

Julia 

CA 

Meeting 

3/15/2017 

VA  Priorities 

To  Be  Rescheduled  from  3/15 
Rep 

O’Rourke 

Beto 

TX 

Meeting 
3/1 5/2017 

VA  Priorities 

To  Be  Rescheduled  from  3/15 
Rep 

Bergman 

Jack 

Ml 

Meeting 
3/1 5/2017 

VA  Priorities 
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To  Be  Rescheduled  from  3/15 


Rep 

Bost 

Mike 

IL 

Meeting 

3/15/2017 

VA  Priorities 

To  Be  Rescheduled  from  3/15 
Sen 

Sullivan 

Dan 

AK 

Travel 

2/1/2017 

SecVA 

State  Visit  Request 

Sen 

Tester 

Jon 

MT 

Travel 

2/1/2017 

SecVA 

State  Visit  Request 
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Sen 


Manchin 

Joe 

WV 

Travel 

2/1/2017 

SecVA 

State  Visit  Request 

Sen 

Carper 

Tom 

DE 

Travel 

4/3/2017 

SecVA 

Delaware  State  Veterans  Summit 
Sen 

McCaskill 

Claire 

MO 

Cali 

3/21/2017 
Aria  Harrell  Act 
Sen 

Gillibrand 
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Kirsten 


NY 

Call 

3/22/2017 

Blue  Water  Navy 

Sen 

Sanders 

Bernie 

VT 

Meeting 

3/23/2017 

Privatization,  Choice,  Drug  Costs 

(Meeting  in  Office  of  Secretary) 

Rep 

Mast 

Brian 

FL 

Meeting 


4/3/2017 

Meet  &  Greet 

Sen 

Murray 

Patty 

WA 

Caii/Meeting 
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3/8/2017 


Caregivers 

Rep 

Sablan 

Gregorio 

NMI 

Meeting 

3/7/2017 

Access  to  Care  in  the  Northern  Marianas  Islands 
Sen 

Duckworth 

Tammy 

IL 

Call 

3/8/2017 

TBD 

HVAC  Minority  Member  Retreat 


Meeting 

(Annapolis) 


3/24/2017 

SecVA’s  Way  Forward  for  VA 
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Rep 

McMorris  Rogers 

Cathy 

WA 

Meeting 

3/24/2017 

VA  issues  and  Moving  Forward  in  the  11 5th 
Rep 

Arrington 

Jodey 

TX 

Meeting 

3/14/2017 

VA  Priorities  -  Proactive 

Sen 

Daines 

Steve 

MT 

Travel 

1/25/2017 

Ft  Harrison 

Rep 

Esty 

Elizabeth 

CT 
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Travel 


3/1 5/2017 

Newington  &  Farmington,  CT 

Rep 

Kuster 

Ann  McClane 
NH 

Travel 

3/15/2017 

Nashau,  NH  Homelessness/Suicide 
Sen 

Klobuchar 

Amy 

MN 

Call 

3/16/2017 


Burn  Pit  Legislation 
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Secretary’s  Morning  Report 

Prepared  by  the  Office  of  Congressional  &  Legislative  Affairs 
Monday,  March  20,  2017 

This  document  contains  proprietary  information  and  should  not  be  released,  in  whole  or  in  part,  to  non-VA 
personnel.  Proprietary  information  often  involves  issues  of  policy,  oversight,  or  political  sensitivity  among 
legislative  committees  or  competing  Member  offices  that  should  not  be  shared  with  other  congressional  entities 


Hot  Issues 


March  16  and  17:  House  floor  action:  The  House  passed  the  following  three  bills. 

By  a  vote  of  240-1 75,  H.R.  1181,  the  Veterans  2"''  Amendment  Protection  Act  would 
prevent  the  names  of  Veterans  who  have  been  deemed  incompetent  for  VA  benefits 
purposes  from  being  provided  to  the  database  used  for  firearms  purchases,  unless  they 
have  been  found  by  a  judicial  authority  to  be  a  danger  to  themselves  or  others.  The 
Administration  issued  a  statement  in  support  of  the  bill; 

By  a  vote  of  237-1 78,  H.R.  1259,  the  VA  Accountability  First  Act  would  establish 
expedited  removal  authority  for  VA  employees  generally.  It  also  includes  measures  to 
recoup  relocation  expenses  and  performance  awards,  allowing  direct  hiring  for  VAMC  and 
VISN  directors,  and  reduce  benefits  for  VA  employees  convicted  of  certain  crime.  The 
Administration  issued  a  statement  in  support  of  the  bill.  Two  significant  amendments  failed 
which  would  have  narrowed  or  modified  the  removal  provisions  in  the  bill,  and  a  number  of 
minor  or  technical  changes  were  adopted  by  voice  vote; 

By  a  vote  of  412-0,  H.R.  1367,  which  has  been  put  forward  as  an  effort  to  help  VA  hire  and 
retain  VA  employees.  Among  the  provisions  are  measures  that  would  establish  a  fellowship 
program  to  encourage  interchange  of  employees  from  the  private  sector,  require 
performance  appraisals  of  political  appointees,  broaden  the  application  of  Veteran’s 
preference  in  employment,  allow  speedier  hiring  of  former  VA  employees,  require  a  central 
vacancy  database,  and  strengthen  training  for  HR  professionals.  The  bill  was  modified  in  a 
number  of  respects  to  reduce  the  estimated  cost  of  some  provisions.  A  number  of  other 
minor  or  technical  amendments  were  approved  by  voice  vote. 


Emerging 


None _ 

Congressional  Letters  and  Meeting  Requests  Received 


None _ 

Friday,  March  i  /  ,  i  /  Events 

March  17,  2017.  Mr.  Michael  Valentino,  Chief  Consultant,  Pharmacy  Benefits  Management, 
briefed  Mr.  James  Cari,  Manager,  Legislative  Policy  and  Strategy  Development  for  the  U.S. 
Postal  Service,  and  discussed  the  loss  of  medications  that  occur  during  the  shipping  process. 
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During  the  February  27,  2017,  Hearing  before  HVAC-O&I,  Dr.  Clancy  testified  that  91.4 
percent  of  reported  drug  losses  occur  in  the  mail  (USPS  and  UPS). 

10:00  A.M.;  Teleconference 
PQC:|w^ 

Summary:  Mr.  Valentino  and  others  from  Pharmacy  Benefits  Management  (PBM)  and 
the  Consolidated  Mail-Order  Pharmacy  Team  were  on  line  for  VA.  Mr.  Cari  was  joined 
by  U.S.  Postal  Service  Investigators  and  a  representative  from  USPS  Office  of 
Government  Relations.  After  the  February  27  HVAC-O&I  hearing  on  Drug  Diversions, 
the  Committee  asked  USPS  for  follow  up  concerning  VA’s  testimony  that  94.1  percent 
of  reported  controlled  substance  losses  occur  during  shipping.  USPS  requested  the  call 
with  VA  subject  matter  experts  to  get  more  information  in  order  to  better  understand 
VA’s  data.  Mr.  Valentino  explained  the  context  of  the  hearing  and  what  the  data 
represented.  USPS  asked  for  an  additional  breakdown  to  include  the 
number/percentage  of  controlled  substances  shipped  by  USPS  vs  UPS,  the 
number/percentage  shipped  vs  disbursed  from  a  VA  pharmacy  and  the  actual  amount  of 
losses  vs  reported  losses  given  that  a  delayed  delivery  may  initially  be  reported  as  a 
loss  as  well  as  the  number/percentage  of  actual  losses  attributable  to  USPS.  PBM 
agreed  to  parse  VA  data  to  provide  the  requested  breakouts. 


March  17,  2017.  Sean  Clark,  National  Coordinator,  Veterans  Justice  Outreach  Program, 
briefed  Representative  Coffman’s  on  the  Veterans  Justice  Outreach  (VJO)  program. 

2:00  P.M.;  Teleconference 
POC: 


(b)(6) 


Summary:  Mr.  Clark  explained  VJO  Coordinators  identify  justice-involved  Veterans  and 
contact  them  through  outreach,  in  order  to  facilitate  access  to  VA  services  at  the  earliest 
possible  point  by  building  and  maintaining  partnerships  between  VA  and  key  elements 
of  the  criminal  justice  system.  The  staff  expressed  concern  that  the  program  doesn’t 
have  the  resources  it  needs  to  be  fully  successful.  Mr.  Clark  conceded  that  there  are 
resource  problems.  In  closing,  the  staff  said  Rep.  Coffman  is  interested  in  introducing 
legislation  along  with  Senator  Flake  to  allocate  additional  resources  to  the  Veterans 
Justice  Outreach  Program. 


March  17,  2017.  (Continued  -  March  9,  2017)  Rob  Thomas,  OI&T,  Acting  Assistant 
Secretary,  briefed  SVAC  minority  staff  on  “VA’s  Major  IT  Projects.” 

2:00  P.M.:  VACO,  Room  703 


POC:M6) 


Summary:  Due  to  the  timing  of  the  event,  a  summary  will  be  provided  in  tomorrow's 
report. 


March  17,  2017.  Willie  Clark,  Deputy  Under  Secretary  for  Field  Operations,  VBA  and  Mike 
Frueh,  Chief  of  Staff,  VBA,  briefed  SVAC  minority  staff  regarding  mandatory  overtime. 

2:00  P.M.;  Teleconference 
POC: 


(b)(6) 


Summary:  VBA  staff  provided  a  friendly  update  to  SVAC  minority  staff  regarding  VBA’s 
mandatory  overtime  effort  beginning  March  7.  SVAC  minority  seemed  to  appreciate  the 
information  and  expressed  interest  in  VBA’s  assessment  of  the  situation  when  the 
current  30-day  effort  ends  in  early  April. 
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March  17,  2017.  (Postponed  -  March  14,  2017).  Dr.  Neil  Evans,  Co-Director,  Connected 
Health,  VHA  briefed  the  Senate  Veterans  Affairs  Committee  on  how  VA  provides  mental 
healthcare  to  those  in  rural  areas  of  the  country  -  either  through  mobile  providers  or  through 
telemedicine. 

3:30  P.M.:  VACO  511 _ , 

POP.'  I 

Summary:  Dr.  Evans  explained  that  Tele-Mental  Health  of  information  and 
telecommunication  technologies  to  deliver  mental  health  services  when  the  provider  and 
the  Veteran  are  separated  by  geographical  distance.  The  SVAC  staff  were  interested  to 
know  about  VA’s  plan  for  the  Tele-Mental  Health  Hub  in  South  Dakota  and  if  VA  had 
capacity  to  help  treat  National  Guard  soldiers  that  are  in  rural  areas  but  not  within  their 
deployment  window  for  coverage  under  Tricare.  Dr.  Evans  responded  that  the  Sioux 
Falls  Tele-Mental  Health  Hub  plans  to  expand  Tele-Mental  Health  services  though 
implementation  of  Behavioral  Health  Interdisciplinary  Program  (BHIP)  teams  in  the 
northern  and  southern  CBOC  tiers.  The  congressional  staff  were  also  interested  in  how 
Congress  can  help  expand  VA’s  Telehealth  program.  Dr.  Galpin  explained  VA  providers 
delivering  Telehealth  across  State  lines  from  a  location  not  on  Federal  property,  or  to  a 
patient  not  located  on  Federal  property,  have  no  clear  protection  from  the  enforcement 
of  State  laws  that  require  local  licensure.  He  also  mentioned  that  VA  is  seeking 
legislation  that  allows  VA  providers  to  care  for  Veterans  using  Telehealth  irrespective  of 
the  location  of  the  provider  or  Veterans. 


Look  Ahead-  Monday,  March  20,  2017 


March  20,  2017.  Dr.  Yehia,  Deputy  Under  Secretary  for  Health  for  Community  Care,  will  brief 
SVAC  Minority  staff  along  with  Sen.  Tester’s  local  staff  on  the  Choice  Program  Scheduling 
Options  for  Montana. 

10:30  A.M.;  Teleconference 
POC: 


(bK6) 


March  20,  2017.  Dr.  Baligh  Yehia,  Assistant  Deputy  Under  Secretary  for  Health  -  Community 
Care  will  brief  members  of  Senator  Steve  Daines’s  staff  regarding  the  Choice  Program. 

12:30 
POC: 


PM,  Teleconference 

(b)(6) 


March  20,  2017.  Margarita  Devlin,  Executive  Director,  Benefits  Assistance  Service,  will  brief 
staff  from  Congressman  Robert  Aderholt’s  {R-AL-04)  office  on  education  and  training  benefits 
available  to  service  members  upon  departing  the  military. 

1;30  P.M.;  235  Cannon 


POC: 


Government  Accountability  Office  (GAO)  Activity: 

Entrance  Conference 


March  20,  2017.  In  response  to  a  request  by  the  Chairs  of  the  House  Armed  Services 
Committee  and  the  House  Veterans’  Affairs  Committee,  GAO  is  beginning  its  work  on  Reverse 
Auctions  {GAO  Code  101428). 


3 


Page  374  of  974 


Stand  up  -March  20.docx  for  Printed  Item:  6  (  Attachment  3  of  3) 


FOR  INTERNAL  USE  ONLY 


GAO’S  key  questions: 


What  are  the  trends  in  use  of  reverse  auctions  over  the  past  5  years? 

What  steps  have  the  agencies  taken  to  improve  the  use  of  reverse  auctions? 

To  what  extent  did  agencies  achieve  benefits  through  reverse  auctions,  such  as  enhanced 
competition  and  savings,  with  consideration  of  fees  paid? 


1:00  P.M.;VACO,  Room  632 


(b)(6) 


Upcoming  Hearings  and  Testimony  Due  to  Congress 


March  21, 2017.  (Tentative).  The  HVAC  EO  Subcommittee  has  informally  notified  VA  it 
intends  to  hold  a  legislative  hearing.  The  only  bill  on  the  agenda  at  this  time  concerns  “official 
time”  and  other  labor  management  and  personnel  matters.  VA  witnesses  have  not  been 
established. 

Time:  TBD.;  Room  TBD 


POC: 


March  22,  2017.  Joint  Hearing  of  the  House  and  Senate  Committee’s  on  Veterans'  Affairs  to 
receive  the  Legislative  Presentation  of  Multiple  Veterans  Service. 

10:00  A. M.;  G-50  Dirksen 
POC:P^> 


March  22,  2017.  (Postponed  -  March  16,  2017).  The  House  Committee  on  Veterans’  Affairs, 
Subcommittee  on  Health  will  conduct  an  oversight  hearing  on  “Healthy  Hiring:  Enabling  VA  to 
Recruit  and  Retain  Quality  Providers.” 

Witnesses:  Mr.  Steve  Young,  Deputy  Under  Secretary  for  Health  for  Operations  and 
Management  and  Dr.  Paula  Molloy,  Assistant  Deputy  Under  Secretary  for  Health  for  Workforce 
Services. 

2:00  P.M.;  334  Cannon 


POC:  (b)(6) 


March  28,  2017.  The  HVAC  DAMA  Subcommittee  will  hold  a  roundtable  discussion  on  the 
topic  of  Veteran’s  appeals,  with  a  focus  on  the  VA/VSO  appeals  modernization  proposal.  The 
Subcommittee  requested  a  VBA  and  a  BVA  representative  participate  in  the  discussion  -  those 
participants  have  not  been  established. 

Time  1 :30  pm.;  Room:  Cannon  334 
POC:|(b)(6)  ' 


March  29,  2017.  The  HVAC  Health  Subcommittee  will  hold  a  legislative  hearing  on  the 
agenda  set  out  below.  VA  witness  will  be  Dr.  Jennifer  Lee,  DUSH  for  Policy  and  Services 
accompanied  by  Susan  Blauert,  Deputy  Chief  Counsel. 

Time  8:00  A.M.;  334  Cannon 


POC:  (b)(6) 


H.R.  91  -  The  Building  Supportive  Networks  for  Women  Veterans  Act. 
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H.R.  95  -  The  Veterans'  Access  to  Child  Care  Act. 

H.R.  467  -  The  VA  Scheduling  Accountability  Act. 

H.R.  907  -  The  Newborn  Care  Improvement  Act. 

H.  R.  918  -  The  Veteran  Urgent  Access  to  Mental  Healthcare  Act. 

H.R.  1005  -  To  improve  the  provision  of  adult  day  health  care  services  for 
Veterans. 

H.R.  1058  -  The  VA  Provider  Equity  Act. 

H.R.  1162  -  The  No  Hero  Left  Untreated  Act. 

H.R.  1545-  VA  Prescription  Data  Accountability  Act  of  201 7 
Draft  Bill  -  The  Veterans  Affairs  Medical  Scribe  Pilot  Act  of  2017. 

Draft  Bill  -  To  prohibit  smoking  in  any  VHA  facility. 


April  5, 2017.  (Tentative).  The  HVAC  Disability  and  Memorial  Affairs  Subcommittee  has 
informally  notified  VA  it  intends  to  hold  a  legislative  hearing  on  the  agenda  set  out  below.  VA 
witnesses  have  not  been  established. 

Time  TBD;  Room  TBD 
POC: 


(b)(6) 


Tentative  Agenda  (Couple  more  bills  may  come) 

HR  1328  {Bost)-Auto  COLA 
HR  1329  (Bost)-Annual  COLA 

HR  1390  {Banks)-Transportation  to  State  and  Tribal  Cemeteries 
Draft  Bill  Beneficial  Travel  for  VBA  (authorization  fix)  will  send) 

HR  105  (Brownley)-Repayment  of  Misused  Benefits  of  Veterans  with  Fiduciaries 
Draft  Bill  (Walz)  Quicker  Veterans  Benefits  Delivery  Act 
HR  299  (Valadao)  Blue  Water  Navy 


Member  Engagement  Requests  for  Senior  Leaders 


Sen/Rep 

Last 

Name 

First 

Name 

State 

Type  of 
Engagement 

Received 

Date 

Scheduled 

Topic 

Rep 

Brownley 

Julia 

CA 

Meeting 

3/15/2017 

VA  Priorities 

To  Be  Rescheduled 
from  3/15 

Rep 

O’Rourke 

Beto 

TX 

Meeting 

3/15/2017 

VA  Priorities 

To  Be  Rescheduled 
from  3/15 

Rep 

Bergman 

Jack 

Ml 

Meeting 

3/15/2017 

VA  Priorities 

To  Be  Rescheduled 
from  3/15 

Rep 

Bost 

Mike 

IL 

Meeting 

3/15/2017 

VA  Priorities 

To  Be  Rescheduled 
from  3/15 

Sen 

Sullivan 

Dan 

AK 

Travel 

2/1/2017 

SecVA 

State  Visit  Request 

Sen 

Tester 

Jon 

MT 

Travel 

2/1/2017 

SecVA 

State  Visit  Request 
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Sen 

Manchin 

Joe 

WV 

Travel 

2/1/2017 

SecVA 

State  Visit  Request 

Sen 

Carper 

Tom 

DE 

Travel 

4/3/2017 

SecVA 

Delaware  State 
Veterans  Summit 

Sen 

McCaskill 

Claire 

MO 

Call 

3/21/2017 

Aria  Harrell  Act 

Sen 

Gillibrand 

Kirsten 

NY 

Call 

3/22/201 7 

Blue  Water  Navy 

Sen 

Sanders 

Bernie 

VT 

Meeting 

3/23/201 7 

Privatization,  Choice, 
Drug  Costs 
(Meeting  in  Office  of 
Secretary) 

Rep 

Mast 

Brian 

FL 

Meeting 

4/3/2017 

Meet  &  Greet 

Sen 

Murray 

Patty 

WA 

Call/Meeting 

3/8/2017 

Caregivers 

Rep 

Sablan 

Gregorio 

NMI 

Meeting 

3/7/2017 

Access  to  Care  in  the 
Northern  Marianas 
Islands 

Sen 

Duckworth 

Tammy 

IL 

Call 

3/8/2017 

TBD 

HVAC 

Minority 

Member 

Retreat 

Meeting 

(Annapolis) 

3/24/201 7 

SecVA’s  Way  Forward 
forVA 

Rep 

McMorris 

Rogers 

Cathy 

WA 

Meeting 

3/24/201 7 

VA  issues  and  Moving 
Forward  in  the  115*'' 

Rep 

Arrington 

Jodey 

TX 

Meeting 

3/14/2017 

VA  Priorities  - 
Proactive 

Sen 

Daines 

Steve 

MT 

Travel 

1/25/2017 

Ft  Harrison 

Rep 
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All, 


Attached  is  the  Morning  Report  for  Friday,  March  17,  2017.  This  document  is  for  internal  use  only. 


Thank  you  kindly. 


(b')(6) 


Department  of  Veterans  Affairs 

Health  Program  Analyst,  Office  of  Congressional  and  Legislative  Affairs 
810  Vermont  Ave  NW 
Washington,  DC  20420 


Phone 
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Secretary’s  Morning  Report 


Prepared  by  the  Office  of  Congressional  &  Legislative  Affairs 


Friday,  March  17,  2017 
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Hot  Issues 


None 

Emerging 


None 


Congressional  Letters  and  Meeting  Requests  Received 


March  16,  2017.  Ranking  Member  Senator  Jon  Tester  (SVAC),  and  17  other  Senators  expressed 
concern  over  sexual  harassment  reports  regarding  female  service  members  and  Veterans. 

o  Received  March  16,  2017:  VAIQ  #7781860 


Thursday  March  16,  2017  Events 


March  15,  2017.  Barbara  Ward,  Director,  Center  for  Minority  Veterans,  briefed 

Rep.  Sanford  Bishop  (D-GA-02)  on  services  the  Center  provides  and  the  advisory  committee’s  most 
recent  recommendations  from  their  2016  annual  report. 


4:00  P.M.;  2407  Rayburn 


(b)(6) 


Summary:  Barbara  Ward,  opened  the  dialogue  providing  background  knowledge  and  statute  history  of 
the  VA  Center  for  Minority  Veterans  (CMV)  and  the  Advisory  Committee  on  Minority  Veterans  (ACMV), 
of  which  Rep.  Bishop  stated  he  was  familiar  with  due  to  his  years  of  Congressional  Black  Caucus- 
Veterans'  Braintrust  Committee  engagement  and  commitment.  In  addition,  Ms.  Ward  highlighted  the 
recently  published  2017  Minority  Veterans  Report,  which  reflects  current  and  future  Minority  Veterans’ 
demographics  and  utilization  of  VA  benefits  and  services.  Ms.  Ward  also  covered  the  CMV  strategic 
plan  and  current  targeted  outreach  initiatives.  She  reviewed  the  role  of  the  Advisory  Committee  on 
Minority  Veterans  and  pointed  out  specific  recommendations  within  the  2016  ACMV  report.  Rep.  Bishop 
asked  questions  regarding  the  ACMV,  especially  screening  and  the  selection  process  of  committee 
members,  and  support  from  senior  VA  leadership.  Ms.  Ward  provided  assurance  that  VA  senior 
leadership  is  critical  to  and  supportive  of  the  AMCV  member  selection  process  and  that  VA  leadership 
value  the  recommendations  submitted  annually  by  the  ACMV.  In  addition  to  leadership  support  of  the 
ACMV,  Ms.  Ward  indicated  leadership  support  for  the  CMV’s  targeted  outreach  efforts.  Rep.  Bishop 
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asked  for  specific  information  regarding  challenges  identified  as  a  result  of  the  2016  ACMV  Report.  In 
response,  Ms.  Ward  and  Mr.  Newsome  (Deputy  Director,  CMV)  referred  to  the  ACMV’s 
recommendations  with  specific  attention  towards  the  VA  gathering  comprehensive  demographic 
(race/ethnicity)  data  to  enhance  access  to  VA  benefits  and  services,  and  support  for  the  VA  Office  of 
Health  Equity  to  identify  and  address  health  disparities.  Lastly,  Rep.  Bishop  encouraged  ensuring  that 
members  within  the  HVAC  and  Tri-Caucus  have  access  to  the  2017  Minority  Veterans  Report  and  the 
2016  Advisory 

Committee  on  Minority  Veterans  Report. 


March  16,  2017.  Subject  Matter  Experts  from  VBA’s  Pension  and  Fiduciary  Services  had  a 
teleconference  with  SVAC  Minority  staff  to  discuss  VA’s  FY17  legislative  proposals  on  fiduciaries. 


12:30  P.M.;  Teleconference 


(b)(S) 


Summary:  SVAC  Minority  staff  requested  information  to  gather  context  on  fiduciary  misuse  and  the 
legislative  proposals  from  the  VA.  Two  of  the  proposals  discussed  were  on  the  reissuance  of  VA  benefit 
payments  to  all  victims  of  misuse  and  the  exemption  to  the  right  to  the  Financial  Privacy  Act  by 
fiduciaries  of  VA  beneficiaries.  Minority  staff  indicated  that  the  proposal  to  reissue  VA  benefit  payments 
of  fiduciary  misuse  was  noncontroversial  within  the  Committee.  SVAC  minority  staff  appreciated  the  call 
and  predicted  that  these  issues  will  likely  be  brought  up  in  the  near  future  but  did  not  give  a 


specific  timeframe. 


March  16,  201 7.  Dr.  Ron  Maurer,  Acting  Deputy  Assistant  Secretary  for  Congressional  and 
Legislative  Affairs,  met  with  staff  from  Congressman  Brian  Mast’s  (R-FL)  office  to  discuss  the  recent 
engagement  at  the  West  Palm  Beach  VAMC. 


2:30P.M.:  2184  Rayburn  House  Office  Building 


Summary:  Dr.  Maurer  and  the  Congressman’s  staff  discussed  the  Congressman’s  visit  to  the  West 
Palm  Beach  VAMC  on  Tuesday. 


March  16,  2017.  Bridget  McGregor,  RN  Manager,  HCBS,  Patient  Care  Services  and  Curtis 
Jordan,  VISN  19  Network  Contract  Manager  provided  an  overview  of  the  current  nursing  home  situation 
in  Montana  to  the  Senate  Veterans  Affairs  Committee  and  Senator  Tester’s  State  Staff. 


3:30  P.M.;  825A  Hart 


(b)(6) 


Summary:  SVAC  staff  is  concerned  with  potential  access  issues  to  nursing  homes  for  Veterans  in 
Montana  and  nationwide  because  local  nursing  home  companies  have  reported  they  are  not  renewing 
their  contracts  because  they  are  unsatisfied  with  the  government’s  payment  rates.  The  staff  asked  if  VA 
was  working  with  nursing  homes  via  contracts  or  provider  agreements.  Mr.  Jordan  said  that  he  found  it 
problematic  that  VA  did  not  use  provider  agreements.  The  Senate  staff  thanked  him  for  his  response 
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and  stated  that  they  would  continue  to  urge  VA  to  use  provider  agreements  more  often.  Mr.  Curtis  also 
explained  the  Service  Contract  Act  requires  general  contractors  performing  services  on  contracts  to  pay 
service  employees  in  various  classes  no  less  than  the  wage  rates  and  benefits  found  in  the  locality 
which  some  nursing  homes  cannot  afford.  The  congressional  staff  also  asked  if  there  are  enough 
contracts  in  place  to  meet  the  demand.  Ms.  McGregor  explained  that  there  are  115  Veterans  in  nursing 
homes  in  Montana  across  36  contracts  and  that  there  is  never  a  waitlist  to  gain  access  to  nursing 
homes.  In  closing,  the  congressional  staff  said  the  meeting  was  very  helpful  and  asked  that  VA  provide 
them  with  a  schedule  of  contract  renewals  and  a  description  of  what  is  being  done  at  VA  Central  Office 
to  track  access  and  availability  of  nursing  homes. 


Look  Ahead-  Friday,  March  17,  2017 


March  17,  2017.  Mr.  Michael  Valentino,  Chief  Consultant,  Pharmacy  Benefits  Management,  will 
speak  with  Mr.  James  Cari,  Manager,  Legislative  Policy  and  Strategy  Development  for  the  U.S.  Postal 
Service,  to  discuss  loss  of  medications  that  occur  during  the  shipping  process.  During  the  February  27, 
2017,  Hearing  before  HVAC-O&l,  Dr.  Clancy  testified  that  91.4  percent  of  reported  drug  losses  occur  in 
the  mail  (USPS  and  UPS). 


10:00  A. M.;  Teleconference 


POcmQ) 


March  17,  2017.  Sean  Clark,  National  Coordinator,  Veterans  Justice  Outreach  Program,  will  brief 
Representative  Coffman’s  on  the  Veterans  Justice  Outreach  (VJO)  program. 


2:00  P.M.;  Teleconference 


POC:  (bK6) 


March  17,  2017.  (Continued  -  March  9,  2017)  Rob  Thomas,  01  &T,  Acting  Assistant  Secretary, 
provided  a  briefing  to  SVAC  minority  staff  on  “VA’s  Major  IT  Projects.” 


2:00  P.M.;VACO,  Room  703 


POC: 


March  17,  2017.  Willie  Clark,  Deputy  Under  Secretary  for  Field  Operations,  VBA  and  Mike 
Frueh,  Chief  of  Staff,  VBA,  will  provide  a  briefing  to  SVAC  minority  staff  regarding  mandatory  overtime. 


2:00  P.M.;  Teleconference 


March  17,  2017.  (Postponed  -  March  14,  2017).  Dr.  Neil  Evans,  Co-Director,  Connected  Health, 
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VHA  will  brief  the  Senate  Veterans  Affairs  Committee  on  how  VA  provides  mental  healthcare  to  those  in 
rural  areas  of  the  country  -  either  through  mobile  providers  or  through  telemedicine. 

3:30  P.M.;  VACO  511 


(b)(6) 


Upcoming  Hearings  and  Testimony  Due  to  Congress 


March  21 , 201 7.  (Tentative).  The  HVAC  EO  Subcommittee  has  informally  notified  VA  it  intends 
to  hold  a  legislative  hearing.  The  only  bill  on  the  agenda  at  this  time  concerns  “official  time"  and  other 
labor  management  and  personnel  matters.  VA  witnesses  have  not  been  established. 


Time:  TBD.;  Room  TBD 


{b)(6) 


March  22,  2017.  Joint  Hearing  of  the  House  and  Senate  Committee’s  on  Veterans’  Affairs  to 
receive  the  Legislative  Presentation  of  Multiple  Veterans  Service. 


10:00  A.M.;  G-50  Dirksen 


(b)(6) 


March  22,  2017.  (Postponed  -  March  16,  2017).  The  House  Committee  on  Veterans’  Affairs, 
Subcommittee  on  Health  will  conduct  an  oversight  hearing  on  “Healthy  Hiring:  Enabling  VA  to  Recruit 
and  Retain  Quality  Providers.” 

Witnesses:  Mr.  Steve  Young,  Deputy  Under  Secretary  for  Health  for  Operations  and  Management  and 
Dr.  Paula  Molloy,  Assistant  Deputy  Under  Secretary  for  Health  for  Workforce  Services. 


2:00  P.M.;  334  Cannon 


POC: 


(b)(6) 


March  28,  2017.  The  HVAC  DAMA  Subcommittee  will  hold  a  roundtable  discussion  on  the  topic 
of  Veteran’s  appeals,  with  a  focus  on  the  VAA/SO  appeals  modernization  proposal.  The  Subcommittee 
requested  a  VBA  and  a  BVA  representative  participate  in  the  discussion  -  those  participants  have  not 
been  established. 


Time  1:30  pm.;  Room:  Cannon  334 


(b)(6) 
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March  29,  2017.  The  HVAC  Health  Subcommittee  will  hold  a  legislative  hearing  on  the  agenda 
set  out  below.  VA  witness  will  be  Dr.  Jennifer  Lee,  DUSH  for  Policy  and  Services  accompanied  by 
Susan  Blauert,  Deputy  Chief  Counsel. 


Time  8:00  A.M.;  334  Cannon 


(b)(6) 


H.R.  91  -  The  Building  Supportive  Networks  for  Women  Veterans  Act. 

H.R.  95  -  The  Veterans’  Access  to  Child  Care  Act. 

H.R.  467  -  The  VA  Scheduling  Accountability  Act. 

H.R.  907  -  The  Newborn  Care  Improvement  Act. 

H.  R.  918  -  The  Veteran  Urgent  Access  to  Mental  Healthcare  Act. 

H.R.  1005  -  To  improve  the  provision  of  adult  day  health  care  services  for  Veterans. 
H.R.  1058  -  The  VA  Provider  Equity  Act. 

H.R.  1 162  -  The  No  Hero  Left  Untreated  Act. 

Draft  Bill  -  The  Veterans  Affairs  Medical  Scribe  Pilot  Act  of  201 7. 

Draft  Bill  -  To  prohibit  smoking  in  any  VHA  facility. 


April  5,  2017.  (Tentative).  The  HVAC  Disability  and  Memorial  Affairs  Subcommittee  has  informally 
notified  VA  it  intends  to  hold  a  legislative  hearing  on  the  agenda  set  out  below.  VA  witnesses  have  not 
been  established. 


Time  TBD;  Room  TBD 


POC: 


Tentative  Agenda  (Couple  more  bills  may  come) 

HR  1328  (Bost)-Auto  COLA 
HR  1329  {Bost)-Annual  COLA 

HR  1390  (Banks)-Transportation  to  State  and  Tribal  Cemeteries 
Draft  Bill  Beneficial  Travel  for  VBA  (authorization  fix)  will  send) 

HR  105  (Brownley)-Repayment  of  Misused  Benefits  of  Veterans  with  Fiduciaries 
Draft  Bill  (Walz)  Quicker  Veterans  Benefits  Delivery  Act 
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HR  299  (Valadao)  Blue  Water  Navy 


Member  Engagement  Requests  for  Senior  Leaders 

Sen/Rep 
Last  Name 
First  Name 
State 

Type  of  Engagement 

Received 

Date  Scheduled 

Topic 

Rep 

Brownley 

Julia 

CA 

Meeting 
3/1 5/2017 

VA  Priorities 

To  Be  Rescheduled  from  3/15 
Rep 

O'Rourke 

Beto 

TX 

Meeting 

3/15/2017 
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VA  Priorities 


To  Be  Rescheduled  from  3/15 
Rep 

Bergman 

Jack 

Ml 

Meeting 

3/15/2017 

VA  Priorities 

To  Be  Rescheduled  from  3/15 

Rep 

Bost 

Mike 

IL 

Meeting 
3/1 5/2017 

VA  Priorities 

To  Be  Rescheduled  from  3/15 
Sen 

Sullivan 

Dan 

AK 

Travel 

2/1/2017 

SecVA 
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state  Visit  Request 

Sen 

T  ester 

Jon 

MT 

Travel 

2/1/2017 

SecVA 

State  Visit  Request 
Sen 

Manchin 

Joe 

WV 

Travel 

2/1/2017 

SecVA 

State  Visit  Request 

Sen 

Carper 

Tom 

DE 

Travel 

4/3/2017 

SecVA 

Delaware  State  Veterans  Summit 
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Sen 


McCaskill 

Claire 

MO 

Call 

3/21/2017 
Aria  Harrell  Act 
Sen 

Gillibrand 

Kirsten 

NY 

Call 

3/22/2017 

Blue  Water  Navy 

Sen 

Sanders 

Bernie 

VT 

Meeting 

3/23/2017 

Privatization,  Choice,  Drug  Costs 

(Meeting  in  Office  of  Secretary) 

Rep 

Mast 

Brian 
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FL 

Meeting 

4/3/2017 

Meet  &  Greet 

Sen 

Murray 

Patty 

WA 

Call/Meeting 

3/8/2017 


Caregivers 

Rep 

Sablan 

Gregorio 

NMI 

Meeting 

3/7/2017 

Access  to  Care  in  the  Northern  Marianas  Islands 
Sen 

Duckworth 

Tammy 

IL 

Call 

3/8/2017 
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TBD 


HVAC  Minority  Member  Retreat 


Meeting 

(Annapolis) 

3/24/2017 

SecVA's  Way  Forward  for  VA 
Rep 

McMorris  Rogers 

Cathy 

WA 

Meeting 

3/24/2017 

VA  issues  and  Moving  Forward  in  the  115th 
Rep 

Arrington 

Jodey 

TX 

Meeting 

3/14/2017 

VA  Priorities  -  Proactive 

Sen 

Daines 
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Steve 


MT 

Travel 

1/25/2017 

Ft  Harrison 

Rep 

Esty 

Elizabeth 

CT 

Travel 
3/1 5/2017 

Newington  &  Farmington,  CT 

Rep 

Kuster 

Ann  McClane 
NH 

Travel 
3/1 5/2017 

Nashau,  NH  Homelessness/Suicide 
Sen 

Klobuchar 

Amy 

MN 

Cal! 

3/16/2017 
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FOR  INTERNAL  USE  ONLY 

Secretary’s  Morning  Report 

Prepared  by  the  Office  of  Congressionai  &  Legisiative  Affairs 
_ _ Friday,  March  17,  2017 _ 

This  document  contains  proprietary  information  and  should  not  be  released,  in  whole  or  in  part,  to  non-VA 
personnel.  Proprietary  information  often  involves  issues  of  policy,  oversight,  or  political  sensitivity  among 
legislative  committees  or  competing  Member  offices  that  should  not  be  shared  with  other  congressional  entities 


Congressional  Letters  and  Meeting  Requests  Received 


March  16,  2017.  Ranking  Member  Senator  Jon  Tester  (SVAC),  and  17  other  Senators 
expressed  concern  over  sexual  harassment  reports  regarding  female  service  members  and 
Veterans. 

o  Received  March  1 6,  201 7:  VAIQ  #7781 860 


Thursday  March  lo,  ^ui  r  Events 


March  15,  2017.  Barbara  Ward,  Director,  Center  for  Minority  Veterans,  briefed 

Rep.  Sanford  Bishop  {D-GA-02)  on  services  the  Center  provides  and  the  advisory  committee’s 

most  recent  recommendations  from  their  201 6  annual  report. 

4:00  P.M.:  2407  Ravburn 


POCs 


(b)(6) 


Ca*Asia  Lane,  202-226-3844 


Summary:  Barbara  Ward,  opened  the  dialogue  providing  background  knowledge  and 
statute  history  of  the  VA  Center  for  Minority  Veterans  (CMV)  and  the  Advisory 
Committee  on  Minority  Veterans  (ACMV),  of  which  Rep.  Bishop  stated  he  was  familiar 
with  due  to  his  years  of  Congressional  Black  Caucus-Veterans’  Braintrust  Committee 
engagement  and  commitment.  In  addition,  Ms.  Ward  highlighted  the  recently  published 
2017  Minority  Veterans  Report,  which  reflects  current  and  future  Minority  Veterans' 
demographics  and  utilization  of  VA  benefits  and  services.  Ms.  Ward  also  covered  the 
CMV  strategic  plan  and  current  targeted  outreach  initiatives.  She  reviewed  the  role  of 
the  Advisory  Committee  on  Minority  Veterans  and  pointed  out  specific 
recommendations  within  the  2016  ACMV  report.  Rep.  Bishop  asked  questions  regarding 
the  ACMV,  especially  screening  and  the  selection  process  of  committee  members,  and 
support  from  senior  VA  leadership.  Ms.  Ward  provided  assurance  that  VA  senior 
leadership  is  critical  to  and  supportive  of  the  AMCV  member  selection  process  and  that 
VA  leadership  value  the  recommendations  submitted  annually  by  the  ACMV.  In  addition 
to  leadership  support  of  the  ACMV,  Ms.  Ward  indicated  leadership  support  for  the 
CMV’s  targeted  outreach  efforts.  Rep.  Bishop  asked  for  specific  information  regarding 
challenges  identified  as  a  result  of  the  2016  ACMV  Report.  In  response,  Ms.  Ward  and 
Mr.  Newsome  (Deputy  Director,  CMV)  referred  to  the  ACMV’s  recommendations  with 
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specific  attention  towards  the  VA  gathering  comprehensive  demographic  (race/ethnicity) 
data  to  enhance  access  to  VA  benefits  and  services,  and  support  for  the  VA  Office  of 
Health  Equity  to  identify  and  address  health  disparities.  Lastly,  Rep.  Bishop  encouraged 
ensuring  that  members  within  the  HVAC  and  Tri-Caucus  have  access  to  the  201 7 
Minority  Veterans  Report  and  the  201 6  Advisory 
Committee  on  Minority  Veterans  Report. 


March  16,  2017.  Subject  Matter  Experts  from  VBA’s  Pension  and  Fiduciary  Services  had  a 
teleconference  with  SVAC  Minority  staff  to  discuss  VA’s  FY17  legislative  proposals  on 
fiduciaries. 

1 2:30  P.M.;  Teleconference 
POC: 


(b)(6) 


Summary:  SVAC  Minority  staff  requested  information  to  gather  context  on  fiduciary 
misuse  and  the  legislative  proposals  from  the  VA.  Two  of  the  proposals  discussed  were 
on  the  reissuance  of  VA  benefit  payments  to  all  victims  of  misuse  and  the  exemption  to 
the  right  to  the  Financial  Privacy  Act  by  fiduciaries  of  VA  beneficiaries.  Minority  staff 
indicated  that  the  proposal  to  reissue  VA  benefit  payments  of  fiduciary  misuse  was 
noncontroversial  within  the  Committee.  SVAC  minority  staff  appreciated  the  call  and 
predicted  that  these  issues  will  likely  be  brought  up  in  the  near  future  but  did  not  give  a 
specific  timeframe. 


March  16,  2017.  Dr.  Ron  Maurer,  Acting  Deputy  Assistant  Secretary  for  Congressional  and 
Legislative  Affairs,  met  with  staff  from  Congressman  Brian  Mast’s  (R-FL)  office  to  discuss  the 
recent  engagement  at  the  West  Palm  Beach  VAMC. 

2:30P.M.;  2184  Rayburn  House  Office  Building 
POC: 


(b)(6) 


Summary.  Dr.  Maurer  and  the  Congressman’s  staff  discussed  the  Congressman’s  visit 
to  the  West  Palm  Beach  VAMC  on  Tuesday. 


March  16,  2017.  Bridget  McGregor,  RN  Manager,  HCBS,  Patient  Care  Services  and  Curtis 
Jordan,  ViSN  1 9  Network  Contract  Manager  provided  an  overview  of  the  current  nursing  home 
situation  in  Montana  to  the  Senate  Veterans  Affairs  Committee  and  Senator  Tester’s  State 
Staff. 

3:30  P.M.;825A  Hart 
POC: 


(b)(6) 


Summary :  Sy AC  staff  is  concerned  with  potential  access  issues  to  nursing  homes  for 
Veterans  in  Montana  and  nationwide  because  local  nursing  home  companies  have 
reported  they  are  not  renewing  their  contracts  because  they  are  unsatisfied  with  the 
government’s  payment  rates.  The  staff  asked  if  VA  was  working  with  nursing  homes  via 
contracts  or  provider  agreements.  Mr.  Jordan  said  that  he  found  it  problematic  that  VA 
did  not  use  provider  agreements.  The  Senate  staff  thanked  him  for  his  response  and 
stated  that  they  would  continue  to  urge  VA  to  use  provider  agreements  more  often.  Mr. 
Curtis  also  explained  the  Service  Contract  Act  requires  general  contractors  performing 
services  on  contracts  to  pay  service  employees  in  various  classes  no  less  than  the 
wage  rates  and  benefits  found  in  the  locality  which  some  nursing  homes  cannot  afford. 
The  congressional  staff  also  asked  if  there  are  enough  contracts  in  place  to  meet  the 
demand.  Ms.  McGregor  explained  that  there  are  1 15  Veterans  in  nursing  homes  in 
Montana  across  36  contracts  and  that  there  is  never  a  waitlist  to  gain  access  to  nursing 
homes,  in  closing,  the  congressional  staff  said  the  meeting  was  very  helpful  and  asked 
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that  VA  provide  them  VYith  a  schedule  of  contract  renewals  and  a  description  of  what  is 
being  done  at  VA  Central  Office  to  track  access  and  availability  of  nursing  homes. 


Look  Ahead-  Friday,  March  17,  2017 


March  17,  2017.  Mr.  Michael  Valentino,  Chief  Consultant,  Pharmacy  Benefits  Management, 
will  speak  with  Mr,  James  Carl,  Manager,  Legislative  Policy  and  Strategy  Development  for  the 
U.S.  Postal  Service,  to  discuss  loss  of  medications  that  occur  during  the  shipping  process. 
During  the  February  27,  2017,  Hearing  before  HVAC-O&I,  Dr.  Clancy  testified  that  91.4 
percent  of  reported  drug  losses  occur  in  the  mail  (DSPS  and  UPS). 

1 0:00  A.M.:  teleconference 
POC: 


(b){6) 


March  17,  2017.  Sean  Clark,  National  Coordinator,  Veterans  Justice  Outreach  Program,  will 
brief  Representative  Coffman’s  on  the  Veterans  Justice  Outreach  (VJO)  program. 

2:00  P.M.:  Teleconference 
POC: 


(b)(6) 


March  17,  2017.  (Continued  -  March  9,  2017)  Rob  Thomas,  OI&T,  Acting  Assistant 
Secretary,  provided  a  briefing  to  SVAC  minority  staff  on  “VA’s  Major  IT  Projects." 

2:00  P.M.:  VACO.  Room  703 
POC:  I™ 


March  17,  2017.  Willie  Clark,  Deputy  Under  Secretary  for  Field  Operations,  VBA  and  Mike 
Frueh,  Chief  of  Staff,  VBA,  will  provide  a  briefing  to  SVAC  minority  staff  regarding  mandatory 
overtime. 

2:00  P.M.;  Teleconference 


POC: 


March  17,  2017.  (Postponed  -  March  14,  2017).  Dr.  Neil  Evans,  Co-Director,  Connected 
Health,  VHA  will  brief  the  Senate  Veterans  Affairs  Committee  on  how  VA  provides  mental 
healthcare  to  those  in  rural  areas  of  the  country  -  either  through  mobile  providers  or  through 
telemedicine. 

3:30  P.M.:  VACO  511 
POC: 


(b)(6) 


Upcoming  Hearings  and  Testimony  Due  to  Congress 

March  21, 2017.  (Tentative).  The  HVAC  EO  Subcommittee  has  informally  notified  VA  it 
intends  to  hold  a  legislative  hearing.  The  only  bill  on  the  agenda  at  this  time  concerns  “official 
time”  and  other  labor  management  and  personnel  matters.  VA  witnesses  have  not  been 
established. 

Time: 

POC: 


March  22,  2017.  Joint  Hearing  of  the  House  and  Senate  Committee’s  on  Veterans’  Affairs  to 
receive  the  Legislative  Presentation  of  Multiple  Veterans  Service. 

10:00  A.M.;  G-50  Dirksen 
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March  22,  2017.  (Postponed  -  March  16,  2017).  The  House  Committee  on  Veterans’  Affairs, 
Subcommittee  on  Heaith  wiil  conduct  an  oversight  hearing  on  “Healthy  Hiring:  Enabling  VA  to 
Recruit  and  Retain  Quality  Providers.” 

Witnesses:  Mr.  Steve  Young,  Deputy  Under  Secretary  for  Health  for  Operations  and 
Management  and  Dr.  Paula  Molloy,  Assistant  Deputy  Linder  Secretary  for  Health  for  Workforce 
Services. 

2:00  P 
POC: 


,M.;  334  Cannon 

(b)(6) 


March  28,  2017.  The  HVAC  DAMA  Subcommittee  will  hold  a  roundtable  discussion  on  the 
topic  of  Veteran’s  appeals,  with  a  focus  on  the  VA/VSO  appeals  modernization  proposal.  The 
Subcommittee  requested  a  VBA  and  a  BVA  representative  participate  in  the  discussion  -  those 
participants  have  not  been  established. 

Time  1 :30  pm.;  Room:  Cannon  334 
POC: 


(b)(6) 


March  29,  2017.  The  HVAC  Health  Subcommittee  will  hold  a  legislative  hearing  on  the 
agenda  set  out  below.  VA  witness  will  be  Dr.  Jennifer  Lee,  DUSH  for  Policy  and  Services 
accompanied  by  Susan  Blauert,  Deputy  Chief  Counsel. 

Time  8:00  A.M.:  334  Cannon 

POC:* 


H.R.  91  -  The  Building  Supportive  Networks  for  Women  Veterans  Act. 
H.R.  95  -  The  Veterans’  Access  to  Child  Care  Act. 

H.R.  467  -  The  VA  Scheduling  Accountability  Act. 

H.R.  907  -  The  Newborn  Care  Improvement  Act. 

H.  R.  918  -  The  Veteran  Urgent  Access  to  Mental  Healthcare  Act. 

H.R.  1005  -  To  improve  the  provision  of  adult  day  health  care  services  for 
Veterans. 

H.R.  1058  -  The  VA  Provider  Equity  Act. 

H.R.  1162  -  The  No  Hero  Left  Untreated  Act. 

Draft  Bill  -  The  Veterans  Affairs  Medical  Scribe  Pilot  Act  of  2017. 

Draft  Bill  -  To  prohibit  smoking  in  any  VHA  facility. 


April  5, 2017.  (Tentative).  The  HVAC  Disability  and  Memorial  Affairs  Subcommittee  has 
informally  notified  VA  it  intends  to  hold  a  legislative  hearing  on  the  agenda  set  out  below.  VA 
witnesses  have  not  been  established. 

Time  TBD;  Room  TBD 


(b)(6) 


Tentative  Agenda  fCouple  more  bills  mav  come) 

HR  1328  (Bost)-Auto  COLA 
HR  1329  {Bost)-Annual  COLA 

HR  1390  (Banks) -Transportation  to  State  and  Tribal  Cemeteries 
Draft  Bill  Beneficial  T ravel  for  VBA  (authorization  fix)  will  send) 

HR  105  (Brownley)-Repayment  of  Misused  Benefits  of  Veterans  with  Fiduciaries 
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Draft  Bill  (Walz)  Quicker  Veterans  Benefits  Delivery  Act 
HR  299  (Valadao)  Blue  Water  Navy 


Member  Engagement  Requests  for  Senior  Leaders 


Sen/Rep 

Last 

Name 

First 

Name 

State 

Type  of 
Engagement 

Received 

Date 

Scheduled 

Topic 

Rep 

Brownley 

Julia 

CA 

Meeting 

3/15/2017 

VA  Priorities 

To  Be  Rescheduled 
from  3/15 

Rep 

O’Rourke 

Beto 

TX 

Meeting 

3/15/2017 

VA  Priorities 

To  Be  Rescheduled 
from  3/15 

Rep 

Bergman 

Jack 

Ml 

Meeting 

3/15/2017 

VA  Priorities 

To  Be  Rescheduled 
from  3/15 

Rep 

Bost 

Mike 

■ 

Meeting 

3/15/2017 

VA  Priorities 

To  Be  Rescheduled 
from  3/15 

Sen 

Sullivan 

Dan 

AK 

Travel 

2/1/2017 

SecVA 

State  Visit  Request 

Sen 

Tester 

Jon 

MT 

Travel 

2/1/2017 

SecVA 

State  Visit  Request 

Sen 

Manchin 

Joe 

WV 

Travel 

2/1/2017 

SecVA 

State  Visit  Request 

Sen 

Carper 

Tom 

DE 

Travel 

4/3/2017 

SecVA 

Delaware  State 
Veterans  Summit 

Sen 

McCaskill 

Claire 

MO 

Call 

3/21/2017 

Aria  Harrell  Act 

Sen 

Gillibrand 

Kirsten 

NY 

Call 

3/22/201 7 

Blue  Water  Navy 

Sen 

Sanders 

Bernie 

VT 

Meeting 

3/23/2017 

Privatization,  Choice, 
Drug  Costs 
(Meeting  in  Office  of 
Secretary) 

Rep 

Mast 

Brian 

FL 

Meeting 

4/3/2017 

Meet  &  Greet 

Sen 

Murray 

Patty 

WA 

Call/Meeting 

3/8/2017 

Caregivers 

Rep 

Sablan 

Gregorio 

NMi 

Meeting 

3/7/2017 

Access  to  Care  in  the 
Northern  Marianas 
Islands 

Sen 

Duckworth 

Tammy 

IL 

Call 

3/8/2017 

TBD 

HVAC 

Minority 

Member 

Retreat 

Meeting 

(Annapolis) 

3/24/201 7 

SecVA’s  Way  Forward 
forVA 
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Rep 

McMorris 

Rogers 

Cathy 

WA 

Meeting 

3/24/201 7 

VA  issues  and  Moving 
Forward  in  the  1 1 5’^ 

Rep 

Arrington 

Jodey 

TX 

Meeting 

3/14/2017 

VA  Priorities  - 
Proactive 

Sen 

Daines 

Steve 

MT 

Travel 

1/25/2017 

Ft  Harrison 

Rep 

Esty 

Elizabeth 

CT 

Travel 

3/15/2017 

Newington  & 
Farmington,  CT 

Rep 

Kuster 

Ann 

McClane 

NH 

Travel 

3/15/2017 

Nashau,  NH 
Homelessness/Suicide 

Sen 

Klobuchar 

Amy 

MN 

Call 

3/16/2017 

Burn  Pit  Legislation 
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All, 


Attached  is  the  Morning  Report  for  Thursday,  March  16 , 2017.  This  document  is  for  internal  use  only. 


Thank  you  kindly, 


(b)(6) 


Department  of  Veterans  Affairs 

Health  Program  Analyst,  Office  of  Congressional  and  Legislative  Affairs 
810  Vermont  Ave  NW 
Washington,  DC  20420 


Phone: 
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Secretary’s  Morning  Report 
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Hot  Issues 


House  floor  action  expected  Thursday,  March  16  or  Friday,  March  17:  The  House  is  scheduled  to 
take  up  the  following  bills,  subject  to  a  process  to  be  established  by  the  House  Rules  Committee.  None 
of  the  bills  has  been  the  subject  of  a  hearing  in  the  1 1 5th  Congress: 


H.R.  1181,  the  Veterans  2nd  Amendment  Protection  Act  would  prevent  the  names  of  Veterans  who 
have  been  deemed  incompetent  for  VA  benefits  purposes  from  being  provided  to  the  database  used  for 
firearms  purchases,  unless  they  have  been  found  by  a  judicial  authority  to  be  a  danger  to  themselves  or 
others; 


H.R.  1259,  the  VA  Accountability  First  Act  would  establish  expedited  removal  authority  for  VA 
employees  generally.  It  also  includes  measures  to  recoup  relocation  expenses  and  performance 
awards,  allowing  direct  hiring  for  VAMC  and  VISN  directors,  and  reduce  benefits  for  VA  employees 
convicted  of  certain  crimes;  and. 


H.R,  1367,  which  has  been  put  forward  as  an  effort  to  help  VA  hire  and  retain  VA  employees.  Among 
the  provisions  are  measures  that  would  establish  a  fellowship  program  to  encourage  interchange  of 
employees  from  the  private  sector,  require  performance  appraisals  of  political  appointees,  broaden  the 
application  of  Veteran’s  preference  in  employment,  allow  speedier  hiring  of  former  VA  employees, 
require  a  centra!  vacancy  database,  and  strengthen  training  for  HR  professionals. 


Emerging 


None 


Congressional  Letters  and  Meeting  Requests  Received 


March  2,  2017.  Chairman  David  P.  Roe  (HVAC)  requested  information  in  reference  to  a  case  at 
the  VA  Caribbean  Healthcare  System. 

o  Received  March  15,  2017:  VAIQ  #7781579 
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March  13,  2017.  Sen,  Tammy  Baldwin  (D*WI)  expressed  concern  about  the  Choice  Program  in 
Wisconsin. 

o  Received  March  13,  2017:  VAIQ  #7781469 


March  13,  2017.  10  Members  of  Congress  expressed  concern  in  reference  to  the  GAO,  High  Risk 
Series. 

0  Received  March  13,  2017.  VAIQ  #7781330 


March  15,  2017.  Sen.  John  Boozman  (R-AR)  and  Rep.  French  Hill  (R-AR)  requested  VA’s  plan  to 
resolve  the  solar  panel  project  at  the  John  L.  McClellan  Memorial  Veterans  Hospital  in  Little  Rock, 
Arkansas. 

o  Received  March  15,  2017:  VAIQ  #7781465 


Wednesday  March  15,  2017  Events 


March  15,  2017.  Thomas  F.  Klobucar,  PhD,  Acting  Director,  Office  of  Rural  Health,  briefed  a 
Rural  Health  Care  update  to  the  staff  of  Congressman  Tim  Walz. 


10:00  A. M.;  Teleconference 


POC:  (bX6) 


Summary:  Dr.  Klobucar  walked  the  Representative  Walz's  staff  through  a  VA  Office  of  Rural  Health  101 
brief,  highlighting:  the  office’s  history,  including  statute  which  authorized  the  establishment  of  the 
program  as  well  as  recognition  of  the  rural  health  resource  centers;  current  and  impending  challenges 
Vets  in  rural  locations  face  (#1  is  provider  and  specialist  shortages);  current  rural  health  initiatives  and 
projections;  and  rural  health  solutions  within  MyVA  access  initiative.  The  briefing  was  well  received  by 
the  Congressman’s  office.  As  VA  looks  to  the  future  of  VA,  particularly  within  the  care  in  the  community 
realm,  the  Congressman’s  staff  asked  that  the  Office  of  Rural  Health  play  a  major  role  in  those 
discussions. 


March  15,  201 7.  Senate  Veterans’  Affairs  Committee  held  a  hearing  on  Government 
Accountability  Office’s  (GAO)  High  Risk  List. 

Witness:  Dr.  Carolyn  Clancy,  Under  Secretary  for  Health  for  Organizational  Excellence 
2:30  P.M.;  418  Russell 


POC: 


.  (b)(6) 


Summary:  At  the  opening  of  the  hearing  GAO  criticized  VAfor  not  acting  on  their  recommendations 
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with  a  sense  of  urgency.  During  her  opening  remarks,  Dr.  Ciancy  countered  that  VA  takes  GAO’s  work 
seriously  and  appreciates  the  advice  and  feedback  VA  has  received  from  GAO.  VAOIG  in  their 
testimony  called  attention  to  a  few  examples  of  programs  that  have  been  vulnerable  to  waste,  fraud, 
and  abuse.  Senator  Tester  was  specifically  concerned  with  an  OIG  report  which  assessed  the  extent 
that  patients  experienced  delays  and  the  impact  of  any  delays  on  patient  outcomes  at  the  VA  Montana 
Health  Care  System  (system),  Fort  Harrison,  MT.  Dr.  Clancy  acknowledged  the  Senator’s  concerned 
and  not  only  explained  the  ways  in  which  the  facility  is  addressing  issues,  but  also  explained  how  the 
facility  was  reviewing  the  root  causes  of  the  original  issues.  Senator  Tester  expressed  satisfaction  with 
the  new  VA  leadership  in  Montana.  A  topic  of  concern  for  Senator  Tillis  was  the  OIG’s  Audit  of  Veteran 
Wait  Time  Data,  Choice  Access,  and  Consult  Management  in  VISN  6.  Dr.  Clancy  discussed  some  of 
the  initiatives  implemented  within  VA  since  the  timeframe  of  the  OIG  report.  Overall,  the  duration  of  the 
hearing  was  short  and  the  discussion  was  not  contentious. 


March  15,  2017.  Barbara  Ward,  Director,  Center  for  Minority  Veterans,  briefed 

Rep.  Sanford  Bishop  (D-GA-02)  on  services  the  Center  provides  and  the  advisory  committee’s  most 
recent  recommendations  from  their  2016  annual  report. 


4;00  P.M.;  2407  Rayburn 


POCs!^«^) 


Summary:  Due  to  the  timing  of  the  event,  a  summary  will  be  provided  in  tomorrow's  report. 


Look  Ahead- Thursday,  March  16,  2017 


March  16,  2017.  Dr.  Neil  Evans,  Co-Director,  Connected  Health,  VHA  will  brief  the  Senate 
Veterans  Affairs  Committee  on  how  VA  provides  mental  healthcare  to  those  in  rural  areas  of  the  country 
-  either  through  mobile  providers  or  through  telemedicine. 


3:30  P.M.;  Teleconference 


(b)(6) 


Upcoming  Hearings  and  Testimony  Due  to  Congress 


March  21 , 201 7.  (Tentative).  The  HVAC  EO  Subcommittee  has  informally  notified  VA  it  intends  to 
hold  a  legislative  hearing.  The  only  bill  on  the  agenda  at  this  time  concerns  “official  time”  and  other 
labor  management  and  personnel  matters.  VA  witnesses  have  not  been  established. 


Time:  TBD.;  Room  TBD 


POC: 


(b)(6) 
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March  22,  2017.  Joint  Hearing  of  the  House  and  Senate  Committee’s  on  Veterans’  Affairs  to 
receive  the  Legislative  Presentation  of  Multiple  Veterans  Service. 


10:00  A.M.;  G-50  Dirksen 


POC: 


(b)(6) 


March  22,  2017.  {Postponed  -  March  16,  2017).  The  House  Committee  on  Veterans’  Affairs, 
Subcommittee  on  Health  will  conduct  an  oversight  hearing  on  “Healthy  Hiring:  Enabling  VA  to  Recruit 
and  Retain  Quality  Providers." 

Witnesses:  Mr.  Steve  Young,  Deputy  Under  Secretary  for  Health  for  Operations  and  Management  and 
Dr.  Paula  Molloy,  Assistant  Deputy  Under  Secretary  for  Health  for  Workforce  Services. 

2:00  P.M.;  334  Cannon 


POC:  (b)(6) 


March  28,  2017.  The  HVAC  DAMA  Subcommittee  will  hold  a  roundtable  discussion  on  the  topic 
of  Veteran’s  appeals,  with  a  focus  on  the  VAA/SO  appeals  modernization  proposal.  The  Subcommittee 
requested  a  VBA  and  a  BVA  representative  participate  in  the  discussion  -  those  participants  have  not 
been  established. 


Time  1:30  pm.;  Room:  Cannon  334 


POC: 


March  29,  2017.  The  HVAC  Health  Subcommittee  will  hold  a  legislative  hearing  on  the  agenda 
set  out  below.  VA  witness  will  be  Dr.  Jennifer  Lee,  DUSH  for  Policy  and  Services  accompanied  by 
Susan  Blauert,  Deputy  Chief  Counsel. 


Time  8:00  A.M.;  334  Cannon 


POC: 


H.R.  91  -  The  Building  Supportive  Networks  for  Women  Veterans  Act. 

H.R.  95  -  The  Veterans’  Access  to  Child  Care  Act. 

H.R.  467  -  The  VA  Scheduling  Accountability  Act. 

H.R.  907  -  The  Newborn  Care  Improvement  Act. 

H.  R.  918  -  The  Veteran  Urgent  Access  to  Mental  Healthcare  Act. 

H.R.  1005  -  To  improve  the  provision  of  adult  day  health  care  services  for  Veterans. 
H.R.  1058  -  The  VA  Provider  Equity  Act. 
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H.R.  1162  -  The  No  Hero  Left  Untreated  Act. 


Draft  Bill  -  The  Veterans  Affairs  Medical  Scribe  Pilot  Act  of  201 7. 
Draft  Bill  -  To  prohibit  smoking  in  any  VHA  facility. 


April  5,  2017.  (Tentative).  The  HVAC  Disability  and  Memorial  Affairs  Subcommittee  has  informally 
notified  VA  it  intends  to  hold  a  legislative  hearing  on  the  agenda  set  out  below.  VA  witnesses  have  not 
been  established. 


Time  TBD;  Room  TBD 


(b)(6) 


Tentative  Agenda  (Couple  more  bills  may  come) 

HR  1328  (Bost)-Auto  COLA 
HR  1329  {Bost)-Annual  COLA 

HR  1390  (Banks)-Transportation  to  State  and  Tribal  Cemeteries 
Draft  Bill  Beneficial  Travel  for  VBA  (authorization  fix)  will  send) 

HR  105  (Brownley)-Repayment  of  Misused  Benefits  of  Veterans  with  Fiduciaries 
Draft  Bill  (Walz)  Quicker  Veterans  Benefits  Delivery  Act 
HR  299  (Valadao)  Blue  Water  Navy 


Member  Engagement  Requests  for  Senior  Leaders 

Sen/Rep 
Last  Name 
First  Name 
State 

Type  of  Engagement 
Received 
Date  Scheduled 
Topic 
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Rep 

Brownley 

Julia 

CA 

Meeting 

3/15/2017 

VA  Priorities 

To  Be  Rescheduled  from  3/15 
Rep 

O’Rourke 

Beto 

TX 

Meeting 

3/15/2017 

VA  Priorities 

To  Be  Rescheduled  from  3/15 
Rep 
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Meeting 
3/1 5/2017 
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To  Be  Rescheduled  from  3/15 
Rep 


Page  409  of  974 


Bost 


Mike 

IL 

Meeting 
3/1 5/2017 

VA  Priorities 

To  Be  Rescheduled  from  3/15 
Sen 

Sullivan 
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AK 
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SecVA 
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Sen 

T  ester 
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MT 
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2/1/2017 

SecVA 

State  Visit  Request 
Sen 
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SecVA 

State  Visit  Request 

Sen 

Carper 
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4/3/2017 

SecVA 

Delaware  State  Veterans  Summit 
Sen 

McCaskill 
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MO 

Cal! 
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Aria  Harrell  Act 
Sen 
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Sen 
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Meeting 

3/23/2017 

Privatization,  Choice,  Drug  Costs 

(Meeting  in  Office  of  Secretary) 

Rep 

Mast 

Brian 

FL 

Meeting 

4/3/2017 

Meet  &  Greet 

Sen 

Murray 

Patty 

WA 

CaM/Meeting 

3/8/2017 
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Rep 
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Meeting 

3/7/2017 

Access  to  Care  in  the  Northern  Marianas  Islands 
Sen 

Duckworth 

Tammy 

IL 

Cal! 

3/8/2017 

TBD 

HVAC  Minority  Member  Retreat 


Meeting 

(Annapolis) 

3/24/2017 
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McMorris  Rogers 
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Daines 
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MT 
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1/25/2017 
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Secretary’s  Morning  Report 

Prepared  by  the  Office  of  Congressional  &  Legislative  Affairs 
Thursday,  March  16,  2017 

This  document  contains  proprietary  information  and  should  not  be  released,  in  whole  or  in  part,  to  non-VA 
personnel.  Proprietary  information  often  involves  issues  of  policy,  oversight,  or  political  sensitivity  among 
legislative  committees  or  competing  Member  offices  that  should  not  be  shared  with  other  congressional  entities 


Hot  Issues 


House  floor  action  expected  Thursday,  March  16  or  Friday,  March  17:  The  House  is 
scheduled  to  take  up  the  following  bills,  subject  to  a  process  to  be  established  by  the  House 
Rules  Committee.  None  of  the  bills  has  been  the  subject  of  a  hearing  in  the  1 15’^  Congress: 

H.R.  1181,  the  Veterans  2"''  Amendment  Protection  Act  would  prevent  the  names  of 
Veterans  who  have  been  deemed  incompetent  for  VA  benefits  purposes  from  being  provided 
to  the  database  used  for  firearms  purchases,  unless  they  have  been  found  by  a  judicial 
authority  to  be  a  danger  to  themselves  or  others; 

H.R.  1259,  the  VA  Accountability  First  Act  would  establish  expedited  removal  authority  for 
VA  employees  generally.  It  also  includes  measures  to  recoup  relocation  expenses  and 
performance  awards,  allowing  direct  hiring  for  VAMC  and  VISN  directors,  and  reduce  benefits 
for  VA  employees  convicted  of  certain  crimes;  and, 

H.R.  1367,  which  has  been  put  forward  as  an  effort  to  help  VA  hire  and  retain  VA  employees. 
Among  the  provisions  are  measures  that  would  establish  a  fellowship  program  to  encourage 
interchange  of  employees  from  the  private  sector,  require  performance  appraisals  of  political 
appointees,  broaden  the  application  of  Veteran’s  preference  in  employment,  allow  speedier 
hiring  of  former  VA  employees,  require  a  central  vacancy  database,  and  strengthen  training  for 
HR  professionals. 


Emerging 


None 


Congressional  Letters  and  Meeting  Requests  Received 


March  2,  2017.  Chairman  David  P.  Roe  (HVAC)  requested  information  in  reference  to  a  case 
at  the  VA  Caribbean  Healthcare  System. 

o  Received  March  1 5,  201 7:  VAIQ  #7781 579 

March  13,  2017.  Sen.  Tammy  Baldwin  (D-WI)  expressed  concern  about  the  Choice  Program 
in  Wisconsin. 

o  Received  March  1 3,  201 7:  VAIQ  #7781 469 


March  13,  2017. 1 0  Members  of  Congress  expressed  concern  in  reference  to  the  GAO,  High 
Risk  Series. 
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o  Received  March  1 3,  2017.  VAIQ  #7781330 

March  15,  2017.  Sen.  John  Boozman  (R-AR)  and  Rep.  French  Hill  (R-AR)  requested  VA’s 
plan  to  resolve  the  solar  panel  project  at  the  John  L.  McClellan  Memorial  Veterans  Hospital  in 
Little  Rock,  Arkansas. 

o  Received  March  1 5,  201 7:  VAIQ  #7781 465 


Wednesday  March  lo,  ^ui/  Evenis 


March  15,  2017.  Thomas  F.  Klobucar,  PhD,  Acting  Director,  Office  of  Rural  Health,  briefed  a 
Rural  Health  Care  update  to  the  staff  of  Congressman  Tim  Walz. 

10:00  A.M.;  Teleconference 


POC: 

nummary:  ur.  KioDuc'ar  walked  the  Representative  Walz’s  staff  through  a  VA  Office  of 
Rural  Health  101  brief,  highlighting:  the  office’s  history,  including  statute  which 
authorized  the  establishment  of  the  program  as  well  as  recognition  of  the  rural  health 
resource  centers;  current  and  impending  challenges  Vets  in  rural  locations  face  {#1  is 
provider  and  specialist  shortages);  current  rural  health  initiatives  and  projections;  and 
rural  health  solutions  within  MyVA  access  initiative.  The  briefing  was  well  received  by 
the  Congressman’s  office.  As  VA  looks  to  the  future  of  VA,  particularly  within  the  care  in 
the  community  realm,  the  Congressman’s  staff  asked  that  the  Office  of  Rural  Health 
play  a  major  role  in  those  discussions. 

March  15,  2017.  Senate  Veterans’  Affairs  Committee  held  a  hearing  on  Government 
Accountability  Office’s  (GAO)  High  Risk  List. 

Witness:  Dr.  Carolyn  Clancy,  Under  Secretary  for  Health  for  Organizational  Excellence 
2:30  P.M.:  418  Russell 


P0C:i^)(s) 

Summary:  At  the  opening  of  the  hearing  GAO  criticized  VA  for  not  acting  on  their 
recommendations  with  a  sense  of  urgency.  During  her  opening  remarks.  Dr.  Clancy 
countered  that  VA  takes  GAO’s  work  seriously  and  appreciates  the  advice  and  feedback 
VA  has  received  from  GAO.  VAOIG  in  their  testimony  called  attention  to  a  few  examples 
of  programs  that  have  been  vulnerable  to  waste,  fraud,  and  abuse.  Senator  Tester  was 
specifically  concerned  with  an  OIG  report  which  assessed  the  extent  that  patients 
experienced  delays  and  the  impact  of  any  delays  on  patient  outcomes  at  the  VA 
Montana  Health  Care  System  (system),  Fort  Harrison,  MT.  Dr.  Clancy  acknowledged 
the  Senator’s  concerned  and  not  only  explained  the  ways  in  which  the  facility  is 
addressing  issues,  but  also  explained  how  the  facility  was  reviewing  the  root  causes  of 
the  original  issues.  Senator  Tester  expressed  satisfaction  with  the  new  VA  leadership  in 
Montana.  A  topic  of  concern  for  Senator  Tillis  was  the  OIG’s  Audit  of  Veteran  Wait  Time 
Data,  Choice  Access,  and  Consult  Management  in  VISN  6.  Dr.  Clancy  discussed  some 
of  the  initiatives  implemented  within  VA  since  the  timeframe  of  the  OIG  report.  Overall, 
the  duration  of  the  hearing  was  short  and  the  discussion  was  not  contentious. 


March  15,  2017.  Barbara  Ward,  Director,  Center  for  Minority  Veterans,  briefed 

Rep.  Sanford  Bishop  (D-GA-02)  on  services  the  Center  provides  and  the  advisory  committee’s 

most  recent  recommendations  from  their  201 6  annual  report. 
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4:00  P.M.;  2407  Rayburn 


POCsF^ _ , 

Summary:  Due  to  the  timing  of  the  event,  a  summary  will  be  provided  in  tomorrow’s 
report. 


Look  Ahead-  Thursday,  March  16,  20t7 


March  16,  2017.  Dr.  Neil  Evans,  Co-Director,  Connected  Health,  VHA  will  brief  the  Senate 
Veterans  Affairs  Committee  on  how  VA  provides  mental  healthcare  to  those  in  rural  areas  of 
the  country  -  either  through  mobile  providers  or  through  telemedicine. 

3:30  P.M.;  Teleconference 


POC: 


Upcoming  Hearings  and  Testimony  Due  to  Congress 


March  21, 2017.  (Tentative).  The  HVAC  EO  Subcommittee  has  informally  notified  VA  it 
intends  to  hold  a  legislative  hearing.  The  only  bill  on  the  agenda  at  this  time  concerns  “official 
time”  and  other  labor  management  and  personnel  matters.  VA  witnesses  have  not  been 
established. 

Time:  TBD.;  Room  TBD 
POC: 


March  22,  2017.  Joint  Hearing  of  the  House  and  Senate  Committee’s  on  Veterans’  Affairs  to 
receive  the  Legislative  Presentation  of  Multiple  Veterans  Service. 

10:00 
POC: 


March  22,  2017.  (Postponed  -  March  16,  2017).  The  House  Committee  on  Veterans’  Affairs, 
Subcommittee  on  Health  will  conduct  an  oversight  hearing  on  “Healthy  Hiring:  Enabling  VA  to 
Recruit  and  Retain  Quality  Providers.” 

Witnesses:  Mr.  Steve  Young,  Deputy  Under  Secretary  for  Health  for  Operations  and 
Management  and  Dr.  Paula  Molloy,  Assistant  Deputy  Under  Secretary  for  Health  for  Workforce 
Services. 

2:00  P 
POC: 


.M.;  334  Cannon 

(b)(6) 


A.M.;  G-50  Dirksen 

{b)(6) 


March  28,  2017.  The  HVAC  DAMA  Subcommittee  will  hold  a  roundtable  discussion  on  the 
topic  of  Veteran’s  appeals,  with  a  focus  on  the  VA/VSO  appeals  modernization  proposal.  The 
Subcommittee  requested  a  VBA  and  a  BVA  representative  participate  in  the  discussion  -  those 
participants  have  not  been  established. 

Time  1 :30  pm.;  Room:  Cannon  334 


POC:  (b)(6) 


March  29,  2017.  The  HVAC  Health  Subcommittee  will  hold  a  legislative  hearing  on  the  agenda 
set  out  below,  VA  witness  will  be  Dr.  Jennifer  Lee,  DUSH  for  Policy  and  Services  accompanied 
by  Susan  Blauert,  Deputy  Chief  Counsel. 

Time  8:00  A.M.;  334  Cannon 


POC: 
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H.R.  91  -  The  Building  Supportive  Networks  for  Women  Veterans  Act. 

H.R.  95  -  The  Veterans’  Access  to  Child  Care  Act. 

H.R.  467  -  The  VA  Scheduling  Accountability  Act. 

H.R.  907  -  The  Newborn  Care  improvement  Act. 

H.  R.  918  -  The  Veteran  Urgent  Access  to  Mental  Healthcare  Act. 

H.R.  1005  -  To  improve  the  provision  of  adult  day  health  care  services  for 
Veterans. 

H.R.  1058  -  The  VA  Provider  Equity  Act. 

H.R.  1162  -  The  No  Hero  Left  Untreated  Act. 

Draft  Bill  -  The  Veterans  Affairs  Medical  Scribe  Pilot  Act  of  2017. 

Draft  Bill  -  To  prohibit  smoking  in  any  VHA  facility. 

April  5, 2017.  (Tentative).  The  HVAC  Disability  and  Memorial  Affairs  Subcommittee  has 
informally  notified  VA  it  intends  to  hold  a  legislative  hearing  on  the  agenda  set  out  below.  VA 
witnesses  have  not  been  established. 

Time 
POC: 


Tentative  Agenda  (Couple  more  bills  may  come) 

HR  1328  (Bost)-Auto  COLA 
HR  1329  (Bost)-Annual  COLA 

HR  1390  {Banks)-Transportation  to  State  and  Tribal  Cemeteries 
Draft  Bill  Beneficial  Travel  for  VBA  (authorization  fix)  will  send) 

HR  105  {Brownley)-Repayment  of  Misused  Benefits  of  Veterans  with  Fiduciaries 
Draft  Bill  (Walz)  Quicker  Veterans  Benefits  Delivery  Act 
HR  299  (Valadao)  Blue  Water  Navy 


TBD;  Room  TBD 

(b)(6) 


Member  Engagement  Requests  for  Senior  Leaders 


Sen/Rep 

Last 

Name 

First 

Name 

State 

Type  of 
Engagement 

Received 

Date 

Scheduled 

Topic 

Rep 

Brownley 

Julia 

CA 

Meeting 

3/15/2017 

VA  Priorities 

To  Be  Rescheduled 
from  3/1 5 

Rep 

O’Rourke 

Beto 

TX 

Meeting 

3/15/2017 

VA  Priorities 

To  Be  Rescheduled 
from  3/1 5 

Rep 

Bergman 

Jack 

Ml 

Meeting 

3/15/2017 

VA  Priorities 

To  Be  Rescheduled 
from  3/1 5 

Rep 

Bost 

Mike 

IL 

Meeting 

3/15/2017 

VA  Priorities 

To  Be  Rescheduled 
from  3/15 

Sen 

Sullivan 

Dan 

AK 

T  ravel 

2/1/2017 

SecVA 

State  Visit  Request 

Sen 

Tester 

Jon 

MT 

T  ravel 

2/1/2017 

SecVA 
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Sen 

Manchin 

Joe 

WV 

T  ravel 

2/1/2017 

SecVA 

State  Visit  Request 

Sen 

Carper 

Tom 

DE 

T  ravel 

4/3/2017 

SecVA 

Delaware  State 
Veterans  Summit 

Sen 

McCaskill 

Claire 

MO 

Call 

3/21/2017 

Aria  Harrell  Act 

Sen 

Gillibrand 

Kirsten 

NY 

Call 

3/22/2017 

Blue  Water  Navy 

Sen 

Sanders 

Bernie 

VT 

Meeting 

3/23/2017 

Privatization,  Choice, 
Drug  Costs 
(Meeting  in  Office  of 
Secretary) 

Rep 

Mast 

Brian 

FL 

Meeting 

4/3/2017 

Meet  &  Greet 

Sen 

Murray 

Patty 

WA 

Call/Meeting 

3/8/2017 

Caregivers 

Rep 

Sablan 

Gregorio 

NMI 

Meeting 

3/7/2017 

Access  to  Care  in  the 
Northern  Marianas 
Islands 

Sen 

Duckworth 

Tammy 

IL 

Call 

3/8/2017 

TBD 

HVAC 

Minority 

Member 

Retreat 

Meeting 

(Annapolis) 

3/24/2017 

SecVA’s  Way 
Forward  for  VA 

Rep 

McMorris 

Rogers 

Cathy 

WA 

Meeting 

3/24/2017 

VA  issues  and 
Moving  Forward  in 
the  115'^ 

Rep 

Arrington 

Jodey 

TX 

Meeting 

3/14/2017 

VA  Priorities  - 
Proactive 

Sen 

Daines 

Steve 

MT 

T  ravel 

1/25/2017 

Ft  Harrison 
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Independent  studies  show  that  clinical  quality  in  the  Department  of  Veterans  Affairs  (VA)  health 
system  is  as  good  or  better  than  in  the  private  sector. While  numerous  areas  for  improvement  still 
exisC’^,  it  is  imperative  that  efforts  to  reform  VA  focus  on  building  systems  that  ensure  high  quality 
standards  in  VA  medical  centers  and  from  private  sector  providers  who  increasingly  care  for  veterans. 

VA  has  long-relied  on  the  private  sector  to  expand  its  capacity  and  to  meet  veterans’  health  care  needs. 
Private  sector  providers  are  often  the  only  practical  option  for  a  veteran  living  in  rural  areas  or  for  those 
requiring  specialty  services  not  offered  by  their  local  VA  medical  center. 

In  2014  Congress  created  the  VA  Choice  Program,  expanding  community  resources  and  giving 
more  veterans  the  option  to  seek  care  in  the  private  sector.  This  lead  to  a  76%  increase  in  clinical  episodes 
by  non-VA  providers  and  has  allowed  over  1.7  million  veterans  to  receive  care  through  this  program.  In 
2015,  reflecting  on  the  experience  of  the  Choice  Program,  VA  began  planning  for  the  future  -  where  VA 
and  private  sector  providers  compete  on  quality  and  outcomes  within  high-performing  networks.^  Under 
this  model,  adequate  funding  is  necessary  for  VA  to  modernize  its  delivery  system  and  ensure  that 
sufficient  clinical  resources  remain  available  to  ail  veterans.  Though  some  view  this  as  a  step  towards  VA 
privatization,  others  characterize  it  as  an  innovative  solution  to  maximize  resources  and  promote  higher 
quality  care. 

Competition  is  an  improvement  strategy  for  VA,  not  a  privatization  strategy,  and  it  is  also  a 
driving  force  for  innovation  in  the  private  sector.  When  hospitals  fail  to  provide  better  quality  or  customer 
service  than  their  competitors,  patients  can  vote  with  their  feet.  Competition  may  therefore  be  the  most 
effective  way  for  VA  to  improve  quality  standards  and  ensure  that  veterans  have  access  to  the  timeliest 
and  highest  quality  care  available.  Providing  veterans  with  greater  choice  will  likely  expose  VA  medical 
centers  to  novel  market  forces  that  can  then  promote  new  advancements  in  quality,  safety,  and  value  for 
the  customer,  both  in  and  out  of  VA. 

Most  studies  of  United  States’  health  care  markets  suggest  that  higher  competition  drives 
improvements  in  quality  and  also  lowers  prices,®  However,  the  dynamics  within  other  markets  may  also 
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offer  insight  into  the  specific  challenges  faced  by  VA.  The  United  Kingdom's  National  Health  Service 
(NHS),  a  single-payer  and  fixed-cost  delivery  system,  has  been  similarly  criticized  for  problems  related  to 
access  and  quality.  In  2006,  the  NHS  initiated  a  pro-competitive  policy  requiring  beneficiaries  to  be  given 
a  choice  of  different  hospitals  when  seeking  care.  Hospitals  were  paid  fixed,  regulated  prices  for  services 
rendered.  Though  controversial,  there  were  several  important  consequences  of  this  policy.^  Hospital 
competition  increased  as  a  result  of  the  policy  -  even  in  rural  areas  that  tended  to  have  fewer  providers. 
Furthermore,  hospitals  exposed  to  higher  competition  had  the  largest  improvements  in  clinical  quality  for 
various  conditions,  such  as  acute  myocardial  infarction. Countries  with  similar  delivery  systems,  such  as 
Canada  and  Australia,  have  also  explored  policies  to  improve  timeliness  and  quality  by  introducing  more 
competition. 

Competition  may  be  particularly  important  in  efforts  to  modernize  VA.  Unlike  private  sector 
hospitals,  VA  medical  centers  operate  under  a  fixed-cost  model,  where  increases  in  clinical  productivity 
are  not  directly  linked  to  higher  hospital  revenues.  Furthermore,  VA  medical  centers  have  not 
traditionally  competed  for  market  share  or  the  ability  to  develop  specific  clinical  programs.  VA  medical 
centers  do  have  a  long  history  of  innovation  and  continuous  quality  improvement.  However,  these  efforts 
traditionally  focus  on  internal  benchmarks  and  comparisons,  which  have  become  increasingly 
disconnected  from  performance  standards  in  the  private  sector.  In  that  setting,  providers  and  hospitals  are 
exposed  to  numerous  risks  when  service  quality  is  diminished  (e.g.  loss  of  referrals  or  direct  financial  risk 
under  alternative  payment  models).  Optimizing  research  and  development  with  the  best  tools  from  VA 
and  the  private  sector  not  only  creates  a  world-class  quality  measurement  system,  but  also  pushes 
innovation  in  both  sectors. 

Competition  also  creates  a  demand  for  greater  transparency.  Veterans  deserve  accurate  and 
actionable  information  on  the  quality  of  VA  care  and  care  from  private  sector  providers.  This  is 
particularly  important  to  ensure  quality  for  services  like  post-traumatic  stress  disorder  (PTSD)  treatment 
and  battlerield  injuries,  which  represent  a  unique  clinical  need  for  veterans.  With  a  commitment  to 
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transparency,  VA  publicly  reports  its  clinical  outcomes,  patient  satisfaction,  opioid  prescribing  rates,  and 
appointment  wait  times.  These  efforts  build  on  a  growing  body  of  evidence  suggesting  that  transparency 
of  quality  data  improves  health  systems’  performance,'  ^ 

VA  is  introducing  strategic  competition  in  several  ways.  First,  VA  is  ensuring  that  domains  of 
quality,  clinical  or  otherwise,  are  monitored  with  precision  and  accuracy.  VA  has  extensive  experience 
measuring  clinical  access  and  patient  safety  data,  but  now  also  tracks  administrative  activities,  leadership 
vacancies,  and  employee  engagement  within  each  medical  center.  Building  on  these  data,  VA  is 
introducing  the  Healthcare  Improvement  Center  (HlC),  where  predictive  analytics  will  help  to  identify 
early  warning  signs  or  concerning  trends.  Medical  centers  will  be  able  to  identify  potential  problems 
eailier  and  at  more  actionable  levels*  For  example,  the  HlC  will  provide  medical  centers  with  reaUtimc 
information  at  the  level  of  specific  clinical  services  (e*g.  inpatient  general  medicine)  or  within  hospitals’ 
patient  care  workforce  (e*g.  nursing  shortages).  While  these  efforts  serve  a  particular  purpose  for  VA, 
they  also  represent  a  model  from  which  the  private  sector  can  standardize  new  quality  benchmarks  for 
health  care  delivery  and  administrative  effectiveness* 

Second,  VA  is  working  to  optimize  regionally  oriented  networks  of  community -based  providers 
and  medical  centers.  Networks  are  designed  to  reflect  the  specific  needs  of  each  region  and,  a*s  a  result, 
contain  different  combinations  of  generalists  and  specialists*  This  will  allow  veterans  and  their  doctors  to 
compare  outcomes  between  private  sector  providers  and  VA*  Moving  beyond  the  current  framework 
centered  on  access  standards,  VA  seeks  to  allow  patients  to  utilize  the  network  when  specific  quality 
metrics  fall  below  private  sector  performance  or  the  regional  standard  of  care*  For  example,  if  physician 
turnover  or  nursing  shortages  increase  adverse  events  on  an  inpatient  general  medicine  service,  veterans 
could  be  offered  the  ability  to  receive  care  in  the  community.  Alternatively,  if  similar  issues  reduce 
quality  in  the  private  sector,  referrals  would  reflect  VA’s  preference  to  maximize  higher-quality  resources 
within  our  own  system*  To  be  clear,  the  goal  is  not  an  absolute  increase  in  utilization  of  private  sector 
services*  Strategic,  rather  than  unregulated,  utilization  of  the  high-performing  network  ensures  that 
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neither  the  veteran,  nor  the  medical  center,  lose  the  ability  to  coordinate  care  and  ensure  the  delivery  of 
quality  outcomes. 

Third,  VA  is  implementing  a  more  deliberate  approach  in  dealing  with  low- per  forming  VA 
hospitals.  This  includes  more  targeted  interventions,  time  limited  action  plans  with  corresponding 
benchmarks,  and  specific  management  consequences  if  improvements  are  not  realized.  This  is  essential 
to  ensure  that  the  clinical  services  remain  competitive  with  the  private  sector.  Finally,  VA  will 
decentralize  decision-making.  Medical  centers  need  greater  flexibility  and  responsibility  to  balance 
utilization  of  the  care  network  with  longitudinal  strategic  planning. 

All  of  this  is  predicated  on  the  need  for  sufficient  resources  to  modernize  VA  facilities, 
technologies,  and  management  practices.  VA  needs  legislative  assistance  so  that  it  can  move  towards 
internal  and  external  pay-for- performance  systems  and  the  ability  to  more  fluidly  match  services  with 
patient  activity  or  demand.  This  will  allow  VA  to  reinvest  in  itself  when  more  veterans  demand  its 
services.  It  will  also  allow  the  system  to  right  size  if  there  arc  situations  where  fewer  veterans  receive 
their  care  within  VA. 

There  are  close  to  20  million  veterans  across  the  United  States  and  over  9  million  depend  on  VA 
care.  VA  is  an  essential  resource  for  those  who  have  served  our  country.  Privatization  of  VA  by  means  of 
unregulated  access  to  private  sector  providers  is  not  feasible,  necessary,  or  the  best  way  to  care  for 
veterans.  White  competition  alone  is  not  sufficient  to  improve  quality,  it  can  help  to  modernize 
performances  standards  and  lead  to  new  management  practices  within  VA  medical  centers.  It  can  also 
ensure  that  private  sector  providers  who  wish  to  care  for  veterans  adhere  to  the  highest  quality  standards. 
Legislation  to  formalize  this  as  the  new  standard  of  care  is,  in  its  simplest  form,  how  the  modern  VA  can 
better  meet  its  responsibility  to  veterans  and  taxpayers.  Veterans  deserve  a  dynamic  health  care  system 
that  is  continually  improving.  The  best  way  to  ensure  that  veterans  receive  the  highest  quality  and  most 
timely  care  may  be  to  support  the  VA  at  levels  that  allow  it  to  successfully  compete  with  the  private 
sector. 
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March  XX,  2018 


Editorial  Board 

The  New  England  Journal  of  Medicine 
10  Shattuck  Street 
Boston,  MA  02115 


Dear  Editors, 

Thank  you  for  the  careful  review  of  our  article.  We  believe  that  the  reviewers’  concerns  are  appropriate, 
fair,  and  that  addressing  them  improves  the  clarity  of  the  message.  Below  you  will  find  our  itemized 
responses  to  each  reviewer. 

We  appreciate  your  ongoing  consideration  of  this  Perspective  for  the  NEJM. 

Sincerely, 

David  J.  Shulkin,  M.D. 

Secretary,  Department  of  Veterans  Affairs 
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Reviewer  1 : 

This  piece  provides  a  helpful  summary  for  NEJM  readers  about  some  of  the  ideas  being  pursued  by  VA 
leaders  about  how  to  assure  that  veterans  receive  high  quality  care.  It  is  also  nice  to  hear  about  some  of 
the  changes  in  store  to  reflect  a  desire  for  continued  improvement  in  the  quality  of  care  in  the  VA  and  the 
efficient  operations  of  the  VA  health  care  system.  Nevertheless,  this  piece  seems  quite  one-sided  about 
the  potential  for  competition  to  improve  care,  without  acknowledging  some  of  the  concerns  that  have 
been  voiced  about  expanding  the  role  of  private-sector  providers  in  the  VA  health  care  system.  Such 
concerns  include  the  consistent  evidence  that  in  the  VA  system,  veterans  receive  care  that  is  of  high 
quality,  highly  coordinated  and  with  less  use  of  low-value  care;  in  fact,  the  VA  has  been  well  ahead  of  the 
private  sector  in  quality  measurement  and  improvement.  Moreover,  there  is  concern  that  shifting  veterans 
and  resources  from  the  high-performing  VA  to  the  private  sector  will  weaken  the  infrastructure  and 
workforce  such  that  the  high  levels  of  care  cannot  be  maintained.  Finally,  there  is  no  guarantee  that 
veterans  will  get  better  care  outside  of  the  VA,  and  substantial  concern  that  in  a  non-integrated  system 
that  is  structured  on  a  fee-for-service  engine,  veterans  could  be  at  much  higher  risk  for  overuse  of  low- 
value  and  poorly  coordinated  care. 

In  addition,  although  the  idea  of  the  VA  and  private  sector  competing  on  quality  and  outcomes  is 
appealing,  the  current  state  of  quality /outcomes  measurement  and  risk  adjustment  raise  substantial 
questions  about  the  feasibility  of  such  competition.  This  should  at  least  be  acknowledged. 

Thank  you  for  the  careful  evaluation  of  this  manuscript.  Both  you  and  reviewer  2  had  similar 
concerns  regarding  overall  quality  in  the  VA  system  relative  to  the  private  sector.  Both  also 
expressed  a  specific  concern  that  greater  competition  in  the  absence  of  appropriate  quality 
measurement  could  actually  result  in  worse  care  for  veterans.  In  addressing  many  of  the  specific 
comments  below,  we  believe  that  the  revised  manuscript  reflects  our  complete  agreement  with 
the  reviewers  on  this  issue  and  a  more  careful  explanation  for  how  competition  may  be  used  to 
improve  quality  within  the  VA. 

Specific  comments: 

Page  2,  line  22.  The  VA  choice  program  has  allowed  over  1 .7  million  veterans  to  receive  care,  but  not 
necessarily  care  “that  they  need/'  There  is  vast  amounts  of  evidence  of  overuse  of  low-value  care  in  the 
private  sector. 

This  is  a  great  point.  We  have  amended  this  sentence  to  be  '"neutral”  with  respect  to  the  necessity 
of  care. 

Page  3,  lines  26-29:  Do  the  authors  have  evidence  to  support  the  statement  that  the  VA's  innovation  and 
quality  improvement  “efforts  traditionally  focus  on  internal  benchmarks  and  comparisons,  which  have 
become  increasingly  disconnected  from  performance  standards  in  the  private  sector”  and/or  that 
performance  standards  in  the  private  sector  are  better  (vs.  just  more  easy  to  measure  on  a  large  scale)? 

The  VA  collects  data  that  other  parts  of  the  health  care  system  that  are  integrated  systems  cannot  collect, 
such  as  surveys  of  bereaved  family  members  after  a  veterans’  death,  which  provide  valuable  data. 

True,  VA  collects  a  significant  amount  of  data  that  most  private  sector  health  systems  do  not.  We 
describe  some  of  this  data,  including  valuable  survey  data  as  you  have  mentioned,  in  the 
paragraph  that  discusses  the  value  of  the  new  Healthcare  Improvement  Center  (HIC). 

That  being  said,  our  intent  with  this  specific  argument  was  to  show  that  the  repercussions  of  this 
“disconnect”  are  what  is  truly  out  of  line  with  the  private  sector.  In  other  words,  changes  in 
quality  for  private  sector  providers/hospitals  place  them  at  risk  across  several  domains.  For 
example,  trends  toward  lower  quality  services  may  result  in  changes  to  valuable  referral  patterns 
and/or  direct  financial  risk  from  quality  driven  alternative  payment  models.  The  same  is  not  true 
for  the  VA  system.  We  have  amended  this  paragraph  to  reflect  the  important  nature  of  this 
critique. 
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Page  3,  lines  45-56,  These  efforts  to  further  track  care  delivery  and  administrative  activities  and 
leadership  cu:e  exciting  and  should  serve  as  a  model  for  the  private  sector  (as  has  been  the  case  with  other 
quality  measurement  and  improvement  activities.  But  it  is  not  entirely  clear  to  me  how  this  description 
follows  the  topic  sentence  about  how  VA  is  introducing  strategic  competition-  Are  the  authors  making  the 
point  that  non-VA  health  care  organizations  should  do  the  same? 

This  is  another  important  question  that  deserves  further  clarification  on  our  part.  We  are  not 
making  the  argument  that  the  strategic  competition  should  be  the  model  for  the  private  sector. 
Qualifying  competition  as  '"strategic”  is  intended  to  limit  the  extent  to  which  this  model  can  be 
(mis)interpreted  as  fuihscale  privatization  of  VA.  We  do,  however,  agree  with  you  that  private 
sector  hospitals  and  health  systems  should  adopt  simihu*  data  collection  strategies  related  to  care 
delivery  and  administrative  effectiveness.  In  this  scenario,  it  would  allow  for  the  development  of 
new  quality  benchmarks  related  to  the  increasingly  complex  administrative  side  of  healthcare.  We 
have  amended  this  paiagraph  to  address  your  question  and  these  discussion  points. 

Page  4,  lines  10-29,  Can  the  authors  say  more  about  the  “regionally  oriented  networks  of  community" 
based  providers”?  Does  this  include  both  hospitals  and  physicians?  Are  the  physicians  primarily 
specialists?  What  types  of  outcome  data  and  quality  metrics  will  be  available  for  comparisons?  Is  there  a 
vision  for  how  the  coordination  of  care  with  providers  in  the  VA  will  be  maintained? 

An  important  question  -  these  network  include  physicians  and  hospitals.  They  m^e  designed  to 
reflect  the  overall  needs  of  the  region.  For  that  reason,  they  include  both  generalists  and 
specialists.  We  have  amended  this  paragraph  to  include  a  more  detailed  description  of  the 
networks  and  to  emphasize  that  their  capabilities  may  differ  based  on  the  needs  of  veterans  in  that 
geographic  location. 

Reviewer  2: 

The  authors  make  an  interesting  argument  about  how  private  sector  competition  may  help  VA  improve 
and  become  a  stronger  organization.  While  in  principal  this  may  be  true,  in  practice  that  can  only  happen 
under  two  circumstances:  1)  The  VA  is  funded  at  a  level  that  allows  it  to  provide  needed  care  to  Veterans 
and  allowed  to  modernize  it  organization  to  be  more  nimble  at  hiring,  contracting  and  using  its  resources; 
and  2)  the  private  sector  can  provide  comparable  or  better  quality  of  care  as  the  VA.  If  both  these 
premises  are  not  true,  then  opening  up  the  VA  to  competition  can  worsen  quality  of  care  for  veterans. 

This  perspective  should  be  strengthened  by  stressing  in  particular  what  needs  to  be  done  to  ensure  that 
veterans  get  superb  care,  regardless  of  where  they  seek  it;  and  that  the  VA  is  funded  at  a  level  that  allows 
it  to  ensure  that  high  standard.  My  more  specific  recommendations  follow: 

Thank  you  for  the  careful  evaluation  and  honest  criticism  of  the  article.  In  addition  to  the  specific 
comments  below,  we  made  several  edits  to  address  (1)  funding  levels  for  the  VA  and  (2)  the 
potential  for  harm  when  executing  a  system  with  more  private  sector  competition. 

Paragraph  1  (lines  3-16) 

The  introduction  is  a  bit  unclear.  The  sentence  on  line  7  starting  “That  being  said....”  seems  to  imply  that 
we  need  to  ensure  high  quality  standards  not  only  in  VA,  but  also  in  the  private  sector,  if  we  are  to 
broaden  our  community  network.  This  is  true  but  it  is  not  clear'. 

The  authors  should  consider  making  the  first  sentence  more  declarative:  “Independent  studies  show  that 
clinical  quality  is  as  good  or  better . “ 

This  is  true  and  often  overlooked  by  the  many  papers  critical  of  the  V A.  To  strengthen  this  point,  cite 
more  recent  papers  than  Jha  (2003).  For  example,  there  is  review  by  RAND  authors  in  the  Journal  of 
General  Internal  Medicine  in  July  2016  (O’Hanlon  et.  al.)  showing  generally  better  or  similar  care  to 
private  sector  and  a  paper  by  Harvard  authors  in  Annals  of  Internal  Medicine  in  2011  showing  that  cancer 
care  in  VA  was  similar  or  better  to  private  sector  (Keating  et.  al.). 
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Your  point  regarding  these  citations  is  well -taken.  We  have  amended  the  introduction  to  include 
these  references. 

Then,  the  authors  could  go  on  to  say  something  like:  While  numerous  areas  for  improvement  with  VA 
still  exist,  it  is  imperative  that  we  as  we  reform  VA  we  build  the  systems  to  ensure  high  quality  standards 

in  both  VA  medical  centers  and  the  private  providers  who  may  be  increasingly  caring  for  veterans . 

This  would  get  at  the  issue  right  at  the  beginning  that  not  only  V A  needs  to  improve,  but  in  order  to 
ensure  superb  medical  care  for  veterans,  standards  needs  to  be  maintained  for  everyone  and  the  VA  needs 
to  track  those  standards.  (Imagine  if  the  VA  referred  a  patient  to  an  oncologist  in  the  community  who 
didn't  follow  quality  standards;  imagine  if  the  VA  didn't  know  about  it).  If  both  VA  and  community  care 
offers  high  quality  care,  then  that  sets  the  stage  for  true  competition. 

This  is  an  excellent  suggestion  tor  the  introduction.  We  have  amended  the  first  paragraph  to 
reflect  the  specifications  described  in  the  3  paragraphs  above. 

Paragraph  2  (lines  18-31) 

The  second  sentence  is  unclean  What  increased  76%?  Visits?  Number  of  patients  seen  by  non-VA 
providers?  How  many  patients  got  non-VA  care  prior  to  the  Choice  program  (as  opposed  to  the  1.7 
million  veterans  after)?  Also,  by  saying  it  allowed  L7  million  veterans  to  receive  the  care  they  need  it 
implies  that  they  wouldn’t  have  gotten  that  care  without  the  Choice  program.  It  allowed  L7  million 
veterans  to  receive  care  outside  of  the  VA.  This  sentence  needs  to  be  clarified  and  the  language  should  be 
made  more  specific. 

Reviewer  1  had  a  similar  critique.  We  have  amended  this  sentence  to  remove  any  potential  for 
editorializing  the  need  for  care  and  to  describe  the  76%  increase  in  episodes  of  care  with  Choice. 

Paragraph  3(lines  33-44) 

2nd  sentence:  Suggest  that  the  sentence  starting  “  Competition...”  should  refer  to  the  “timeliest  and 
highest  quality  care  available.”  Providing  timely  care  of  low  quality  will  not  help  veterans. 

Valid  point,  this  change  has  been  made. 

3rd  sentence,  this  is  another  opportunity  to  stress  that  competition  can  improve  care  in  and  out  of  VA.  : 
...new  advancements  in  quality,  safety  and  value  for  the  customer,  both  in  and  out  of  VA.” 

Again,  we  agree.  This  change  has  been  made. 

Paragraph  5  (page  2,  lines  16-33): 

The  second  part  of  this  paragraph  assumes  that  the  private  sector  is  doing  a  better  job  (overall)  with 
quality  monitoring  than  the  VA.  While  it  may  be  true  that  the  performance  monitoring  VA  has  done  was 
not  always  exactly  in  line  with  the  private  sector,  that  was  partly  because  VA  was  actually  doing  more, 
and  using  more  robust  approaches,  to  monitor  quality,  not  because  it  was  doing  less.  Indeed,  aligning  with 
what  the  private  sector  is  doing  may  make  the  VA  quality  monitoring  program  weaker.  1  suggest  that  it 
would  be  stronger  to  state  that  VA  needs  to  take  the  best  parts  of  both  private  sector  and  internal 
performance  monitoring  programs  and  create  a  quality  monitoring  and  improvement  system  that  is  world- 
class  and  pushes  innovation  in  both  the  private  sector  and  the  VA. 

Thank  you  for  this  comment.  Reviewer  1  had  a  similar  issue  with  this  paragraph.  In  addition  to 
clarifying  out  point  about  internal  vs.  external  benchmarks,  we  added  the  content  you  suggested 
about  incoiporating  the  best  of  VA  and  private  sector  systems. 

Paragraph  6  (page  2,  lines  35-44): 

I  agree  wholeheartedly  with  the  first  sentence,  which  states  that  veterans  deserve  accurate  info  on  quality 
of  VA  and  private  sector  providers.  The  next  sentence  only  talks  about  VA  however.  1  suggest  the  authors 
have  an  opportunity  to  at  a  sentence  at  the  end  of  that  paragraph  that  states  that  veterans  will  deserve 
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similar  quality  information  from  their  non-VA  providers,  including  for  conditions  not  as  commonly 
treated  outside  the  VA,  such  as  PTSD  and  battle  related  injuries. 

We  agree,  this  was  our  intent.  We  also  could  not  agree  more  with  your  point  about  certain 
services  VA  considers  foundational,  and  why  it  is  particularly  important  to  ensure  quality  in 
either  sector  for  services  that  veterans  need  most. 

Paragraph  8  (page  3,  lines  10-29) 

This  paragraph  again  seems  to  imply  that  care  will  always  be  better  in  the  private  sector.  It  would  be  ideal 
to  make  a  counter  example  as  well.  For  example,  after  '"...veterans  could  be  offered  the  ability  to  receive 
care  in  the  community,”  the  authors  could  add  a  sentence  that  similarly  states  that  if  complications  from  a 
particular  procedure  ai^e  higher  among  private  sector  providers,  veterans  may  preferentially  gel  Ireatment 
in  VA  (or  another  similar  example). 

This  is  a  good  point.  We  have  added  that  sentence  to  this  paragraph. 

Paragraph  9  (page  3,  lines  31-41) 

Similarly,  there  is  an  opportunity  to  stress  that  VA  will  also  collect  data  and  quality  and  access  within 
their  newly  established  community  networks  to  ensure  that  veterans  are  referred  only  to  sites  and  doctors 
that  meet  quality  standards. 

This  is  an  important  concept.  We  believe  the  edits  made  to  paragraph  7  now  address  this  critique 
as  well. 

Paragraph  10  (page  3,  lines  43-54) 

Adequate  funding  is  extremely  important  -  not  only  to  modernize  but  to  fund  suftlcient  clinical  care 
(doctors,  nurses,  etc).  This  point  is  buried  a  bit  and  could  be  brought  out  more  (and  set  up  in  the  first 
paragraph  and  brought  back  in  the  last  paragraph). 

We  agree.  Our  intent  was  to  stress  the  importance  of  funding.  As  such  this  comment  is  well- 
received.  Based  on  your  suggestion  we  added  content  to  the  introduction  to  set  up  this  later 
discussion. 

Paragraph  1 1  (page  4,  lines  3-18) 

This  paiagraph  creates  another  opportunity  to  hit  home  that  what  the  VA  wants  is  the  highest  standard  of 
care  for  veterans,  regardless  of  where  they  receive  their  care.  Also  gives  an  opportunity  to  bring  back  the 
adequate  funding  theme.  For  example,  the  sentence  starting  “While  competition  alone  is  not 
sufficient....”  focuses  only  on  what  competition  will  do  for  VA.  Competition  could  also  help  to  ensure 
that  providers  in  the  private  sector  who  wish  to  serve  Veterans  adhere  to  the  highest  quality  standards.  I 
suggest  the  authors  could  add  this  point  to  that  sentence. 

This  is  very  important.  Change  made. 

Finally,  I  completely  agree  that  veterans  deserve  a  dynamic  health  care  system  that  is  continually 
improving.  They  also  deserve  to  get  the  highest  quality  and  most  timely  care  whether  it  is  within  or 
outside  the  VA.  I  suggest  that  the  last  sentence  could  bring  all  the  points  made  above  home.  Perhaps 
something  like;  “The  best  way  to  ensure  that  veterans  get  the  highest  quality  and  most  timely  care 
possible  may  be  to  support  the  VA  at  levels  that  allow  it  to  successfully  compete  with  the  private  sector.” 
This  is  a  strong  recommendation  and  drives  our  final  point.  Thank  you  again.  We  have  amended 
the  last  sentence  to  reflect  your  comment. 
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March  XX,  201 8 


Editorial  Board 

The  New  England  Journal  of  Medicine 
10  Shattuck  Street 
Boston.  MA  02115 


Dear  Dr.  Drazen, 

The  Department  of  Veterans  Affairs  is  currently  working  with  Congress  on  legislation  that  establishes  a 
more  modem  health  care  delivery  system  for  veterans.  As  you  know,  the  VA  Choice  Program  was 
enacted  in  2014  to  address  the  well-publicized  access  crisis.  Since  that  time  VA  has  been  developing 
community-based  provider  networks  to  increase  access  and  expand  the  scope  of  services  available  to 
veterans. 

Despite  improvements  in  access,  the  degree  and  extent  to  which  VA  uses  private  sector  providers  remains 
controversial.  While  some  this  as  an  unfavorable  step  towards  privatization  of  VA,  others  contend  that 
privatization  may  be  the  best  option  moving  forward.  Neither  the  Choice  Program,  nor  the  proposed 
legislation  in  Congress  facilitate  privatization  of  the  VA.  The  goal  of  this  Perspective  is  to  provide  clarity 
on  this  issue  and  to  describe  VA's  position  on  competition  as  a  strategic  tool  to  improve  health  care  for 
veterans. 

We  believe  that  this  work  is  timely  and  relevant.  We  appreciate  your  consideration  of  this  Perspective  for 
the  NEJM. 

Sincerely, 


David  J.  Shulkin,  M.D. 

Secretary,  Department  of  Veterans  Affairs 
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While  independent  studies  show  that  clinical  quality  in  the  Department  of  Veterans  Affairs  (VA) 
health  system  is  as  good  or  better  than  in  the  private  sector^  ^  numerous  areas  for  improvement  still 
exist.  That  being  said,  the  need  to  ensure  high  quality  standards  for  veterans  goes  beyond  the 
comprehensive  care  provided  at  VA  medical  centers.  VA  has  long-relied  on  the  private  sector  to  expand 
its  capacity  and  to  meet  veterans'  comprehensive  health  care  needs.  Private  sector  providers  are  often  the 
only  practical  option  for  a  veteran  living  in  rural  areas  or  for  those  requiring  specialty  services  not  offered 
by  their  local  VA  medical  center. 

In  2014  Congress  created  the  VA  Choice  Program,  expanding  community  resources  and  giving 
more  veterans  the  option  to  seek  care  in  the  private  sector.  This  lead  to  a  10%  increase  in  services  by  non- 
VA  providers  and  has  allowed  over  1.6  million  veterans  to  receive  the  care  that  they  need.  In  2015, 
reflecting  on  the  experience  of  the  Choice  Program,  VA  began  planning  for  the  future  -  where  VA  and 
private  sector  providers  compete  on  quality  and  outcomes  within  high-performing  networks.^  Tliough 
some  view  this  as  a  step  tow  aids  VA  privatization,  others  characterize  it  as  an  innovative  solution  to 
maximize  resources  and  promote  higher  quality  care. 

Competition  for  patients  is  a  driving  force  for  innovation  in  the  private  sector.  When  hospitals  fail 
to  provide  better  quality  or  customer  service  than  their  competitors,  patients  can  vote  with  their  feet. 
Competition  may  therefore  be  the  most  effective  way  for  VA  to  improve  quality  standards  and  ensure  that 
veterans  have  access  to  the  timeliest  care  available.  Providing  veterans  with  greater  choice  will  likely 
expose  VA  medical  centers  to  novel  market  forces  that  can  then  promote  new  advancements  in  quality, 
safety,  and  value  for  the  customer. 

Most  studies  of  United  States'  health  care  markets  suggest  that  higher  competition  drives 
improvements  in  quality  and  also  lowers  prices.^  However,  the  dynamics  within  other  markets  may  also 
offer  insight  into  the  specific  challenges  faced  by  VA.  The  United  Kingdom's  National  Health  Service 
(NHS),  a  single-payer  and  fixed-cost  delivery  system,  has  been  similarly  criticized  for  problems  related  to 
access  and  quality.  In  2006,  the  NHS  initiated  a  pro-competitive  policy  requiring  beneficiaries  to  be  given 
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a  choice  of  different  hospitals  when  seeking  care.  Hospitals  were  paid  fixed,  regulated  prices  for  services 
rendered.  Though  conlroversial,  there  were  several  important  consequences  of  this  policy.^  Hospital 
competition  increased  as  a  result  of  the  policy  -  even  in  rural  areas  that  tended  to  have  fewer  providers. 
Furthermore,  hospitals  exposed  to  higher  competition  had  the  largest  improvements  in  clinical  quality  for 
various  conditions,  such  as  acute  myocardial  infarction.®  Countries  with  similar  delivery  systems,  such  as 
Canada  and  Australia,  have  also  explored  policies  to  improve  timeliness  and  quality  by  introducing  more 
competition. 

Competition  may  be  particularly  important  in  efforts  to  modernize  VA.  Unlike  private  sector 
hospitals,  VA  medical  centers  operate  under  a  fixed-cost  model,  where  increases  in  clinical  productivity 
are  not  directly  linked  to  higher  hospital  revenues.  Furthermore,  VA  medical  centers  have  not 
traditionally  competed  for  market  share  or  the  ability  to  develop  specific  clinical  programs.  VA  medical 
centers  do  have  a  long  history  of  innovation  and  continuous  quality  improvement.  However,  these  efforts 
traditionally  focus  on  internal  benchmarks  and  comparisons,  which  have  become  increasingly 
disconnected  from  performance  standards  in  the  private  sector.  Aligning  research,  development,  and 
innovation  with  the  private  sector  may  allow  VA  to  remain  a  robust  resource  for  veterans’  health  care 
needs. 

Competition  also  creates  a  demand  for  greater  transparency.  Veterans  deserve  accurate  and 
actionable  information  on  the  quality  of  VA  care  and  care  from  private  sector  providers.  With  a 
commitment  to  transparency,  VA  publicly  reports  its  clinical  outcomes,  patient  satisfaction,  opioid 
prescribing  rates,  and  appointment  wait  times.  These  efforts  build  on  a  growing  body  of  evidence 
suggesting  that  transparency  of  quality  data  improves  health  systems’  performance.^ 

VA  is  introducing  strategic  competition  in  several  ways.  First,  VA  is  ensuring  that  domains  of 
quality,  clinical  or  otherwise,  are  monitored  with  precision  and  accuracy.  VA  has  extensive  experience 
measuring  clinical  access  and  patient  safety  data,  but  now  also  tracks  administrative  activities,  leadership 
vacancies,  and  employee  engagement  within  each  medical  center.  Building  on  these  data,  VA  is 
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introducing  the  Healthcare  Improvement  Center  (HIC),  where  predictive  analytics  will  help  to  identify 
early  warning  signs  or  concerning  trends.  Medical  centers  will  be  able  to  identify  potential  problems 
earlier  and  at  more  actionable  levels.  For  example,  the  HIC  will  provide  medical  centers  with  real-time 
information  at  the  level  of  specific  clinical  services  (e.g.  inpatient  general  medicine)  or  within  hospitals' 
patient  care  workforce  (e.g.  nursing  shortages). 

Second,  VA  is  working  to  optimize  regionally  oriented  networks  of  community -based  providers 
around  existing  medical  centers.  This  will  allow  veterans  and  their  doctors  to  compare  outcomes  between 
private  sector  providers  and  VA.  Moving  beyond  the  current  framework  centered  on  access  standards, 
VA  seeks  to  allow  patients  to  utilize  the  network  when  specific  quality  metrics  fall  below  private  sector 
performance  or  the  regional  standard  of  care.  For  example,  if  physician  turnover  or  nursing  shortages 
increase  adverse  events  on  an  inpatient  general  medicine  service,  veterans  could  be  offered  the  ability  to 
receive  care  in  the  community.  To  be  clear,  the  goal  is  not  an  absolute  increase  in  utilization  of  private 
sector  services.  Strategic,  rather  than  unregulated,  utilization  of  the  high-performing  network  ensures  that 
neither  the  veteran,  nor  the  medical  center,  lose  the  ability  to  coordinate  care  and  ensure  the  delivery  of 
quality  outcomes. 

Third,  VA  is  implementing  a  more  deliberate  approach  in  dealing  with  low-performing  VA 
hospitals.  This  includes  more  targeted  interventions,  time  limited  action  plans  with  corresponding 
benchmarks,  and  specific  management  consequences  if  improvements  are  not  realized.  This  is  essential 
to  ensure  that  the  clinical  services  remain  competitive  with  the  private  sector.  Finally,  VA  will 
decentralize  decision-making.  Medical  centers  need  greater  flexibility  and  responsibility  to  balance 
utilization  of  the  care  network  with  longitudinal  strategic  planning. 

All  of  this  is  predicated  on  the  need  for  sufficient  resources  to  modernize  VA  facilities, 
technologies,  and  management  practices.  VA  needs  legislative  assistance  so  that  it  can  move  towards 
internal  and  external  pay-for-performance  systems  and  the  ability  to  more  fluidly  match  services  with 
patient  activity  or  demand.  This  will  allow  VA  to  reinvest  in  itself  when  more  veterans  demand  its 
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services.  It  will  also  allow  the  system  to  right  size  if  there  are  situations  where  fewer  veterans  receive 
their  care  within  VA. 

There  are  close  to  20  million  veterans  across  the  United  States  and  over  9  million  depend  on  VA 
care.  VA  is  an  essential  resource  for  those  who  have  served  our  country.  Privatization  of  VA  by  means  of 
unregulated  access  to  private  sector  providers  is  not  feasible,  necessary,  or  the  best  way  to  care  for 
veterans.  While  competition  alone  is  not  sufficient  to  improve  quality,  it  can  help  to  modernize 
performances  standards  and  lead  to  new  management  practices  within  VA  medical  centers.  Legislation  to 
formalize  this  as  the  new  standard  of  care  is,  in  its  simplest  form,  how  the  modern  VA  can  better  meet  its 
responsibility  to  veterans  and  taxpayers.  Veterans  deserve  a  dynamic  health  care  system  that  is 
continually  improving.  The  best  way  to  strengthen  VA  care  may  be  to  open  it  up  to  competition. 
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Hi  David 


I  know  you  will  be  at  HIMSS.  I  will  be  there  as  well.  If  it  works  with  your  schedule  we  could  grab  a  few 
minutes  around  your  visit  to  follow  up  on  this  item 


Take  care 
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4(b)(6) 


(b)(6) 


®  accenture.com 


From: 

Sent: 


(b)(6) 


22,2018  8:00  AM 


ivionoay,  January 
T 0:  'vacodisi  (ajva.qov'  <vacodis1  @va.qov> 

_ gaccenturefederal.com> 

Subject:  RE;  [EXTERNAL]  follow  up  conversations 


Hi  David 


As  a  follow-up  to  our  discussions,  I’ve  taken  a  first  cut  at  an  outline  and  supporting  case  studies  for  VA’ 
s  imperative  to  use  competition  and  transparency  as  drivers  for  continuous  improvement.  So  that  we 
can  further  refine  the  piece,  I  would  like  to  propose  a  working  session.  Would  it  be  acceptable  for  me  to 
coordinate  with  your  team  to  get  us  scheduled  in  the  coming  weeks? 
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Thanks, 


(b)(6) 


(b)(6) 


/ID  JD 


Accenture:  Insight  Driven  Health 
Chicago,  Illinois 


EA;(t3)(6) 


-(b)(6) 


(b)(6) 


3)  accenture.com 


(b)(6) 


ojaccenture.com 


From:  DJS  <vacocljs1@va.gov> 

Date:  December  1 1 , 201 7  at  4:03:26  AM  PST 

To;  la)accenture,com> 

Subject:  RE;  [EXTERNAL]  follow  up  conversations 


That  would  be  great-  thanksr^^*^^ 


Sent  with  Good  (www.good.com) 


From: 


(b)(6) 


Sent:  Sunday,  December  10,  2017  8:38:25  PM 

To:  Shulkin,  David  J.,  MD 

Subject:  [EXTERNAL]  follow  up  conversations 


Hi  David 


I  enjoyed  our  conversation  last  week  about  your  effort  to  use  both  competition  and  transparency  as 
tools  of  continuous  improvement.  I  have  seen  this  strategy  used  by  other  public-sector  leaders.  I 
would  be  happy  to  help  you  craft  a  written  position  supporting  this  approach.  If  it  is  helpful  to  you  I  can 
draft  an  outline  of  the  rational  and  find  a  few  supporting  case  studies.  Perhaps  I  can  send  you 
something  to  look  at  in  the  next  few  weeks  and  we  can  get  on  the  phone  for  a  few  minutes  to  see  if  it 
helpful. 


(b)(6) 
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Senior  Managing  Director,  Global  Health 

Accenture:  Insight  Driven  Health<http://www.accenture.com/insightdrivenhea!th> 


Chicago,  Illinois 

EA: 

(b)(6) 

0:  - 

(b)(6) 

M:  ■ 

[b)(6) 

gaccenture.com<mailto 

(b)(6) 

^accenture.conn> 


"S3accenture.com<nnailtc:b)(6) 


a3accenture,com> 


This  message  is  for  the  designated  recipient  only  and  may  contain  privileged,  proprietary,  or  otherwise 
confidential  information.  If  you  have  received  it  in  error,  please  notify  the  sender  immediately  and  delete 
the  original.  Any  other  use  of  the  e-mail  by  you  is  prohibited.  Where  allowed  by  local  law,  electronic 
communications  with  Accenture  and  its  affiliates,  including  e-mail  and  instant  messaging  (including 
content),  may  be  scanned  by  our  systems  for  the  purposes  of  information  security  and  assessment  of 
internal  compliance  with  Accenture  policy. 


www.accenture.com 


To  comply  with  certain  Department  of  Defense  (DoD)  regulations  and  policies,  e-mail  communications 
between  Accenture  Federal  Services  (AFS)  and  Accenture  (and  its  affiliates)  are  subject  to  review  by 
designated  AFS  and  DoD  personnel. 


(b)(6) 


MD  JD 


Senior  Managing  Director,  Global  Health 
Accenture:  Insight  Driven  Health 
Chicago,  Illinois 


EA: 


(b)(6) 


Q)  accenture.com 


:b)(6) 


®accenture.com 


Page  452  of  974 


Owner; 

Filename: 

Last  Modified; 


^  ’ _ @accenture.com> 

Outline  for  Shulkin  Narrative  01  16  2018.docx 
Mon  Feb  05  12:03:10  GST  2018 


Page  453  of  974 


Outline  for  Shulkin  Marrative  01  16  2018,docx  for  Printed  Item:  24  {  Attachment  1  of  1) 


NaiTative  outline  for  Secretary  David  Shulkin 

Using  purposeful  competition  and  transparency  to  drive  continuous  improvement  in  the  Veterans 

Health  Administration  (VHA) 


VHA  has  been  a  world  leading  organization  in  using  continuous  improvement  methods  to 
improve  quality  of  care  for  Veterans 

VHA  also  has  a  unique  position  as  the  primary  and  sole  provider  of  healthcare  services  for 
Veterans  with  ser^ace  connected  healthcare  conditions 

VHA  has  been  able  to  use  this  position  to  be  a  leader  in  healthcare  information  technology  such 
as  electronic  health  records  and  telemedicine 

VHA  relies  on  the  private  sector  to  provide  approximately  one  third  of  the  services  because  it 
lacks  its  own  capacity  but  is  not  direct  competition  with  the  private  sector 
VHA  services  and  patient  experience  have  come  under  pressure  as  the  demand  for  its  services 
grows  taster  than  its  capacity  to  meet  that  demand 

VHA  needs  to  find  tools  to  drive  continuous  improvement  in  service  just  at  does  clinical  quality 
and  safety. 

Private  sector  entities  that  face  competition  for  customers  find  that  competition  to  be  a  natural 
driver  of  continuous  service  improvement 

Two  tools  that  have  been  used  by  other  public-sector  entities  and  public  utilities  that  lack 
natural  market  competitor  are;  purposeful  competition  and  transparency 
Purposeful  competition  is  competition  that  is  introduced  selectively  to  motivate  to  public 
agencies  or  service  providers  to  improve  services  for  face  budget  or  electoral  backlash. 

The  intent  of  purposeful  competition  is  not  to  privatize  a  public  function  but  rather  to  stimulate 
reform  of  the  public  service  in  response 

Transparency  of  activity  and  performance  data  has  the  benefit  of  both  increased  trust  from  the 
public  as  well  as  stimulating  leadership  to  address  problems  to  avoid  the  public  questioning  of 
effective  management 


Purposeful  Competition: 

Purposeful  competition  for  the  VHA  could  be  built  around  the  research  about  what  people  want 
from  a  healthcare  system 

A  recent  study  of  how  patients  chose  a  health  system  found  that  after  out  of  pocket  cost  the  5 
most  important  factors  that  matter  to  patients  are  trust  and  respect,  multidisciplinary  care, 
shared  decision  making  and  experience  of  the  care  provider.  Much  lower  is  care  transitions, 
waiting  times  and  travel  times.  (  Muliibacher,  A  and  Schulnian,  K.  Health  Services  Research 
April  2016 

Similarly,  experience  design  work  for  patients  navigating  the  health  care  system  find  patients 
seeking  simplicity,  seamlessness,  transparency,  security,  personalization,  coordination  (Fjord  Era 
of  living  services  20 1 5) 

Competition  along  these  dimensions  are  most  likely  to  drive  improvement  in  VHA  services  that 
would  be  deemed  as  impactful  by  Veterans 
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Tom  Gash  and  Theo  Rods  in  the  2012  UK  institute  for  Government,  “Choice  and  Competition  in 
Public  Services:  Learning  From  History''  reviewed  competition  efforts  instituted  by  the  UK 
government  for  Employment  services  ( training  and  use  of  sub-contractors)  and  Social  Care  { 
central  government  gave  local  government  more  budgetary  control  and  introduced  private 
competition  for  nursing  home  and  long  term  care).  A  review  of  these  programs  concluded  that 
for  Employment  services,  competition  with  the  private  sector  improved  standard  in  the  public 
sector  For  social  services,  the  presence  of  competition  increased  citizen  satisfaction  and 
innovation.  Moreover,  uses  choice  through  the  creation  of  personal  budgets  with  public  and 
private  sector  options  proved  popular  and  more  cost-effective. 

In  Phoenix,  the  city  started  using  private  competition  for  ti*ash  collection  since  the  I970’s.  The 
public  sector  kept  losing  competitive  contracts  and  city  employees  learned  how  to  cut  costs  and 
compete  better.  By  2003,  the  public  sector  won  back  the  work  and  has  been  holding  it  ever 
since  showing  that  competition  can  stimulate  private  sector  to  out  compete  the  public  sector 
(Chicago  Tribune  Sept  30,  201 1  Some  Public  Workers  Win  at  Managed  ComyeTition 

In  Indianapolis  in  1997,  the  mayor  issued  an  RFP  for  managing  maintain  and  repairing  the  fleet 
of  city  vehicles.  The  public  workers  bid  on  the  work  against  3  private  firms  and  won,  offering  to 
forgo  structured  pay  increases  for  shared  saving  where  city  workers  get  25%-30%  of  the  savings 
as  pay  increase  over  3  years  in  a  performance  contract.  The  city  realized  $8M  in  savings  from 
improved  productivity,  turnaround  time  lor  vehicles  decreased  and  written  complaints  dropped 
from  1 94  a  year  to  5  within  4  years. 

Other  Possible  Examples  from  outside  the  US: 

NHS  has  used  competition  by  creating  new  competing  facilities  or  permitting  private  sector 
services  for  some  primary  and  specialty  services  including  diagnostic  testing  and  procedures  to 
foster  a  sense  of  competition  in  NHS  facilities 

Madrid  region  of  Spain  the  elected  leadership  wanted  the  hospitals,  public  entities,  to  share 
information.  The  faced  the  usual  parochial  resistance.  They  addressed  this  issue  by  making 
consumer  choice  a  political  issue  and  promising  citizens  the  right  to  go  to  any  public  provider.  In 
order  to  make  that  possible,  the  institutions  had  to  create  interoperable  infonnation  systems 
that  would  allow  information  sharing.  They  did  not  prescribe  the  solution  but  told  the  lacilities 
however  they  wanted  to  solve  the  problem  they  needed  to  get  to  the  same  outcome.  They 
made  it  impossible  for  the  providers  to  negotiate  the  ultimate  public  benefit  and  as  a  result 
drove  the  organizations  to  share  information  to  make  that  choice  possible. 

Transparency  as  a  tool  of  public  accountability 

Transparency  has  been  used  as  tool  to  gain  both  public  trust  as  well  as  driven  accountability  into 
the  governance  process 

The  history  of  transparent  hospital  outcome  measures  20  years  ago  was  rooted  in  the  goal  of 
putting  pressure  on  public  board  members  by  showing  the  facility  performance  to  the 
community.  There  was  no  expectation  that  patients  would  mover  care  from  low  performing  to 
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high  performing  facilities  and  that  in  fact  did  not  happen.  The  primary  goal  was  make  the  board 
member  feel  responsible  for  addressing  poor  performance  measures 

A  second  example  is  seen  in  the  public  posting  for  healthcare  prices.  Our  research  tells  us  that 
less  than  10%  of  consumers  want  to  move  services  from  high  price  to  low  price  but  rather  to 
allow  consumers  to  better  plan  their  out  of  pocket  expenses  and  financial  planning  (Accenture 
health  POV  publication  date  TBD) 

Transparency  case  studies: 

CMS  introduced  Hospital  Compare  in  2005  to  help  consumers  make  better  informed  decision  about 
where  to  seek  healthcare.  Information  on  quality,  safety,  patient  perceptions  and  value  were  made 
available.  In  201 1,  a  Commonwealth  fund  study  found  positive  trends  in  several  hospital  metrics  for  4 
years  following  the  introduction  of  these  measures.  (Commonwealth  fund,  New  Hospital  Compare 
Measures  Help  fill  out  the  Performance  Picture,  Oct  2011) 
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Print 


Sent  \with  Good  (www.good.com) 


From:‘^)(^) 

Sent:  Sunday,  October  29,  2017  7:47:14  PM 
To:  DJS 

Subject:  FW:  small  M-H  manuscript 


Dr.  Shulkin— 


See  attached — Maddie  and  I  wrote  up  a  manuscript  on  M-H  and  want  to  get  it  out  in  a  journal  soon 


This  is  not  perfect  data  and  limited  in  #  of  specialties — M-H  is  going  to  work  with  us  for  a  better  study, 
but  for  now  I  think  we  should  see  how  this  fares  in  a  journal. 


Let  me  know  what  you  think! 


Thanks, 


(b)(6) 
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Outpatient  Access  to  Care 

Wait  Time  Comparison  between  the  Private  Sector  and  Veterans  Administration 

Introduction: 

In  2014,  news  broke  that  the  VA  facility  in  Phoenix  had  altered  or  destroyed  records  in  an 
attempt  to  hide  lengthy  wait  times.  This  incident  damaged  credibility  and  saddled  the  VA  health  care 
system  with  a  reputation  for  long  wait  times  in  the  public  eye.  The  negative  publicity  from  a  few  specific 
VA  facilities  has  been  widely  publicized,  generating  an  outsized  impact  on  the  overall  organization. 

Since  then,  the  full  or  partial  privatization  of  the  VA  health  care  system  has  become  a  major  topic  of 
political  conversation,  with  some  parties  speculating  that  privatization  would  increase  access  and  quality 
of  care.  Despite  this  perception,  over  22%  of  VA  patients  are  actually  seen  on  the  same  day.  This  paper 
seeks  to  make  a  data-driven  comparison  of  pri  vate  sector  and  VA  wait  times  with  facts  on  the  ground. 

Public  perception  is  that  VA  health  care  wait  times  are  inordinately  long.  In  contrast,  many 
believe  that  private  sector  wait  times  are  shorter  To  our  knowledge,  no  journal  has  published  a  rigorous 
study  comparing  VA  and  private  sector  wait  times  for  outpatient  appointments.  There  is  no  established 
benchmark  for  a  “reasonable  wait  time”  for  either  the  private  sector  or  VA.  The  Department  of  Veteran 
Affairs  is  actually  the  only  health  care  system  in  America  that  transparently  tracks  and  regulates  wait 
times.  No  other  health  system  in  the  nation  publicly  discloses  wait  time  data  for  clinical  appointments. 
MerritbHawkins  recently  published  private  sector  wait  time  data  collected  from  a  survey.  We  compared 
VA  to  private  sector  wait  times  using  actual  VA  data  and  the  recently-published  survey  on  wait  times  for 
private  sector  institutions.  Within  our  analysis,  we  compared  the  private  sector  to  the  VA,  subdividing  by 
years,  specialties,  and  regions.  Lastly,  in  order  to  liken  payment  methods,  we  did  a  comparison  of 
“safety  net  regions”  (SNR),  defined  as  areas  with  greater  than  50%  acceptance  of  Medicaid,  as  reported 
by  Merritt- Hawkins.’  SNR  have  a  more  comparable  population  of  patients  to  VA  facilities. 

We  used  the  published  private  sector  data  from  Merritt-Hawkins  and  VA  actual  wait  time  data 
to  address  three  main  questions.  First,  we  analyzed  whether  outpatient  wait  times  are  shorter  in  VA 
facilities  than  in  the  private  sector  (using  the  most  recent  data  from  2017).  More  specifically,  determine 
in  which  metropolitan  regions,  specialties,  and  safety  net  regions  the  VA  is  faster  than,  slower  than,  or 
the  same  as  the  private  sector  and  by  how  much.  Second,  we  examined  how  outpatient  access 
compared  between  the  VA  facilities  and  the  private  sector  in  the  past  (using  data  from  2014),  We  again 
analyzed  in  which  metropolitan  regions,  specialties,  and  safety  net  regions  were  the  VA  faster  than, 
slower  than,  or  the  same  as  the  private  sector  and  by  how  much.  Lastly,  we  evaluated  both  the  VA's  and 
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the  private  sector's  improvement  in  its  wait  times/outpatient  access.  We  compared  whether  this 
progress  was  more,  less,  or  the  same  as  the  private  sector,  and  in  which  regions  and  specialties* 

Methods: 

Merritt-Hawkins,  an  AMN  Healthcare  Company,  published  a  survey  examining  the  time  needed 
to  schedule  a  new  patient  physician  appointment  in  15  major  metropolitan  areas  and  in  15  mid-sized 
metropolitan  areas  (of  approximately  90,000  to  140,000  people)  using  the  “secret  shopper”  method  of 
determining  wait  times.  ’’Secret  shopper"  is  an  approach  where  research  associates  at  Merritt-Hawkins 
called  physician  offices  in  the  30  mid-level  and  large  metropolitan  areas  with  the  purpose  of  scheduling 
a  new  patient  appointment.  In  each  call,  research  associates  used  a  script  and  inquired  about  the  first 
available  time  for  a  new  patient  appointment*  VA  collected  wait  time  data  from  VA  facilities  and 
matched  them  to  the  metropolitan  area  in  which  they  reside*  VA  data  reflects  the  actual  times  that 
Veterans  waited  before  seeing  a  provider.  Wait  time  is  equal  to  the  number  of  days  between  the  day 
that  a  Veteran  requests  an  appointment  and  the  date  of  the  appointment*  For  example:  if  a  patient 
were  to  call  to  schedule  an  appointment  for  a  new  clinic  on  a  Wednesday,  and  subsequently  is 
scheduled  for  an  appointment  on  the  following  Tuesday,  then  the  wait  time  is  computed  to  six  days. 

This  wait  time  may  not  always  be  the  earliest  available  appointment.  If  a  veteran  is  unavailable  or 
declines  the  initial  earliest  available  appointment,  and  asks  to  be  seen  at  the  next  earliest  availability, 
this  later,  but  scheduled  appointment  is  the  wait  time  inputted  and  documented*  In  contrast,  the 
Merritt“Hawkins  script  would  always  yield  the  earliest  available  appointment.  The  private  sector  to  VA 
comparisons  were  made  between  medical  facilities  in  the  same  metropolitan  area,  defined  within  a  50- 
mile  radius* 

Analysis: 

We  conducted  an  Analysis  of  Variance  (ANOVA)  analysis  comparing  the  published  private  sector 
average  wait  times  to  VA  average  wait  times.  The  difference  between  private  sector  and  VA  average 
wait  times  were  evaluated  for  statistical  significance  using  both  a  p-test  and  f-test*  Four  sets  of  data  sets 
were  compared  to  answer  our  three  key  questions: 

(1)  Private  sector  2014  average  wait  times  data  compared  with  VA  2014  average* 

(2)  Private  sector  2017  average  wait  times  compared  with  VA  2017  average* 

(3)  Private  sector  2014  average  wait  times  data  compared  with  private  sector  2017. 

(4)  VA  2014  average  wait  times  data  compared  with  VA  201 7  average. 
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The  data  from  the  first  two  compaiisons  (between  private  sector  and  VA)  were  further 
subdivided  into  metropolitan  regions,  specialties,  and  SNRs  for  additional  analysis.  Similarly,  the  data 
from  the  second  two  comparisons  (between  2014  and  2017  data)  were  subdivided  into  metropolitan 
areas  and  specialties.  The  latter  two  comparisons  were  then  examined  against  each  other  to  analyze  the 
difference  between  private  sector  and  VA  improvements  over  time. 

Results: 

Outpatient  wait  times  shorter  in  the  VA  in  2017 
Main  Takeaways: 

] .  VA  had  shorter  wait  times  than  private  sector  (PS)  in  73.3%  of  the  metropolitan  markets  across 
the  four  analyzed  specialties. 

2.  VA  facilities  have  statistically  significant  shorter  wait  times  for  three  of  the  four  analyzed 
specialties:  cardiology,  primary  care,  and  dermatology.  VA  facilities  have  statistically  significant 
longer  wait  times  for  orthopedics. 

3.  The  difference  between  average  wait  times  was  larger  for  SNR  than  the  overall  results  between 
regions  for  primary  care  and  dermatology  and  comparable  for  cardiology  and  orthopedics. 

Approximately  87%  of  VA  facilities  had  available  data  for  all  four  specialties  in  2017.  Overall,  VA 
had  shorter  wait  times  than  the  PS  in  22  of  the  30  metropolitan  areas  (733%)  across  the  four  analyzed 
specialties:  Boston,  Denver,  Detroit,  Houston,  Los  Angeles,  Philadelphia,  Portland,  San  Diego,  Seattle, 
Albany,  New  York;  Cedar  Rapids,  Iowa;  Dayton,  Ohio;  Evansville,  Indiana;  Fargo,  North  Dakota;  Fort 
Smith,  Arkansas;  Haitford,  Connecticut;  Lafayette,  Louisiana;  Manchester,  New  Hampshire;  Odessa, 
Texas;  Savannah,  Georgia;  Temecula,  California;  and  Yakima,  Washington  (Figure  1). 
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Figure  1: 

Average  Wait  Time  2017  by  Region 
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VA  facilities  have  statistically  significant  shorter  wait  times  for  three  of  the  four  analyzed 
specialties:  cardiology,  primary  care,  and  dermatology  (Figure  2).  For  cardiology,  the  difference  in  the 
average  wait  time  between  the  PS  and  VA  facilities  is  1 1 .0  days,  26.0  days  (PS)  and  1 5.0  days  (VA),  with 
p<0.05  and  F=9.47>Fc,it=4.02.  For  primary  care,  the  difference  in  the  average  wait  time  between  the  PS 
and  VA  facilities  was  17.2  days,  39.6  days  (PS)  and  22.4  days  (VA),  with  p<0.05  and  with 
F=9.47>Fcht=4.02.  For  dermatology,  the  difference  in  the  average  wait  time  between  the  private  sector 
and  VA  facilities  was  18.1  days,  33.7  days  (PS)  and  15.6  days  (VA),  with  p<0.05  and  with 
F=16.7  l>F,rLi=4*0L  We  found  that  VA  facilities  had  shorter  wait  times  in  19  of  the  24  areas  for 
cardiology,  22  of  the  29  areas  for  primary  care,  and  24  of  the  28  areas  for  dermatology. 

Figure  2: 

Average  Wait  Time  2017  by  Specialty 


45 


Cardiology  Primary  Care  Dermatology  Orthopedics 

Specialties 

1  Average  PS  ■  Average  VA 
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However,  VA  facilities  had  a  statistically  significant  longer  wait  time  for  orthopedics.  For 
orthopedics,  the  difference  in  the  average  wait  time  between  the  private  sector  and  VA  facilities  was  6.9 
days,  13.2  days  (PS)  and  20.1  days  (VA),  with  p<0.05  and  with  F=8.09>FcrLF4.03.  Only  5  of  the  23  areas 
for  orthopedics  had  shorter  or  equal  wait  times. 

The  difference  between  average  wait  times  was  larger  for  SNR  than  the  overall  regional  results 
between  regions  for  primary  care  and  dermatology.  For  SNR  primary  care,  the  difference  in  the  average 
wait  time  between  the  private  sector  and  VA  facilities  was  26.4  days,  47.9  days  (PS)  and  21.5  days  (VA), 
with  p<0.05.  For  SNR  dermatology,  the  difference  in  the  average  wait  time  between  the  private  sector 
and  VA  facilities  was  28.5  days,  39.8  days  (PS)  and  1 1.3  days  (VA),  with  p<0.05.  The  difference  between 
wait  times  for  SNR  was  comparable  to  the  overall  results  for  cai'diology,  with  the  difference  in  the 
average  wait  time  between  the  private  sector  and  VA  facilities  being  10. 1  days,  26.0  days  (PS)  and  15.9 
days  (VA),  with  p<0.05.  The  difference  between  wait  times  for  SNR  was  comparable  to  the  overall 
results  for  orthopedics,  with  the  difference  in  the  average  wait  time  between  the  private  sector  and  VA 
facilities  being  6.9  days,  12.2  days  (PS)  and  19.1  days  (VA),  with  p<0.05. 

Table  I: 

Wait  Times  for  PS  and  VA  2017 
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City 

AlbiiJiy 

Biflings 

Cedar  Rapids 

Dayion 

Evatisvifiti 

Fargo 

Fort  Smith 

Hampton 

Hartford 

Lafayette 

Manchester 

Odessa 

Savannah 

Temecula 

Yakima 

Atlanta 

Boston 

Dallas 

Denver 

Detroit 

Houston 

Los  Angeles 

Miami 

Minneapolis 
Kew  York 
Philadctphiii 
Portland 
San  Diego 
Seattle 
Wash.  DC 


Cardiologj'  Family  Care/Frimar>'  Care  Dermatology  Orthopedics 

PS  VA  PS  VA  PS  VA  PS  VA 


10  5  122  39  46  15  II  8 


22 

7 

7 

13 

11 

7 

8 

67 

10 

2[ 

75 

23 

91 

!4 

2J 

20' 

40 

21 

23 

20 

12 

12 

SO 

19 

76 

14 

43 

54 

34’ 

16 

39 

19 

20 

19' 

71 ' 

29 

10 

19 

4H 

19 

37 

16 

10 

3 

23 

16: 

1  35 

15 

25 

28 

13 

53 

40 

60 

48 

47 

22 

15 

31 

10 

10 

t  13' 

38' 

4 

11 

4_^ 

1 

72 

33 

15 

14 

23 

6? 

24 

12 

6 

17 

36 

0 

61 

23 

26 

6 

14 

55 

22 

9 

25 

4 

13 

8 

18 

153 

18 

31 

2 

16 

16 

42: 

27 

18 

13 

3 

7 

39 

45 

109 

27^ 

52 

11 

n 

19 

12 

11 

12 

16 

22 

27 

10 

II 

22 

14 

27 

19' 

51 

7 

10 

33 

'i] 

17 

27 

13 

27 

3^ 

39 

36 

12 

14 

21 

12^ 

28 

30 

34 

20 

2 

42 

10 

35 

23 

3  2 

19 

14 

28 

44 

11' 

9 

12 

17 

22 

15 

8 

13 

30 

37 

15 

18 

15 

1 1 

26 

39 

15 

12 

30 

25 

28 

59 

17 

26 

78 

9 

fo 

19 

32 

6 

39 

13’ 

30 

8 

11 

13 

30 

3 

13 

8 

30j 

20 

3  9 

16 

16 

5 

26 

13 

42 

16 

7 

1 1 

18 

10 

17 

27 

20 

4 

8 

27 
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%  Medicaid  Acceptance  2017 


City 

Cardiology 

Primary  Care 

Dermatology  Orthopedics 

Albany 

86 

90 

20 

30 

Billings 

67 

100 

40 

67 

Cedar  Rapids 

100 

33 

67 

60 

Payton 

80 

100 

20 

50 

Evansville 

100 

50 

20 

100 

Ftirgo 

100 

100 

100 

100 

Fori  Smith 

80 

56 

33 

100 

Tfampton 

60 

40 

20 

57 

Hm'tford 

90 

60’ 

80 

50 

Lafayette 

13 

20 

0 

14 

Manchester 

60 

90 

67 

50 

Odessa 

20 

50 

0 

0 

Savannah 

57 

50 

25 

33 

*f'emecuia 

70 

40 

60 

71 

Yakima 

100 

80 

67 

50 

Atlanta 

85 

35 

15 

25 

Boston 

100 

78 

70 

75 

Dallas 

15 

25 

10 

20 

Denver 

83 

20 

35 

35 

Detroit 

100 

71 

25 

45 

Houston 

65 

30 

10 

45 

Los  Angeles 

67 

45 

30 

15 

Miami 

80 

40 

25 

15 

Minneapolis 

100 

100 

85 

100 

New  York 

50 

80 

25 

20 

Philadelphia 

94 

88 

40 

81 

Portland 

100 

55 

60 

55 

San  Diego 

47 

33 

50 

59 

Seattle 

77 

71 

10 

55 

Wash.  DC 

94 

53 

10 

10 

OutDatient  wait  times  shorter  in  the  VA  in  2014 

Main  Takeaways: 


1 .  VA  had  shorter  wait  times  than  the  PS  in  33.3%  of  the  metropolitan  markets  across  the  four 
analyzed  specialties. 

2.  There  was  no  statistically  significant  difference  between  PS  and  VA  wait  times  for  three  of  the 
four  specialties:  cardiology,  primary  care,  and  dermatology.  VA  facilities  have  statistically 
significant  longer  wait  times  for  orthopedics. 

3.  The  difference  between  average  wait  times  was  comparable  for  SNR  and  the  overall  results 
between  regions  for  all  four  specialties. 
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For  the  year  2014,  Merritt-Hawkins  published  wait  time  data  for  the  15  major  metropolitan 
markets.  VA  had  data  for  all  four  specialties  from  facilities  in  all  15  markets.  Overall,  VA  had  shorter  wait 
times  than  PS  in  5  of  the  15  metropolitan  areas  (33.3%)  across  the  four  analyzed  specialties:  Boston, 
Minneapolis,  New  York,  San  Diego,  and  Washington,  DC  (Figure  3). 

Figure  3: 


Average  Wait  Time  2014  by  Region 

50 

t/l 

S' 40  I 


"O 


Regions 


■  Ave  rage  PS  ■  Ave  rage  VA 


For  three  of  the  four  specialties,  cardiology,  priniai'y  care,  and  dermatology,  there  was  no 
statistically  significant  difference  between  PS  and  VA  wait  times  (Figure  4).  For  cardiology,  the  difference 
in  the  average  wait  time  between  the  PS  and  VA  facilities  is  5.7  days,  16.8  days  (PS)  and  22.5  days  (VA), 
with  p>0.10.  For  primary  care,  the  difference  in  the  average  wait  time  between  the  PS  and  VA  facilities 
was  4.8  days,  19.5  days  (PS)  and  24.3  days  (VA),  with  p>0.10.  For  dermatology,  the  difference  in  the 
average  wait  time  between  PS  and  VA  facilities  was  9.5  days,  28.8  days  (PS)  and  19.3  days  (VA),  with 

p>0.10 


VA  facilities  have  statistically  significant  longer  wait  times  than  the  private  sector  for 
orthopedics.  The  difference  in  the  average  wait  time  between  the  private  sector  and  VA  facilities  was 
14.0  days,  9.9  days  (PS)  and  23.9  days  (VA),  with  p<0.05  and  with  F-8.09>Fcrit-4.03.  Only  Boston  (6.67% 
of  the  15  metropolitan  markets)  had  a  shorter  wait  time  in  VA  than  PS. 


Figure  4: 
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Average  Wait  Time  2014  by  Specialty 

il  ll  li . 

Cardiology  Family  Care /Primary  Dermatology  Orthopedics 

Care 

Specialties 

■  Ave  rage  PS  ■  Ave  rage  VA 

Lastly,  the  difference  between  wait  times  for  SNR  was  comparable  to  the  overall  results  for  all 
four  specialties.  There  was  no  statistical  significant  difference  in  wait  times  between  PS  and  VA  in  the 
specialties  cardiology,  primary  care,  and  dermatology  in  SNRs,  with  p>0d0.  For  orthopedics,  the 
difference  in  the  average  wait  time  between  the  private  sector  and  VA  facilities  was  13.7  days,  10.5  days 
(PS)  and  24.2  days  (VA),  with  p<0.05. 

Table  3: 

%  Medicaid  Acceptance  2014 _ 


City 

Cardiology  Priniary  Care 

Dermatology  Orthopedics 

Atlanta 

90 

40 

15 

20 

Boston 

85 

65 

55 

70 

Dallas 

30 

30 

0 

25 

Denver 

50 

20 

30 

45 

Detroit 

83 

50 

45 

72 

Houston 

65 

55' 

40 

78 

Los  Angeies 

44 

53 

7 

35 

Miami 

71 

56 

45 

60 

Minneapolis 

7 

35 

15 

17 

New  York 

70 

32 

30 

40 

Piiiladelphia 

47 

67 

15 

50 

Portland 

88 

60 

45 

53 

San  Diego 

55 

86 

10 

15 

Seattle 

70 

55 

35 

28 

Wash.  DC 

63 

71 

15 

44 
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Wait  Times  for  PS  and  VA  2014 


City 

PS 

Cardiology 

VA 

Primary  Care 

PS  VA 

Dermatology 

PS  VA 

Orthopedics 

PS  VA 

Atlanta 

11, 

39 

24 

41 

14 

2 

6 

33 

Boston 

2?' 

25 

66 

25 

72 

16 

16 

9 

Dallas 

11 

19 

5 

23' 

17 

25 

8 

15 

Denver 

28 

40 

16 

27 

37 

10 

15 

27 

Detroit 

17 

23 

16 

16 

22 

32 

18 

32 

|tousion 

M  13 

19 

19 

21 

19 

5 

12 

Los  Angeles 

12 

8 

20 

19 

14 

15 

7 

19 

Miami 

18 

16 

12 

26 

16 

21 

9 

26 

Minneapolis 

15 

7 

10 

18 

56 

27 

5 

29 

New  York 

15 

11 

26 

14 

24 

11 

9 

20 

Philadelphia 

6 

37 

2f 

28 

49 

12 

5 

36 

Portland 

12 

25 

13^ 

55 

27 

59 

lo" 

30 

San  Diego 

28 

17 

7 

14 

14 

11 

18 

18 

Seattle 

9 

39 

23 

19 

32 

23 

6 

30 

Wash.  DC 

32 

18 

14 

19 

17 

8 

11 

21 

Improvement  from  2014  to  2017  for  PS  and  VA 


Main  Takeaways: 

1 .  PS  wait  times  improved  in  20%  of  the  metropolitan  markets  across  the  four  analyzed  specialties. 
VA  wait  times  improved  in  73.3%  of  the  metropolitan  markets  across  the  four  analyzed 
specialties. 

2.  For  PS,  there  was  no  statistically  significant  differences  between  average  wait  times  between 
2014  and  201 7,  with  p>0. 1 0.  VA  has  statistically  significant  shorter  average  wait  times  in  201 7 
than  2014,  with  p<0.05 

3.  For  cardiology,  primary  care,  and  dermatology,  the  comparison  between  PS  and  VA  average  wait 
times  moved  from  statistically  insignificant  in  2014  to  the  VA  having  statistically  shorter  average 
wait  times  across  the  regions  in  2017.  For  orthopedics,  though  VA  has  statistically  significant 
longer  average  wait  times  across  the  regions  in  both  2014  and  2017,  VA  has  statistically 
significant  shorter  average  wait  times  in  2017  than  in  2014.  The  difference  in  wait  times 
between  PS  and  VA  reduced  by  greater  than  50%,  from  14.0  days  in  2014  to  6.9  days  in  2017. 


Overall,  PS  had  shorter  wait  times  in  2017  than  2014  in  3  of  the  15  metropolitan  areas  (20%) 
across  the  four  specialties:  Minneapolis,  New  York,  and  Washington,  DC.  In  these  3  regions,  PS  wait 
times  improved  by  2  days  on  average  (Figure  5).  VA  had  shorter  wait  times  in  2017  than  2014  in  11  of 
the  15  metropolitan  areas  (73.3%)  across  the  four  specialties:  Atlanta,  Boston,  Dallas,  Denver,  Detroit, 
Houston,  Los  Angeles,  Miami,  Portland,  San  Diego,  and  Seattle.  In  these  1 1  regions,  VA  wait  times 
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improved  by  8  days  on  average  (Figure  6).  Though  across  all  major  regions  the  PS  wait  times  worsened 
by  6  days  on  average  from  2014  to  2017,  this  wait  time  increase  was  not  statistically  significant,  with 
p>0. 1 0.  For  the  VA,  across  all  major  regions,  wait  times  improved  by  6  days  on  average  from  2014  to 
2017,  from  22.5  days  (2014)  to  16.9  days  (2017),  with  p<0.05  and  with  F=5.90>Fcrit“4.20  (Figure  7). 
Figure  5: 
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Figure  6: 
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Figure  7: 
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Percent  Change  in  Wait  Time  over  Time 
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Regions 


■  PS  Percent  Change  ■  VA  Percent  Chan^ 


Within  the  three  specialties  cardiology,  primary  care,  and  dermatology,  the  difference  in 
average  wait  times  across  the  major  regions  moved  from  statistically  insignificant  difference  (p>0. 10)  to 
statistically  significant  difference  {p<0.05)  from  2014  to  2017.  In  orthopedics,  VA  had  statistically 
significant  longer  average  wait  time  than  PS  for  both  2014  and  2017,  with  p<0.05.  However,  the 
difference  in  the  average  number  of  days  decreased  by  more  than  half  from  2014  to  2017,  from  14.0 
days  in  2014  to  6.9  days  in  2017.  PS  has  statistically  significant  longer  average  wait  times  in  201 7  than 
2014  for  orthopedics.  The  difference  in  the  average  wait  time  between  2014  and  2017  was  5. 1  days,  9.9 
days  (2014)  and  15.0  days  (2017),  with  p<0.05.  VA  lacilities  have  statistically  significant  shorter  wait 
times  in  2017  than  2014  for  orthopedics.  The  difference  in  the  average  wait  time  between  2014  and 
2017  was  5.4  days,  23.9  days  (2014)  and  18.5  days  (2017),  with  p<0.05.  This  combination  of  the  PS 
average  wait  time  increasing  and  VA  average  wait  time  improving  is  closing  the  gap  between  wait  times 
for  orthopedics  in  PS  and  VA  facilities,  and  decreased  the  difference  in  average  wait  times  between  PS 
and  VA  by  more  than  50%  from  2014  to  2017. 


Table  5: 
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Private  Sector  Wait  Times  2014  to  2017 


Cardiology  Primary  Care  Dermatology  Orthopedics  Across  Specialties 


Ciiy 

2014 

2017 

2014 

2017 

2014 

2017 

2014 

2017 

2014 

2017 

At]  aiila 

11 

16 

24 

27 

14 

13 

6 

11 

14 

17 

BoKton 

27 

45 

66 

109 

72 

52 

16 

8 

45 

54 

Dallas 

1  1 

12 

5 

12 

17 

22 

s 

14 

10 

15 

Denver 

28 

22 

16 

27 

37 

51 

15 

12 

24 

28 

Detroit 

17 

14 

16 

27 

22 

27 

18 

34 

18 

26 

Houston 

11 

12 

19 

21 

21 

28 

5 

10 

14 

18 

Ujs  Angeles 

12 

20 

20 

42 

14 

35 

7 

23 

13 

30 

Miami 

18 

14 

12 

28 

16 

11 

9 

13 

14 

17 

Minneapolis 

15 

22 

10 

8 

56 

30 

5 

15 

22 

19 

New  York 

15 

15 

26 

26 

24 

15 

9 

11 

19 

17 

Pliiladelphia 

6 

28 

21 

17 

49 

78 

5 

14 

20 

34 

Portland 

12 

32 

13 

39 

27 

30 

10 

17 

16 

30 

San  Diego 

28 

30 

7 

13 

14 

30 

18 

14 

17 

22 

Seattle 

9 

16 

23 

26 

32 

42 

6 

13 

18 

24 

Wash.  DC 

32 

18 

14 

17 

17 

20 

11 

16 

19 

18 

Table  6: 

VA  Wait  Times  2014  to  2017 


Cardiology 

Primaiy'  Care 

Dermatology 

Orthopedics 

Across  Specialties 

City 

2014 

2017 

2014 

2017 

2014 

2017 

2014 

2017 

2014 

2017 

Atlanta 

1  39 

42 

41 

18 

2^ 

3 

33 

19 

29 

20 

Boston 

1  25 

0 

25 

27 

16^ 

11 

9 

19 

19 

14 

i  19 

11 

23 

16 

25^ 

27 

11 

21 

16 

1  40 

14 

27' 

19 

10 

7 

27 

33 

26 

18 

Detroit 

1  23 

17 

16 

13 

32 

32 

32 

16 

26 

20 

Houston 

1  13 

14 

19 

12 

19 

11 

12 

14 

16 

13 

Los  Angeles 

!  ^ 

2 

19 

9.5 

15 

23 

19 

19 

15 

13 

Miami 

!  16 

0 

26 

44, 

21 

9 

26 

17 

22 

17 

Minneapolis 

1  7 

15 

18_ 

!3| 

27 

37| 

1  29 

18 

20 

21 

New  York 

i  11 

il 

14 

39 

11 

12 

20\ 

25 

14 

22 

Pliiladelphia 

1  37 

59 

28 

26 

12 

9 

36 

19 

28 

28 

Portland 

1  25 

6 

55 

13 

59 

8 

30 

13 

42 

10 

San  Diego 

1  17 

3 

14 

8 

11 

20 

18 

16 

15 

12 

Seattle 

1  39 

5 

19 

13 

23 

16 

30 

11 

28 

11 

Wash.  DC 

1  IB 

10 

19 

27 

8 

4 

21 

27 

16 

17 

Discussion: 


Overall,  VA  wait  times  have  historically  been  similar  to  those  in  the  PS  and  has  been  on  a  trajectory 
toward  further  improvement  (while  the  PS  has  displayed  negligible  change  to  date).  Today,  VA  wait 
times  are  on  average  shorter  than  the  PS.  In  2014  during  the  initiation  of  the  VA  wait  time  crisis,  the  VA 
had  comparable  wait  times  both  across  the  majority  of  regions  and  specialties.  Moreover,  currently,  VA 
has  shorter  wait  times  than  PS  in  733%  of  the  metropolitan  markets  across  the  four  analyzed  specialties 
and  statistically  significant  shorter  wait  times  in  most  specialties  across  regions.  VA  has  taken  active 
efforts  to  decrease  wait  limes  in  VA  facilities,  and  this  study  helps  to  highlight  that  over  the  last  three 
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years  VA  has  been  effectively  able  to  greatly  improve  access  across  regions  and  specialties,  especially  in 
a  time  when  PS  wait  times  were  not  changing  (if  not  worsening). 

Outpatient  access  is  a  critical  issue  since  prior  research  has  evaluated  the  association  between  wait 
times  for  a  first  appointment  and  outcomes  of  patients  and  has  supported  that  delayed  access  to 
healthcare  is  related  to  poorer  health,  especially  among  elderly  and  vulnerable  populations,”  Much  of 
this  research  has  used  VA  facilities  to  examined  wait  times,  because  VA  is  the  only  health  care  system  to 
publish  wait  times.  To  see  a  VA  doctor,  veterans  on  average  have  to  wait  five  days  for  a  primary  care 
physician,  nine  days  for  a  VA  specialist,  and  four  days  for  a  mental  health  professional.  ^  Additionally, 
Congress  commissioned  the  Veterans  Choice  Act  Independent  Assessment  that  analyzed  VA  wait  times 
and  provided  recommendation  on  how  to  improve  them.^  To  our  knowledge,  Merritt-Hawkins  is  the  first 
company  to  publish  comprehensive  private  sector  data  that  can  be  compared  to  VA  data.  The  Merritt- 
Hawkins  study  comprehensively  collected  private  sector  data,  but  lacked  the  statistical  rigor  expressed 
in  this  report.  They  report  that  new  patient  PS  physician  appointment  wait  times  in  the  15  major 
metropolitan  areas  has  increased  by  30%  since  2014,  but  neglect  to  analyze  or  mention  the  statistical 
insignificance  considering  the  variability  in  wait  times  across  these  15  regions.  Our  research  is  a  unique 
study  not  only  because  of  the  statistical  rigor  it  adds  to  private  sector  wait  time  increases,  but  also 
because  our  analysis  is  the  first  to  comprehensively  compare  VA  wait  times  to  PS  wait  times. 

In  the  2017  data,  VA  had  shorter  wait  times  than  PS  in  73.3%  of  the  metropolitan  markets  across 
the  four  analyzed  specialties  and  statistically  significant  shorter  wait  times  for  three  of  the  four  analyzed 
specialties:  cardiology,  primary  care,  and  dermatology.  However,  VA  facilities  have  statistically 
significant  longer  wait  times  for  orthopedics.  In  2014,  VA  had  shorter  wait  times  than  the  PS  in  33.3%  of 
the  metropolitan  markets  across  the  four  analyzed  specialties.  VA  facilities  also  had  statistically 
significant  longer  wait  times  for  orthopedics.  There  was  no  statistically  significant  difference  between  PS 
and  VA  wait  times  for  the  other  three  specialties:  cardiology,  primary  care,  and  dermatology. 

PS  wait  times  improved  in  few  of  the  metropolitan  markets  across  the  four  analyzed  specialties, 
while  VA  wait  times  improved  in  most  of  the  metropolitan  markets  across  the  four  analyzed  specialties. 
For  PS,  there  was  no  statistically  significant  differences  between  average  wait  times  between  2014  and 
2017,  with  p>0.10.  VA  has  statistically  significant  shorter  average  wait  times  in  2017  than  in  2014,  with 
p<0.05.  For  cardiology,  primary  care,  and  dermatology,  the  comparison  between  PS  and  VA  average 
wait  times  moved  from  statistically  insignificant  in  2014  to  the  VA  having  statistically  shorter  average 
wait  times  across  the  regions  in  2017.  For  orthopedics,  VA  had  statistically  significant  longer  average 
wait  times  than  the  PS  across  the  regions  in  both  2014  and  2017.  Still,  VA  has  statistically  significant 
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shorter  average  wait  times  in  2017  than  in  2014.  The  difference  in  orthopedic  wait  times  between  PS 
and  VA  reduced  by  greater  than  50%,  from  14,0  days  in  2014  to  6*9  days  in  2017* 

This  research  can  be  used  to  improve  Veteran  trust  in  and  perception  of  VA  health  care,  and  also 
for  future  market  analysis  of  solutions  through  various  interventions.  VA  staff  should  pursue  different 
initiatives  in  regions  where  the  VA  is  significantly  underperforming  the  private  sector,  such  as  assigning 
more  medical  staff  members  to  trouble  areas  or  redesigning  scheduling  algorithms  to  prioritize  certain 
appointments,  versus  regions  where  both  VA  and  PS  have  lengthy  wait  times  that  may  require  more 
market  specific  analysis  of  the  problem. 

Though  comprehensive  given  the  data  available,  this  study  has  several  limitations.  First,  the 
methodology  for  collecting  wait  times  was  different  between  the  Merritt- Hawkins’  report  and  VA  data, 
and  the  Merritt^ Hawkins’  method  may  lead  to  shorter  wait  times.  For  the  "secret  shoppers"  method,  the 
research  associates  at  Merritt“Hawkins  called  physicians  asking  to  be  told  the  first  available  time  for  a 
new  patient  appointment*  This  earliest  availability  was  recorded  as  the  wait  time.  However,  VA  data 
reflects  actual  times  that  Veterans  waited  before  seeing  a  provider,  thus  this  wait  time  may  not  reflect 
the  earliest  available  appointment.  If  a  veteran  is  unavailable  or  declines  the  initial  available 
appointment,  and  asks  to  be  seen  at  the  next  earliest  availability  (or  even  a  month  later),  this  delayed, 
but  scheduled,  appointment  is  the  wait  time  inputted  and  documented*  Additionally,  the  patient 
populations  are  inherently  different  between  the  VA  and  PS*  VA  patients  are  all  veterans  who  are 
covered  by  the  VA  budget,  while  PS  patients  are  either  not  veterans.  Veterans  not  covered  by  VA  health 
care,  or  Veterans  opting  out  of  VA  health  care*  The  PS  patients  could  be  covered  by  Medicare,  Medicaid, 
a  private  insurer,  or  uninsured-  Also,  we  only  have  access  to  30  metropolitan  markets.  VA  is  the  largest 
health  care  system  in  the  nation  with  almost  2,000  facilities;  with  this  study,  we  can  only  analyze 
facilities  in  the  30  regions  studied  by  Merrilt-Hawkins,  without  accounting  for  the  rest  of  the  facilities. 

Conclusion: 

Our  study  supports  the  view  that  VA  facilities  have  shorter  wait  times  than  the  private  sector  for 
primary  care,  cardiology,  and  dermatology*  In  three  of  the  four  specialties,  VA  facilities  had  statistically 
significant  shorter  wait  times  in  the  30  middevel  and  large  metropolitan  regions,  and  this  finding  is 
consistent  across  the  majority  of  regions  studied.  Moreover,  the  study  demonstrates  that  in  2014,  VA 
wait  times  were  equivalent  to  those  of  the  private  sector,  with  no  statistically  significant  difference  in 
the  wait  times  for  most  specialties  and  regions.  Lastly,  we  found  that  VA  outpatient  access  across  the 
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Studied  regions  have  significantly  improved  over  time,  while  the  private  sectors  wait  times  have  had  no 
significant  change  over  the  last  three  years. 

A  crucial  next  step  from  this  paper  is  the  examination  of  access  to  mental  health  services. 
Mental  health  was  not  addressed  in  this  paper  since  the  Merritt-Hawkins  study  did  not  include  this 
specialty.  Mental  health  is  a  major  priority  for  VA,  and  we  would  like  to  have  further  research  into 
access  across  PS  and  VA.  Moreover,  once  this  analysis  is  achieved,  it  can  be  utilized  to  examined 
methods  for  expanding  availability  in  order  to  better  serve  our  veterans.  With  PTSD  affecting  hundreds 
of  thousands  of  veterans,^  this  type  of  initiative  is  an  essential  area  for  further  exploration. 


^  https :// WWW, merritthawkins.com/uploadedFiles/MerrittHawkins/Pdf/mha20 1 7waittimesurveyPDF.pdf 
^  https:// WWW. ncbi.nlm.nih.gov/pmc/articles/PMC3 191224/ 

^  https://www.va.gOv/HEALTH/docs/DR70_052017_Pending_and_EWL_Biweekly_Desired_Date_Division.pdf 
h  t  tp  s :  / /WWW .  V  a .  g  o  v/ opa/ c  hoice  ac  t/ d  oc  ume  nts/a  s  s  ess  men  ts/  inte  gr  at  ed_r  eport .  pdf 
h  ttp  s :  / /m  ed  1  i  ii  ep  I  us .  go v/m  agazi  n  e/  i  ss  ue  s/ w'  i  n  te  rO  9/ art  ic  1  es/w  i  n  te  r09p  g  1 0  - 1 4 .  htm  I 
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2014  average  wait  time  by  Region 
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27 

18 

13 

3 

7 

Boston 

45 

109 

27 

52 

11 

11 

Diillas 

12 

11 

12 

16 

22 

27 

10 

Denver 

22 

14 

27 

19 

51 

7 

10 

Detroit 

14 

17 

27 

13 

27 

32 

19 

Houston 

12 

14 

21 

12 

28 

11 

10 

Los  Angeles 

20 

2 

42 

10 

35 

23 

12 

Miami 

14 

28 

44 

11 

9 

12 

Miruieapolis 

22 

15 

8 

13 

30 

37 

15 

New  York 

15 

11 

26 

39 

15 

12 

10 

Philadelphia 

28 

59 

17 

26 

78 

9 

10 

Portland 

32 

6 

39 

13 

30 

8 

11 

San  Diego 

30 

3 

13 

8 

30 

20 

19 

Seattle 

16 

5 

26 

13 

42 

16 

7 

Wash.  DC 

18 

10 

17 

27 

20 

4 

8 

%  Medicaid  Acceptance  20 1 7 


City 

Cardiology  Primary 

Care 

Dennatolog^Orthopedics 

AJbimy 

86 

90 

20 

30 

Billings 

67 

100 

40 

67 

Cedar  Rapids 

100 

33 

67 

60 

Dayton 

80 

100 

20 

50 

Evansville 

100 

50 

20 

100 

Fargo 

100 

100 

100 

100 

Fort  Smith 

80 

56 

33 

100 

Hampton 

60 

40 

20 

57 
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Hartford 

LaJ'ayette 

^^anchester 

Odessa 

Savannah 

Temecula 

Yakima 

Atlanta 

Boston 

Dallas 

Denver 

Detroit 

Houston 

Los  Angeles 

Miami 

Minneapolis 

New  York 

Philadelpliia 

Portland 

San  Diego 

Seattle 

DC 
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60 

80 

50 

20 

0 

14 

90 

67 

50 

50 

0 

0 

50 

25 

33 

40 

60 

71 

80 

67 

50 

35 

15 

25 

78 

70 

75 

25 

10 

20 

20 

35 

35 

71 

25 

45 

30 

10 

45 

45 

30 

15 

40 

25 

15 

100 

85 

100 

80 

25 

20 

88 

40 

81 

55 

60 

55 

33 

50 

59 

71 

10 

55 

53 

10 

10 

vf.xisx 

90 

i3 

60 

20 

57 

70 

100 

85 

100 

15 

83 

100 

65 

67 

80 

100 

50 

94 

100 

47 

77 

94 
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33 

9 

15 

27 

32 

12 

19 
26 

29 

20 
36 

30 
18 
30 
21 


Hampton  Hartford  Lafayette  Manchest^Odessa  Savannah  Temecula  Yakima  Atlanta  Boston 


16 

40 

31 

46 

63 

36 

55 

18 

16 

5 

19 

10 

0 

42 

35 

60 

10 

72 

24 

61 

22 

153 

27 

15 

48 

13 

12 

23 

9 

18 

18 

25 

47 

38 

33 

6 

26 

25 

31 

13 

28 

22 

4 

15 

6 

4 

2 

3 

13 

15 

11 

14 

17 

14 

13 

16 

7 

51 

23 

8 

19 

22 

41 

23 

41 

28 

34 

29 

55 

16 

45 

109 

27 

52 

11 

11 

19 

54 
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Orthopedics 

VA 

8 

67 


12 

16 

19 

51 


23 


8 

19 

19 

11 

33 

16 

14 

19 

17 

18 
25 
19 
13 
16 
11 
27 
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Dallas  Denver  Detroit  Houston  Los  AngeleMiami  MinncapolNew  York  PhiladeJph Portland 


12 

22 

14 

12 

20 

14 

22 

15 

28 

32 

11 

14 

17 

14 

2 

15 

11 

59 

6 

12 

27 

27 

21 

42 

28 

8 

26 

17 

39 

16 

19 

13 

12 

10 

44 

13 

39 

26 

13 

22 

51 

27 

28 

35 

11 

30 

15 

78 

30 

27 

7 

32 

11 

23 

9 

37 

12 

9 

8 

10 

10 

19 

10 

12 

12 

15 

10 

10 

1 1 

11 

33 

16 

14 

19 

17 

18 

25 

19 

13 

14 

28 

22 

18 

27 

16 

19 

17 

33 

28 
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San  Diego  Seattle  Wash, 


30 

16 

3 

5 

13 

26 

8 

13 

30 

42 

20 

16 

19 

7 

16 

11 

23 

23 
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vt.xisx 

18 

10 

17 

27 

20 

4 

8 

27 

16 
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2014  Cardiology  Family  Care/Primary  Vare  Dermatolog 


City 

VA  Facility  NameMSA  Size 

%medicaidPS 

VA 

%medicaidPS 

VA 

%medicaid 

Atlanta 

{2V07)  (508)  Atla 

Large 

90 

11 

38.96510 

40 

24 

40.90128 

15 

Boston 

(IVOl)  (523)  Jam 

Large 

85 

27 

24.9 

65 

66 

25.1 

55 

Dallas 

{4V17)(549)  Dali 

Large 

30 

11 

19.25105 

30 

5 

22.85004 

0 

Denver 

(4V19)  (554)  Deri 

Large 

50 

28 

40.14557 

20 

16 

27.27366 

30 

Detroit 

(3V10)  (553)  Det 

Large 

83 

17 

22.76257 

50 

16 

15.89724 

45 

Houston 

(4V16)  (580)  Hol 

Large 

65 

11 

13.28888 

55 

19 

19.34937 

40 

-OS  Angela 

Average  of  sever 

Large 

44 

12 

8.33053 

53 

20 

19.28329 

7 

Miami 

(2V08)  (546)  Mia 

Large 

71 

18 

16.17989 

56 

12 

25.79942 

45 

Minneapol 

{3V23)  (618)  Min 

Large 

7 

15 

6.73936 

35 

10 

18.29322 

15 

New  York 

Average  of  sever 

Large 

70 

15 

11 

32 

26 

14.05804 

30 

Philadeiph 

(1V04)  (642)  Phil 

Large 

47 

6 

37.06575 

67 

21 

27.78361 

15 

Portland 

(5V20)  (648)  Pon 

Large 

88 

12 

24.93992 

60 

13 

55.41532 

45 

San  Diego 

(5V22)  (664)  San 

Large 

55 

28 

17.10841 

86 

7 

13.98421 

10 

Seattle 

(5V20)  (663)  Sea 

Large 

70 

9 

38.85714 

55 

23 

18.95538 

35 

Wash.  DC 

(1V05)  (688)  Wa; 

Large 

63 

32 

18.03420 

71 

14 

19.06251 

15 

MSA  Averages 

Atlanta 

(2V07)  (508)  Atla 

nta,  GA 

38.96510 

47.46576 

(2V07)  (508GA)  F 

ort  McPhe 

rson,  GA 

41.91522 

(2V07)  (508GE)  C 

fakwood,  C 

A 

28.55357 

(2V07)  (508GF)  A 

ustell,  GA 

52.22409 

(2V07)  (508GG)  5 

Itockb  ridge 

,GA 

39.60802 

(2V07)  (508GH)  1 

awrencevi 

le,  GA 

47.93795 

(2V07)  (508G1)  N 

ev^nan,  GA 

31.89847 

(2V07)  (508GJ)  B 

iairsville,  G 

A 

39.82745 

(2V07)  (508GK)  C 

arrollton,  ( 

jA  (Trinka : 

)avis  Villag 

e) 

38.68100 

Average 

39.0 

40.9 

Boston 

(IVOl)  (523)  Jam 

aica  Plain, 

VIA 

16.80952 

29.89668 

(1V01)(523A4)V 

Zest  Roxbu 

ry,  MA 

21.12264 

13.45853 

(IVOl)  (523 A5)B 

rockton,  W\ 

A 

36.84034 

21.60992 

(IVOl)  (523BY)L 

:?wel),  MA 

20.22684 

(1V01)(523BZ)C 

auseway,  1 

lA 

11.21543 

(1V01)(523GA)F 

faminghar 

1,  MA 

15.62069 

(]V01)(523GC)C 

)uincy,  MA 

18.81046 

(1V01)(523GD)1 

Plymouth,  1 

4A 

70.31878 

Average 

24.9 

25.1 

Dallas 

(4V17)  (549)  Dali 

as,  TX 

21.25820 

23.80164 

(4V17)  (549 A4)  B 

onham,  TX 

{Sam  Rayt 

urn  Center 

') 

17.15851 

(4V17)(549BY)F 

ort  Worth, 

TX 

17.24390 

24.68641 

(4V17)  (549GA)1 

'yler,  TX 

21.58944 

(4V17)  (549GD)1 

)enton,  TX 

17.50078 

(4V17)  (549GF)B 

ridgeport. 

TX 

17.95597 

(4V17)  (549GF)C 

Iranbury,  T 

48.53304 
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K4V17)  (549GH)  (}reenville,  p 


Average 

enver 

(4V19)  (554)  Dell 

ver,  CO 

UV19)  (554GB)  Aurora,  CO 


4V19)  (554GC)C 

lolden,  CO 

:4V19)  (554GD)I 

*ueblo,  CO 

19.25105 

22.33014 

UV19)  (554GE)  Colorado  Sdrings,  CO  ( 


4V19)  f554GF)  Alamosa,  C 


(4V19)  (554GG)1 

a  Junta,  CO 

(4V19)  (554GH)1 

arnar,  CO 

(4V19)  (554G1)  B  jrlington,  C( 

Average 

(3V10)  (553)  Det 

oit,  MI  (Jon 

(3V10)  (553GA)  Yale,  MI 

(3V10)  (553GB)  I 

ontiac,  MI 

Average 

iniMHnCT 


40,14557 

:11) 

22.76257 

22.76257 

ouston  »4V16)  (580)  Houston,  TX  (Nlichael  E.  tfeBake 


AVI  6)  (580BY)B 

eaumont, 

:4V  16)  (580BZ)L 

Lilldn,  TX  (Cl 

MV  16)  (580GC)  CEalveston,  tX 


4V16)(580GD)( 

Conroe,  TX 

.4V16)  (580GE)K 

iaty,  TX 

MV  16)  (580GF)  Lkke  Jacksoji,  TX 


4V16)  (580GG)[ 

Richmond,  T 

4V16)(580GH)1 

omball,  T>i 

Average 

,os  AngekpV22)  (691)  West  Los  Ange|es,  CA 


(5V22)  (691A4)S 

epulveda,  ( 

:a 

(5V22)  (691GB)  S 

anta  Barb;: 

ra,  CA 

(5V22)  (691GC)  Gardena,  C^ 

(5V22)  (69 IGD)  Bakersfield^ 
(5V22)  (691GE)  Los  Angeles 


t5V22)  (69  IGF)  Bast  Los  Angeles,  CA 


:5V22)  (691GG)i 

mtelope  Va 

:5V22)  (691GK)S 

an  Luis  Ob  ^ 

pV22)  (691GL)  Santa  Mari 


5V22)  (691GM) 

Gxnard,  CP\ 

Average 

(2V08)  (546)  FL  (Bru 


;2V08)  (546BZ)  Sltnrise,  FL  ( 


(2V08)  (546GB)  Kley  West,  FL 
(2V08)  (546GC)  Homestead  FL 


2 VOS)  (546GD)  Pembroke 


:2V08)  (546GE)  Key  Largo,  FL 
2V08)  (546GF)  F  oily  wood, 


2V08)  (546GH)  Deerfield  B 


Average _ 


13.28888 

14.80675 

13.98545 

5.90323 

2.84444 

!e,  CA 

8.08333 

4.36 

8.33053 

ft) 

11"  Kling) 

33.25692 

16.17989 


14.21598 


20.20857 


22.85004 

19.18754 


24.48532 


25.83791 

39.49670 


41.27855 


33.86667 


21.85393 

25.80769 


13.64865 


27.27366 

9.45910 


21.56667 


16.66594 

15.89724 


22.49928 


14.07031 

12.77204 


22.46370 


23.46121 

17.46340 


13.53995 


18.88889 


28.98556 

19.34937 


10.36649 


19.39974 

14.21942 


9.25684 


10.52096 

13.23641 


20.84343 


39.77477 

31.636 


26.16090 


16.70123 

19.28329 


21.19441 


16.50556 


17.86243 

55.36727 


26.98299 


37.86429 

12.67089 


17.94755 


25.79942 
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'Iinneapoj(3V23)  (618)  Minneapolis,  MN 


16.71788 


:3V23)  (618GA)5 

t.  James,  ^ 

:3V23)  (618GB)  1 

libbing,  Mr 

3V23)  (618GD)  P4aplewooc 

:3V23)  (618GE)C 

hippewa  V 

:3V23)(618GG)f 

Rochester, 

bV23)(618GH)  Hayward,  V 


3V23)  (61  SGI)  Nbrthwest  Nletro,  MN 


14 

0 

10.5 

0.84615 

1.68421 

0.66667 

9.5 

(3V23)  (618GJ)  SI 

lakopee,  ^ 

(3V23)(618GK)/5 

Jbert  Lea,  ] 

Average 

(1V02)  (630)  Mat 

ihattan, 

(1V02)  (630A4)B 

rooklyn,  N 

(1V02)  (630A5)St.  Albans,  P 

(1V02)  (6.30GA)1 

larlem,  NY 

(1V02)  (630GB)  S 

tateii  Islan 

hV02)  (630GC)  Chapel  Stre 


:]V02)  (526)  Broi 

IX,  NY  (Jan- 

:iV02)  (526GA)^ 

V^hite  Plain 

:iV02)  (526GD)  J 

unnyside-( 

Average 

6.73936 

8.77684 

11.53005 

11.4 

>) 

11.97839 

iirnPEnsHi 


’hiladeiphnV04)  (642)  Philadelphia, 


1V04)  (642GA)  Burlington  (County,  NJ 


_ (1V04)  (642GC)  Horsham,  P 

(1V04)  (642GD)  Ciloucester 


verage 


Ntrtland  (5V20)  (648)  PonJand,  OR 
(5V20)  (648A4)  Vancouver, 


5V20)  (648GA)  Bend,  OR 


_ (5V20)  (648GB)  Salem,  OR _ 

(5V20)  (648GD)  North  Coasl,  OR 


t5V20}  (648GE)  Fairview,  0 


1  Michael  J 

26.43037 

19.93548 

Saracini) 

38.85714 

63.04 

37.06575 

24.93992 

:5V20)  (648GF)  F 

illsboro,  0 

:5V20}  (648GG)  1 

Vest  Linn,  ( 

Average 

San  Diego 

(5V22)  (664)  San 

Diego,  CA 

(5V22)  (664BY)  A 

lission  Vail 

(5V22}  (664GA)  I  npcrial  Va 

24.93992 

17.10841 

:5V22}  (664GB)  Oceanside, 

;5V22)  (664GC)  C 

hula  Vista, 

:5V22)  (664GD)  1 

iscondido, 

:5V20)  (663)  Sea 

itle,  WA 

Average 

^ash.  DC  hV05)  (688)  Waihington-DC,  DC 


hV05)  (688GA)  Fort  Belvoiii  VA 


17.10841 

15.64371 

15.64371 

17.49149 

20.71467 


23.79148 


18.76202 

20.83849 


23.23016 


17.02797 

14.82157 


10.82114 


20.98705 


15.93363 

14.29730 


18.29322 


18.09043 

18.05549 


9.93166 


22.55319 

8.91026 


10.64103 


19.15977 

9.59794 


9.27160 


14.36905 

14.05804 


21.02490 


27.47974 


23.23039 

39.39943 


27.78361 


32.25787 

60.48255 


82.10455 


96.07340 

57.02381 


32.16864 


47.42969 

35.78202 


55.41532 


22.36580 

13.90552 


15.52174 


9.39220 


8.53633 

14.18365 


13.98421 


18.95538 

18.95538 


18.88046 


26.06049 


Page  502  of  974 


PS_VA_Comparison_wait  times_Extended_vf.xfsx  for  Printed  Jteni:  26  {  Attachment  2  of  2) 


(1V05)  (688GB)  S 

outheast  \ 

/ashington 

,DC 

8.93056 

(1V05)(688GC)C 

ircenbelt,  J 

16.01893 

(1V05)  (688GD)C 

’harlotte  H 

22.1 11 11 

15.11773 

(1V05)(688GE)S 

outherii  Pr 

ss  County- 

14.5 

29.36688 

Average 

18.03420 

19.06251 
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Dermatology _ Orthopedics 


PS 

VA 

%medicaidPS 

VA 

14 

2 

20 

6 

33 

72 

16 

70 

16 

9 

17 

25 

25 

8 

15 

37 

10 

45 

15 

27 

22 

32 

72 

18 

32 

21 

19 

78 

5 

12 

14 

15 

35 

7 

19 

16 

21 

60 

9 

26 

56 

27 

17 

5 

29 

24 

It 

40 

9 

20 

49 

12 

50 

5 

36 

27 

59 

53 

10 

30 

14 

11 

15 

18 

18 

32 

23 

28 

6 

30 

17 

8 

44 

11 

21 

9.47106 

32.80672 

0.82456 

0.63836 

0.00311 

0.63763 

0.23256 

1.96059 

2.59302 

2.53846 

2.1 

32.8 

38.89066 

12.10044 

49.17908 

3.5375 

1.61765 

1.45313 

3.63514 

6 

16.4 

9.1 

41.37081 

21 .77623 

33.23401 

0 

9.01174 
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24.86827 

15.39398 

26.43514 

15.82357 

31.33824 

1.08046 

2.564 

38 

4.28571 

1.91667 

14.66667 

1 

10.41086 

26.91179 

31.80596 

31.73051 

31.80596 

31.73051 

18.91334 

14.59423 

8.71944 

19.78537 

17.46345 

3,65714 

9,00658 

18.91334 

12.20437 

11.28755 

20.67931 

1 7.67925 

0.29730 

33.60569 

17.4 

0 

24.68259 

14.59206 

19.03966 

33.57891 

24.03674 

64,57433 

28.16955 

0.88889 

25.04762 

147391 

0.5 

20.96061 

26.10314 
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26.61188 

29.24288 

26.61188 

29.24288 

17.21713 

17. 51232 

10.16655 

16.62415 

7.87097 

5.30769 

22.90216 

24.48278 

0 

10.57742 

19-53975 

37.85281 

36.44766 

2 

6.22222 

0.90210 

11.74428 

36.44766 

59.57796 

16.63241 

58.93064 

54.58025: 

18.13446 

59.25430 

29.78237 

35.22303 

21.57057 

2.97635 

21.07243 

1 .78947 

19.83913 

12.62200 

5.1 1392 

2.85714 

11.29984 

18.42167 

22.50215 

30.49041 

22.50215 

30-49041 

17.17905 

20.62952 

0.38542 
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5.28571 

7.61673 

20.62952 
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2014  OB/GynPS _ VA 


City 

%medicaid 

PS 

Gyno 

Comp  Wom's  Health 

Atlanta 

20 

15 

47.77568 

33.18914 

Boston 

70.0 

46 

32.4 

1  10.4 

Dallas 

25 

10 

17.15581 

18.59884 

Denver 

45 

22 

19.83774 

I  42 

Detroit 

72 

16 

50.87692 

18.11551 

Houston 

78 

14 

28.25536 

i  12.96765 

Los  Angeles 

35 

8 

25.06964 

16.17162 

[ 

Miami 

60 

13 

37.06411 

1 

Minneapolis 

17 

10 

10.42641 

20.04032 

New  York 

40 

10 

14 

12 

Philadelphia 

50 

22 

13.27219 

30.47956 

Portland 

53 

35 

12.07770 

30.93396 

San  Diego 

15 

14 

7.93325 

Seattle 

28 

10 

15.11993 

20.71058 

Wash.  DC 

44 

15 

15.63377 

27.37889 

MSA  Averages  Gyn  C.W.H 


:\tJanta 

47.77568 

30.37829 

35 

Average 

47.77568 

33.189t4 

Boston 

:ivori(523) 
lamaica  Plain. 

MA 

24.98361 

1 1.95858 

(tV0I)('523A5) 
Brockton,  MA 

39,86567 

8.86765 

Average 

32.42514 

10.41311 

Dallas 

[4V!7)(549) 
Dallas.  TX 

18.19733 

14.45833 

3ojihan:i,  TX 
:Sani  Rayburn 
Center) 

16.11429 

11.95491 

:4V17)(549BY) 
Fort  Worth.  TX 

28.57093 

(4Vi7)  (549GD) 
Denton.  TX 

19.5 

(4Vt7)(549GF) 
Granbury.  TX 

18.5 

Average 

17.155S1 

18.59884 

Denver 

:4V  19)  (554) 
Denver,  CO 

18.21021 

:4V  19)  (554GC) 
Golden,  CO 

45.72727 

:4Vi9)(554GD) 
Pueblo,  CO  (PFC 
lames  Dunn) 

8 

Page  508  of  974 


PS_VA_Comparison_wait  times_Extended_vf.xlsx  for  Printed  Item:  26  (  Attachment  2  of  2) 


,11  L  j 

Colorado 
springs,  CO  {PFC 
Royd  K. 
L^indstroin) 

7.41346 

42 

Avera^^e 

19.83774 

42 

Detroit 

::!VI0)  (553) 
Detroit,  MI  (John 
D.  Dinfidl) 

50.87692 

! 

18.1 1551 

Houston 

[4Vi6)  (580) 
Houston,  TX 
[Michael  E, 
DcBakey ) 

28.25536 

1 

12.96765 

Los  Angeles 

:5V22)(691) 

West  Los 
\iigdes,  CA 

20.60702 

1 

II  0.65614 

:5V22)  (691A4) 
Sepulveda.  CA 

29,53226 

[ 

114.60606 

Santa  Barbara, 

CA 

[31.25 

:5V22)(691GD) 
Bakersbeld,  CA 

110.11  111 

:5V22)(691GEJ 
Angeles-East 
feiinple,  CA 

1 

15.56667 

:5V22)  (691GL) 
Santa  Maria.  CA 

[21.63636 

:5V22)(691GM) 
Oxnard.  CA 

1 

9.375 

Average 

25,06964 

16.17162 

Miami 

[2V(m)  (546) 
Miami,  FL  (Bruce 
W.  Carter) 

115.2  ty59 

f 

:2V08)  (546B2) 
Sunrise,  FL 

:William  "Biir 
Kling) 

38.90863 

I 

Average 

37,06411 

Minneapolis 

:3V23)(618) 
Minneapolis,  MN 

17.63203 

[20.04032 

:3V23)(618BY) 
Fwin  Ports,  WI 

11.5 

! - - 

:3V23)  (618GB) 
mbbing,  MN 

13 

t 

[3V23)  (6i8GE) 
Chippewa  Valley, 

WI 

10 

' 

:3V23)  (618GH) 
Haywiiid,  WI 

:) 

I 

j 

Average 

10,42641 

;  20.04032 

New  York 

[IV02)(630) 
Manhattan,  NY 

12.43 

[24.05 

[1V02)  (630A4) 
Brooklyn,  NY 

13.18156 

1 

10.90625 

[IV02)  (630A5) 

St.  Albans,  NY 

I  5 

[iV02)(526) 
Bronx,  NY  (James 
1.  Peters} 

16.84739 

I 

Average 

14,15298 

12.15208 
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Philadelphia 

Philadelphia,  PA 
:Ctjrpt>ral 

Michael  J. 
Crcscenz) 

13,27219 

f 

[32,06699 

:IV04)(642GA) 
Burlington 
bounty,  KJ 

L.4 

Itorshani,  PA 
A'ictor  J, 
saracini) 

43.53191 

[1VD4)(642GD) 
riloucesLer 
County,  NJ 

15.91935 

Average 

13,27219 

30.47956 

Portland 

:5V20)  (64S) 
Portland,  OR 

12,07770 

30.93396 

^an  Diego 

[5V22)  (664)  San 
Diego,  CA 

&.22559 

:5V22)  (664EY) 
Mission  Valley, 

CA 

10,28846 

f 

:5V22)  (664GB) 
Oceanside,  CA 

7,28571 

i 

Average 

7,93325 

1 

Seattle 

[5V2E})  (663) 
Seattle,  WA 

1 1.48031 

■10.67073 

:5V2t))  (663A4) 
American  Lake, 
WA 

18.75954 

[ 

30.75042 

Average 

15,1 1993 

20.71058 

Wash.,  DC 

:iV05)(6S8) 

Washingion-DC, 

DC 

15,63377 

121,75778 

:IV05)(688GC) 
Greenbelt,  MD 

1 

03 

Average 

15,63377 

27.37889 
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Anova:  Sinj 

gle  Factor 

JustGYN. 

SUMMARY 
Groups 
Column  1 

Column  2 

Count  Sum  Average  Variance 

15  260  17.33333109.52381 

15347.07663  23.13844181.92961 

ANOVA 

Te  ofVariCi  SS 

df  MS 

F 

P-value 

F  crit 

Between  G252.74466 

Within  GrcOSO. 34794 

1252.74466 

28145.72671 

1.73437 

0.19853 

4.19597 

Total  333.09260 

29 

Anova:  Singie  Factor 


Gyn+CWH 


SUMMARY 


Groups 

Count  Sum  Average 

Variance 

Column  1 

15  260  17.33333109.52381 

Column  2 

15342.61264  22.84084 

82.42248 

ANOVA 

xe  ofVaria 

SS 

df  MS 

F 

P-value 

F  crit 

Between  G227. 49492 

Within  Grc687.248I2 

1 227.49492 

28  95.97315 

2.37040 

0.13488 

4.19597 

Total 

914.74304 

29 
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2017 _ Cardiology 


City 

VA  Facility  Name 

MSA  Size 

%medicaidPS 

Albany 

(1V02)  (528A8)  Albany,  NY  (Samuel  S.  Stratton) 

Mid-sized 

86 

10 

Billings 

(4V19)  (436GH)  Billings,  MT 

Mid-sized 

67 

22 

Cedar  Rapids 

(3V23)  (636GN)  Cedar  Rapids,  lA 

Mid-sized 

100 

10 

Dayton 

(3V10)  (552)  Dayton,  OH 

Mid-sized 

80 

21 

Evansville 

(3V15)  (657GJ)  Evansville,  IN 

Mid-sized 

100 

30 

Fargo 

(3V23)  (437)  Fargo,  ND 

Mid-sized 

100 

39 

Fort  Smith 

(4V16)  (564GB)  Fort  Smith,  AR 

Mid-sized 

80 

48 

Hampton 

(1V()6)  (590)  Hampton,  VA 

Mid-sized 

60 

16 

Hartford 

(IVOl)  (689A4)  Newington,  CT 

Mid-sized 

90 

40 

-afayette 

(4V16)  (502GB)  Lafayette,  LA 

Mid-sized 

13 

31 

Manchester 

( 1  VOl )  (608)  Manchester,  NH 

Mid-sized 

60 

46 

Odessa 

(4V 1 7)  (5 1 9GA)  Permian  Basin,  TX 

Mid-sized 

20 

63 

Savannah 

(2V07)  (534BY)  Savannah,  GA 

Mid-sized 

57 

36 

Temecula  i 

(5V22)  (605GB)  Murrieta,  CA 

Mid-sized 

70 

55 

Yakima 

(5V20)  (687HA)  Yakima,  WA 

Mid-sized 

100 

18 

Atlanta 

(2V07)  (508)  Atlanta,  GA 

Large 

85 

16 

Boston  i 

(IVOI )  (523)  Jamaica  Plain,  MA 

Large 

100 

45 

Dallas 

(4V17)  (549)  Dallas,  TX 

Large 

15 

12 

Denver 

(4V19)  (554)  Denver,  CO 

Large 

83 

22 

Detroit 

(3V10)  (553)  Detroit,  MI  (John  D.  Dingell) 

Large 

100 

14 

Houston 

(4V16)  (580)  Houston,  TX  (Michael  E.  DeBakey) 

Large 

65 

12 

.os  Angeles 

Average  of  several  facilities 

Large 

67 

20 

Miami 

(2V08)  (546)  Miami,  FL  (Bruce  W.  Carter) 

Large 

80 

14 

Minneapolis 

(3V23)  (618)  Minneapolis,  MN 

Large 

100 

22 

New  York 

(1V02)  (630)  New  YorkHCS 

Large 

50 

15 

Philadelphia 

(1V04)  (642)  Philadelphia,  PA  (Corpora!  Michael  J.  Crescenz^ 

Large 

94 

28 

Portland 

(5V20)  (648)  Portland,  OR 

Large 

100 

32 

San  Diego 

(5V22)  (664)  San  Diego,  CA 

Large 

47 

30 

Seattle 

(5V20)  (663)  Seattle,  WA 

Large 

77 

16 

Wash.  DC 

(1V05)  (688)  Washington-DC,  DC 

Large 

94 

18 

MSA  Averages 

Albany 

(1V02)  (528A8)  Albany,  NY  (Samuel  S.  Stratton) 

(1V02)  (528GT)  Glens  Falls,  NY 

(1V02)  (528GV}  Plattsburgh,  NY 

(1V02)  (528GW)  Schenectady,  NY 

(1V02)  (528GX)  Troy,  NY 

( 1 V02)  (528GY)  Clifton  Park,  NY 

(1V02)  (528GZ)  Kingston,  NY 

Average 

Fargo 

(3V23)  (437)  Fargo,  ND 

(3V23)  (437GD)  Minot,  ND 

(3V23)  (437GI)  Grand  Forks,  ND 

(3V23)  (437GA)  Grafton,  ND 
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(3V23)  (437GC}  Fergus  Falls,  MN 

(3V23)  (437GE)  Bemidji,  MN 

Average 

Atlanta 

(2V07)  (50BGA)  Fort  McPherson,  GA 

(2V07)  (508GE)  Oakwood,  GA 

(2V07)  (508GF)  Austell,  GA 

(2V07)  (508GG)  Stockbridge,  GA 

(2V07)  (508GH)  Lawrenceville,  GA 

(2V07)  (508GI)  Newnan,  GA 

(2V07)  (508GJ)  Blairsville,  GA 

(2V07)  (508GK)  Carrollton,  GA  (Trinka  Davis  Village) 

(2V07)  (508GL)  Rome,  GA 

(2V07)  (508QF)  Atlanta-Arcadia  Avenue,  GA 

(2V07)  (508)  Atlanta,  GA 

(2V07)  (508QD)  Fulton  County,  GA 

Average 

Boston 

(IVOl)  (523)  Jamaica  Plain,  MA 

(IVOl)  (523 A4)  West  Roxbury,  MA 

(IVOl)  (523A5)  Brockton,  MA 

(IVOl)  (523  BY)  Lowell,  MA 

(IVOl)  (523GA)  Framingham,  MA 

(IVOl)  (523GD)  Plymouth,  MA 

Average 

Dallas 

(4V17)  (549)  Dallas,  TX 

(4V17)  (549A4)  Bonham,  TX  (Sam  Rayburn  Center) 

(4V1 7)  (549BY)  Fort  Worth,  TX 

Average 

Denver 

(4V19)  (554)  Denver,  CO 

(4V19)  (554GB)  Aurora,  CO 

(4V19)  (554GC)  Golden,  CO 

(4V19)  (554GD)  Pueblo,  CO  (PFC  James  Dunn) 

(4V19)  (554GE)  Colorado  Springs,  CO  (PFC  Royd  K.  Lindstror 

n) 

(4V19)  (554GF)  Alamosa,  CO 

(4V19)  (554GG)  La  Junta,  CO 

(4V19)  (554Gt)  Burlington,  CO 

(4V19)  (554QC)  Salida,  CO 

Average 

Houston 

(4V16)  (580)  Houston,  TX  (Michael  E.  DeBakey) 

(4V16)  (580BZ)  Lufkin,  TX  (Charles  Wilson) 

(4V16)  (580GD}  Conroe,  TX 

(4V16)  (580GE)  Katy,  TX 

(4V16)  (580GG)  Richmond,  TX 

(4V16)  (580GH)  TombalL  TX 

Average 

Los  Angeles 

(5V22)  (69 1 )  West  Los  Angeles,  CA 

(5V22)  (691 A4)  Sepulveda,  CA 

(5V22)  (691GE)  Los  Angeles-East  Temple,  CA 

(5V22)  (691 GL)  Santa  Maria,  CA 
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Average 

Miami 

(2V08)  (546)  Miami,  FL  (Bruce  W.  Carter) 

(2V08)  {546BZ)  Sunrise,  FL  (William  "Bill"  Kling) 

(2V08)  (546GB)  Key  West,  FL 

(2V08)  (546GC)  Homestead,  FL 

(2V08)  (546GE)  Key  Largo,  FL 

(2V08)  (546GF)  Hollywood,  FL 

Average 

New  York 

(1V02)  (630)  Manhattan,  NY 

(1V()2)  (630A4)  Brooklyn,  NY 

(1V02)  (630A5)St.  Albans,  NY 

Average 

Philadelphia 

(IV04)  (642)  Philadelphia,  PA  {Corporal  Michael  J.  CrescenzJ 

(1  V()4)  (642GA)  Burlington  County,  NJ 

(1V04)  (642GC)  Horsham,  PA  (Victor  J.  Saracini) 

( 1  V()4)  (642GD)  Gloucester  County,  NJ 

Average 

Portland 

(5V20)  (648)  Portland,  OR 

(5V20)  (648A4)  Vancouver,  WA 

(5V20)  (648GA)  Bend,  OR 

(5V20)  (648GB)  Salem,  OR 

(5V20)  (648GE)  Fairview,  OR 

(5V20)  (648GG)  West  Linn,  OR 

(5V20)  (648GF)  Hillsboro,  OR 

Average 

San  Diego 

(5V22)  (664)  San  Diego,  CA 

(5V22)  (664BY)  Mission  Valley,  CA 

(5V22)  (664GB)  Oceanside,  CA 

Average 

Wash.,  DC 

(1V05)  (688)  Washingtoii-DC,  DC 

(1V05)  (688GA)  Fort  Bel  voir,  VA 

(IV05)  {688GE)  Southern  Prince  Georges  County-Andrews  A 

ir  Force  Ba 

se,  MD 
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ardiology  _ Family  Care/Primary  Vare _ Dermatology _ Orthopedics 


VA 

%medicaid  PS 

VA 

%medicaidPS 

VA 

%raedicaidPS 

VA 

5 

90 

122 

39 

20 

46 

15 

30 

11 

8 

7 

100 

7 

13 

40 

11 

7 

67 

8 

67 

21 

33 

75 

23 

67 

91 

60 

14 

20 

100 

40 

21 

20 

23 

20 

50 

12 

12 

19 

50 

76 

14 

20 

43 

54 

100 

34 

16 

19 

100 

20 

19 

100 

71 

29 

100 

10 

19 

19 

56 

37 

16 

33 

10 

3 

100 

23 

5 

40 

35 

15 

20 

25 

28 

57 

13 

51 

19 

60 

60 

48 

80 

47 

22 

50 

15 

10 

20 

10 

13 

0 

38 

4 

14 

11 

90 

72 

67 

33 

15 

50 

14 

23 

50 

24 

12 

0 

6 

0 

17 

0 

50 

61 

23 

25 

26 

6 

33 

14 

40 

22 

9 

60 

25 

4 

71 

13 

8 

80 

153 

18 

67 

31 

2 

50 

16 

42 

35 

27 

18 

15 

13 

3 

25 

7 

19 

78 

109 

27 

70 

52 

11 

75 

1 1 

19 

11 

25 

12 

16 

10 

22 

27 

20 

10 

11 

14 

20 

27 

19 

35 

51 

7 

35 

10 

33 

17 

71 

27 

13 

25 

27 

32 

45 

19 

16 

14 

30 

21 

12 

10 

28 

11 

45 

10 

14 

2 

45 

42 

9.5 

30 

35 

23 

15 

12 

19 

40 

28 

44 

25 

11 

9 

15 

12 

17 

15 

100 

8 

13 

85 

30 

37 

100 

15 

18 

11 

80 

26 

39 

25 

15 

12 

20 

10 

25 

59 

88 

17 

26 

40 

78 

9 

81 

10 

19 

6 

55 

39 

13 

60 

30 

8 

55 

1 1 

13 

3 

33 

13 

8 

50 

30 

20 

59 

19 

16 

5 

71 

26 

13 

10 

42 

16 

55 

7 

11 

10 

53 

17 

27 

10 

20 

4 

10 

8 

27 

46 

42.69565 

11 

15 

46 

0 

11 

46 

7 

11 

46 

0.28571 

11 

46 

0 

11 

46 

3.66667 

11 

46 

1 

11 

46 

7.80686 

11 

15 

71 

81 

10 

19 

71 

6 

10 

71 

0 

10 

71 

10 
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71 

10 

71 

29 

10 

13 

0.59259 

7 

1.07143 

3 

).42308 

1.02564 


.34615 


0.78571 

1.5 


20.42029 

13 

2.71649 

7 

52 

17.62703 

11 

20.50980 

28.05556 

0 

0 

1 

52 

11.19873 

11 

2224.03571 


4.29670 


32.08333 
22  26.80525 


5127.12025 


.75 

1.28 

1.61111 


.21951 

3.2 

0 

3.33333 

51 

7.05713 

10 

28 

11 

10 

28 


3516.25714 

36.34286 


.50943 


2.77778 

9.51613 


10 


1219 


.1  17.73684 


2.36842 


11 

8.82105  12 

15 

18.49167  10 

9.17 

8.05556 

15 

11.90574  10 

7823.69620  10 

0.33333 

1 .63636 

78 

8.55530  10 

17.73653 

4.66667 

1.46667 

16.42857 

5.14286 

4.5 

8.32355 

3034.72483  19| 

0 

25.24272 

30 

19.98918  19 

20 

12.02479  8 

.43939 
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2017 


City 

Albany 

Billings 

Cedar  RapiDayton 

Evansville  Fargo 

Fort  Smith  Hampton 

Hartford 

Cardiology  P 

10 

22 

10 

21 

30 

39 

48 

16 

40 

Card  VA 

5 

7 

21 

20 

19 

19 

19 

5 

19 

PC  PS 

122 

7 

75 

40 

76 

20 

37 

35 

60 

PCVA 

39 

13 

23 

21 

14 

19 

16 

15 

48 

DerPS 

46 

11 

91 

23 

43 

71 

10 

25 

47 

Der  VA 

15 

7 

20 

54 

29 

3 

28 

22 

Or  PS 

11 

8 

14 

12 

34 

10 

23 

13 

15 

Or  VA 

8 

67 

12 

16 

19 

51 

Average  PS 

47 

12 

48 

24 

46 

35 

30 

22 

41 

Average  VA 

17 

24 

22 

18 

26 

22 

13 

25 

30 

VA<PS? 

31 

-12: 

26 

6 

20 

14 

17 

-3 

11 

2014 


City 

Atlanta 

Boston 

Dallas 

Denver 

Detroit 

Houston 

Los  Angele  Miami 

Minneapol 

Cardiology  P 

11 

27 

11 

28 

17 

11 

12 

18 

15 

Card  VA 

38.96510 

24.92417 

19.25105 

40.14557 

22.76257 

13.28888 

8.33053 

16.17989 

6.73936 

PC  PS 

24 

66 

5 

16 

16 

19 

20 

12 

10 

PCVA 

40.90128 

25.14466 

22.85004 

27.27366 

15.89724 

19.34937 

19.28329 

25.79942 

18.29322 

DerPS 

14 

72 

17 

37 

22 

21 

14 

16 

56 

DerVA 

2.09993 

16.38552 

24.86827 

10.41086 

31.80596 

18.91334 

14.59206 

20.96061 

26.61188 

Or  PS 

6 

16 

8 

15 

18 

5 

7 

9 

5 

Or  VA 

32.80672 

9.05022 

15.39398 

26.91179 

31.73051 

12.20437 

19.03966 

26.10314 

29.24288 

Average  PS 

14 

45 

10 

24 

18 

14 

13 

14 

22 

Average  VA 

29 

19 

21 

26 

26 

16 

15 

22 

20 

VA<PS? 

-15 

26 

-10 

-2 

-7 

-2 

-2 

-9 

1 
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Lafayette  ManchesteOdessa 

Savannah  Temecula  Yakima 

Atlanta 

Boston 

Dallas 

Denver 

31 

46 

63 

36 

55 

18 

16 

45 

12 

22 

10 

0 

42 

11 

14 

10 

72 

24 

61 

22 

153 

27 

109 

12 

27 

13 

12 

23 

9 

18 

18 

27 

16 

19 

38 

33 

6 

26 

25 

31 

13 

52 

22 

51 

4 

15 

6 

4 

2 

2.71649 

11.19873 

26.80525 

7.05713 

11 

14 

17 

14 

13 

16 

7 

11 

10 

10 

23 

8 

18.52814 

19 

11 

33 

23 

41 

28 

34 

29 

55 

16 

54 

14 

28 

9 

19 

12 

10 

7 

10 

20 

19 

16 

18 

14 

22 

16 

25 

22 

45 

-5 

35 

-2 

9 

New  York  Philadelph Portland  San  Diego  Seattle  Wash.  DC 


15 

6 

12 

28 

9 

32 

10.92132 

37.06575 

24.93992 

17.10841 

38.85714 

18.03420 

26 

21 

13 

7 

23 

14 

14.05804 

27.78361 

55.41532 

13.98421 

18.95538 

19.06251 

24 

49 

27 

14 

32 

17 

10.57742 

11.74428 

59.25430 

11.29984 

22.50215 

7.61673 

9 

5 

10 

18 

6 

11 

19.53975 

36.44766 

29.78237 

18.42167 

30.49041 

20.62952 

19 

20 

16 

17 

18 

19 

14 

28 

42 

15 

28 

16 

5 

^8 

^27 

2 

~10 

2 
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Detroit 

Houston 

Los  Angele  Miami 

MinneapolNew  York  Philadelph  Portland 

San  Diego  Seattle 

14 

12 

20 

14 

22 

15 

28 

32 

30 

16 

17 

14 

2 

15 

10.66667 

59 

6 

3 

5 

27 

21 

42 

28 

8 

26 

17 

39 

13 

26 

13 

12 

9.5 

44 

13 

39 

26 

13 

8 

13 

27 

28 

35 

11 

30 

15 

78 

30 

30 

42 

32 

11 

22.59402 

8.82105 

37 

11.90574 

8.55530 

8.32355 

19.98918 

16 

19 

10 

12 

12 

15 

10 

10 

11 

19 

7 

16 

14.29248 

19 

17 

18 

25.35973 

19 

13 

16.32.300 

11 

22 

18 

27 

16 

19 

17 

33 

28 

23 

23 

20 

13 

13 

23 

21 

22 

28 

10 

12 

11 

2 

5 

14 

-7 

-2 

-5 

5 

18 

11 

12 
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Wash.  DC 

18 

10 

17 

27 

20 

4.07493 

8 

27 

16 

17 

-1 
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r 

Cardiology 

Primary  Care 

Demiatology 

Orthopedics  Acr 

3SS  Special 

City 

2014 

2017 

2014 

2017 

2014 

2017 

2014 

2017 

2014 

f\tlanta 

11 

16 

24 

27 

14 

13 

6 

11 

14 

Boston 

27 

45 

66 

109 

72 

52 

16 

8 

45 

Dallas 

11 

12 

5 

12 

17 

22 

8 

14 

10 

Denver 

28 

22 

16 

27 

37 

51 

15 

12 

24 

Detroit 

17 

14 

16 

27 

22 

27 

18 

34 

18 

Houston 

11 

12 

19 

21 

21 

28 

5 

10 

14 

Los  Angeles 

12 

20 

20 

42 

14 

35 

7 

23 

13 

Miami 

18 

14 

12 

28 

16 

11 

9 

13 

14 

Minneapolis 

15 

22 

10 

8 

56 

30 

5 

15 

22 

Kew  York 

15 

15 

26 

26 

24 

15 

9 

11 

19 

Philadelphia 

6 

28 

21 

17 

49 

78 

5 

14 

20 

Pordtind 

12 

32 

13 

39 

27 

30 

10 

17 

16 

San  Diego 

28 

30 

7 

13 

14 

30 

18 

14 

17 

Seattle 

9 

16 

23 

26 

32 

42 

6 

13 

18 

Wash.  DC 

32 

18 

14 

17 

17 

20 

11 

16 

19 
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Across  Specialties 


2017 


17 

54 

15 

28 

26 

18 

30 

17 

19 

17 

34 

30 

22 

24 

18 

Page  539  of  974 


PS_VA_Comparison_wait  times_Extended_vf.xlsx  for  Printed  Item:  26 


Cardiology 

Primar 

City 

2014 

2017 

2014 

Atlanta 

39 

42 

41 

Boston 

25 

0 

25 

Dallas 

19 

11 

23 

Denver 

40 

14 

27 

Detroit 

23 

17 

16 

Houston 

13 

14 

19 

Los  Angeles 

8 

2 

19 

Miami 

16 

0 

26 

Minneapolis 

7 

15 

18 

Mew  York 

11 

11 

14 

Philadelphia 

37 

59 

28 

Portland 

25 

6 

55 

San  Diego 

17 

3 

14 

Seattle 

39 

5 

19 

Wash.  DC 

18 

10 

19 

2  of  2) 


Demiatology  Orthopedics  Across  Special des 


2014 

2017 

2014 

2017 

2014 

2 

3 

33 

19 

29 

16 

11 

9 

19 

19 

25 

27 

15 

11 

21 

10 

7 

27 

33 

26 

32 

32 

32 

16 

26 

19 

11 

12 

14 

16 

15 

23 

19 

19 

15 

21 

9 

26 

17 

22 

27 

37 

29 

18 

20 

11 

12 

20 

25 

14 

12 

9 

36 

19 

28 

59 

8 

30 

13 

42 

11 

20 

18 

16 

15 

23 

16 

30 

11 

28 

8 

4 

21 

27 

16 

{  Attachment 

18 

27 

16 

19 

13 

12 

9.5 

44 

13 

39 

26 

13 

8 

13 

27 
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Across  Specialties 
2017 
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Anova:  Single  Factor 


SUMMARY 


Groups 

Count 

Sum 

Average  Variance 

Column  1 

32 

831 

25.96875197.06351 

Column  2 

25 

374 

14.96  157.29 

ANOVA 

xe  ofVariCi 

SS 

df  MS 

F  P-value 

F  crit 

Between  G700.94844 

1 700.94844 

9.46508  0.00326 

4.01620 

V7ithiiiGrc883.92875 

55179.70780 

Total 

584.87719 

56 
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Anova:  Single  Factor 


SUMMARY 


Groups 

Count  Sum 

Average  Variance 

Column  1 

30  801 

26.7201.80345 

Column  2 

24352.66667 

14.69444167.89291 

ANOVA 

re  ofVariCi 

SS 

df  MS 

F  P-value 

F  crit 

Between  C921.77819 

1921.77819 

10.28764  0.00229 

4.02663 

V7ithinGrc713. 83704 

52186.80456 

Total 

635.61523 

53 
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Anova:  Single  Factor 


SUMMARY 


Groups 

Count 

Sum 

Average  Variance 

Column  1 

25 

650 

26  172.5 

Column  2 

20 

318 

15.9191.77895 

ANOVA 

xe  ofVariCi 

SS 

df  MS 

F  P-value 

F  crit 

Between  G 1 33 .44444 

1 133.44444 

6.26148  0.01622 

4.06705 

Within  Grc 

7783.8 

43181.01860 

Total 

917.24444 

44 
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Anova:  Single  Factor 


SUMMARY 


Groups 

Count 

Sum 

Average  Variance 

Column  1 

36 

1425 

39.58333074.99286 

Column  2 

35 

785 

22.42857155.60504 

ANOVA 

xe  ofVari<A 

SS 

df  MS 

F  P-value 

F  crit 

Between  G222.53773 

1222.53773 

8.39689  0.00503 

3.97981 

V7ithiiiGrc915. 32143 

69621.96118 

Total 

137.85915 

70 
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Anova:  Single  Factor 


SUMMARY 


Groups 

Count 

Sum 

Average  Variance 

Column  1 

30 

1253 

41.76667260.46092 

Column  2 

29 

580.5 

20.01724111.97291 

ANOVA 

xe  ofVaria 

SS 

df  MS 

F  P-value 

F  crit 

Between  C975. 29873 

1975.29873 

10.01779  0.00249 

4.00987 

V7ithinGrc688.60805 

57696.29137 

Total 

663.90678 

58 
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Anova:  Single  Factor 


SUMMARY 


Groups 

Count 

Sum  Average 

Variance 

Column  1 

16 

766  47.875 

1961.05 

Column  2 

15 

322  21.46667109.26667 

ANOVA 

xe  ofVari<A 

SS 

df  MS 

F  P-value 

F  crit 

Between  G399. 22634 

1399.22634 

5.05979  0.03225 

4.18296 

V7ithinGrc945.48333 

29067.08563 

Total 

344.70968 

30 
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Anova:  Single  Factor 


SUMMARY 


Groups 

Count  Sum 

Average  Variance 

Column  1 

30  1010 

33.66667403.05747 

Column  2 

28437.04138 

15.60862153.45174 

ANOVA 

xe  ofVaria 

SS 

df  MS 

F  P-value 

F  crit 

Between  G722. 72649 

1722.72649 

16.70509  0.00014 

4.01297 

V7ithinGrc831. 86356 

56282.71185 

Total 

554.59005 

57 
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Anova:  Single  Factor 


SUMMARY 


Groups 

Count 

Sum 

Average  Variance 

Column  1 

9 

358 

39.77778720.69444 

Column  2 

8 

90.78571 

11.34821160.05166 

ANOVA 

xe  ofVari<A 

SS 

df  MS 

F  P-value 

F  crit 

Between  G4 23. 13447 

1423.13447 

7.45682  0.01547 

4.54.308 

V7ithiiiGrc885.917i7 

15459.06114 

Total 

309.05164 

16 
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Anova:  Single  Factor 


SUMMARY 


Groups 

Count  Sum 

Average 

Variance 

Column  1 

30  396 

13.2 

29.06207 

Column  2 

234S  1.50335 

20.93493184.81295 

ANOVA 

xe  ofVariCi 

SS 

df  MS 

F  P-value 

F  crit 

Between  G778.90738 

1778.90738 

8.09265  0.00638 

4.03039 

V7ithin  Grc908. 68501 

51  96.24873 

Total 

687.59239 

52 
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Anova:  Single  Factor 


SUMMARY 


Groups 

Count  Sum  Average 

Variance 

Column  1 

13  158  12.15385 

79.80769 

Column  2 

1 1 209.70425  19.06402465.74028 

ANOVA 

xe  ofVaria 

SS 

df  MS 

F  P-value 

F  crit 

Between  G284.51362 

1284.51362 

1.11473  0.30251 

4.30095 

V7ithiiiGrc615.095Il 

22255.23160 

Total 

899.60874 

23 
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Anova:  Single  Factor 


SUMMARY 


Groups 

Count 

Sum 

A  ve  ra^  e  Va  rian  ce 

Column  1 

15 

281 

18.73333  66.51310 

Column  2 

15 

366 

24.4100.75714 

ANOVA 

ofVaric 

SS 

df  MS 

F 

P-value 

Fcrit 

Between  C240.83333 

1240.83333 

2.87957 

0.10080 

4.19597 

V7ithinGrt341. 78333 

28  83.63512 

Total 

582.61667 

29 
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Anova:  Single  Factor 


SUMMARY 


Groups 

Count  Sum 

Average 

Variance 

Column  1 

15337.25073 

22.48338 

57.10953 

Column  2 

15252.92735 

16.86186 

23.30139 

ANOVA 

xe  ofVari<A 

SS 

df  MS 

F  P-value 

F  crit 

Between  G237.01157 

1237.01157 

5.89501  0.02186 

4.19597 

V7ithinGrcl25. 75288 

28  40.20546 

Total 

362.76446 

29 
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Anova:  Single  Factor 


SUMMARY 


Groups 

Count  Sum 

Average 

Variance 

Column  1 

15  252 

16.8 

65.6 

Column  2 

15  316 

21.06667 

84.63810 

ANOVA 

xe  ofVariCi 

SS 

df  MS 

F  P-value 

F  crit 

Between  G136. 53333 

1  136.53333 

1.81756  0.18841 

4.19597 

V7ithinGrcl03. 33333 

28  75.11905 

Total 

239.86667 

29 
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Anova:  Single  Factor 


SUMMARY 


Groups 

Count  Sum 

Average  Variance 

Column  1 

15349.40171 

23.29345122.87735 

Column  2 

15208.66667 

13.91111261.21376 

ANOVA 

xe  ofVari<A 

SS 

df  MS 

F  P-value 

F  crit 

Between  G660.21 175 

1660.21175 

3.43779  0.07428 

4.19597 

V7ithiii  Grc3  77. 27543 

28192.04555 

Total 

037.48718 

29 
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Anova:  Single  Factor 


SUMMARY 


Groups 

Count  Sum 

Average  Variance 

Column  1 

15  292 

19.46667203.55238 

Column  2 

15  439 

29.26667574.06667 

ANOVA 

xe  ofVariCi 

SS 

df 

MS 

F  P-value 

F  crit 

Between  G 

720.3 

1 

720.3 

1.85258  0.18434 

4.19597 

V7ithiiiGrc886.66667 

28388.80952 

Total 

606.96667 

29 
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Anova:  Single  Factor 


SUMMARY 


Groups 

Count  Sum 

Average  Variance 

Column  1 

15364.05126 

24.27008120.96199 

Column  2 

15  297.5 

19.83333114.70238 

ANOVA 

xe  ofVariCi 

SS 

df  MS 

F  P-value 

F  crit 

Between  G147. 63565 

1 147.63565 

1.25293  0.27250 

4.19597 

V7ithiiiGrc299.301i7 

28117.83218 

Total 

446.93682 

29 
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Anova:  Single  Factor 


SUMMARY 


Groups 

Count  Sum 

Average  Variance 

Column  1 

15  432 

28.8308.88571 

Column  2 

15  484 

32.26667312.35238 

ANOVA 

xe  ofVaria 

SS 

df  MS 

F  P-value 

F  crit 

Between  G  90.13333 

1  90.13333 

0.29017  0.59437 

4.19597 

V7ithiiiGrc697. 33333 

28310.61905 

Total 

787.46667 

29 
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Anova:  Single  Factor 


SUMMARY 


Groups 

Count  Sum 

Average  Variance 

Column  1 

15289.64316 

19.30954184.96898 

Column  2 

15228.04138 

15.20276106.63943 

ANOVA 

xe  ofVaria 

SS 

df  MS 

F  P-value 

F  crit 

Between  G126.49262 

1 126.49262 

0.86755  0.35960 

4.19597 

V7ithinGrc082.51763 

28145.80420 

Total 

209.01025 

29 
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Anova:  Single  Factor 


SUMMARY 


Groups 

Count 

Sum 

Average 

Variance 

Column  1 

15 

148 

9.86667 

22.26667 

Column  2 

15 

225 

15 

39.71429 

ANOVA 


xe  ofVari<A 

SS 

df  MS 

F  P-value 

F  crit 

Between  G197. 63333 

1  197.63333 

6.37723  0.01750 

4.19597 

V7ithinGrc867. 73333 

28  30.99048 

Total 

065.36667 

29 
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Anova:  Single  Factor 


SUMMARY 


Groups 

Count  Sum 

Average 

Variance 

Column  1 

15357.79465 

23.85298 

66.54022 

Column  2 

15277.50335 

18.50022 

36.01780 

ANOVA 

xe  ofVari<A 

SS 

df  MS 

F  P-value 

F  crit 

Between  G214. 88972 

1214.88972 

4.19060  0.05014 

4.19597 

V7ithinGrc435. 81225 

28  51.27901 

Total 

650.70197 

29 
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PS_VA_Comparison_wait  times_Extended_vf.xfsx  for  Printed  Jteni:  26  {  Attachment  2  of  2) 


Anova:  Single  Factor 


SUMMARY 


Groups 

Count 

Sum 

Average 

Variance 

Column  1 

15 

252 

16.8 

65.6 

Column  2 

15337.51384 

22.50092131.54824 

ANOVA 

xe  ofVari<A 

SS 

df 

MS 

f  P-value 

F  crit 

Between  G243. 75392 

V7ithinGrc760.()7532 

Total  003.82924 

1243.75392 

28  98.57412 

29 

2.47280  0.12706 

4.19597 
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PS_VA_Comparison_wait  times_Extended_vf.xfsx  for  Printed  Jteni:  26  {  Attachment  2  of  2) 


Anova:  Single  Factor 


SUMMARY 


Groups 

Count  Sum 

Average  Variance 

Column  1 

15  292 

19.46667203.55238 

Column  2 

15364.05126 

24.27008120.96199 

ANOVA 

xe  ofVaria 

SS 

df  MS 

F  P-value 

F  crit 

Between  G173.0461 1 

1 173.0461 1 

1.06649  0.31058 

4.19597 

V7ithiiiGrc543.201I7 

28162.25718 

Total 

716.24728 

29 
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PS_VA_Comparison_wait  times_Extended_vf.xfsx  for  Printed  Jteni:  26  {  Attachment  2  of  2) 


Anova:  Single  Factor 


SUMMARY 


Groups 

Count  Sum 

Average  Variance 

Column  1 

15  432 

28.8308.88571 

Column  2 

15289.64316 

19.30954184.96898 

ANOVA 

xe  ofVaria 

SS 

df  MS 

F  P-value 

F  crit 

Between  G675. 51569 

1675.51569 

2.73569  0.10930 

4.19597 

V7ithinGrc9 13. 96566 

28246.92735 

Total 

589.48135 

29 
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PS_VA_Comparison_wait  times_Extended_vf.xfsx  for  Printed  Jteni:  26  {  Attachment  2  of  2) 


Anova:  Single  Factor 


SUMMARY 


Groups 

Count  Sum  Average 

Variance 

Column  1 

15  148  9.86667 

22.26667 

Column  2 

15357.79465  23.85298 

66.54022 

ANOVA 

xe  ofVari<A 

SS 

df  MS 

F 

P-value 

F  crit 

Between  G467. 12644 

1467.12644 

33.04083 

0.000004 

4.19597 

V7ithiiiGrc243. 29642 

28  44.40344 

Total 

710.42286 

29 
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Date: 
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(b)(6) 


/o=va/ou=exchange 


aaministrative  group 
(fydibohf23spdlt)/cn=recipients/cn 


(b)(6) 


Moring  Report  5/1/2017 

Fri  Apr  28  2017  15:43:30  CDT 

EAS 


All, 


Attached  is  the  Morning  Report  for  Monday,  May  1, 2017.  This  document  is  for  internal  use  only. 


(b)(6) 


Program  Analyst,  Corporate  Enterprise 
Office  of  Congressional  and  Legislative  Affairs 
Department  of  Veterans  Affairs 
810  Vermont  Ave.,  NW 


Desk:'^)*®^ 


Secretary's  Morning  Report 

Prepared  by  the  Office  of  Congressional  &  Legislative  Affairs 
Monday,  May  1, 2017 
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Hot  Issues 


None 


Emerging 


None 


Congressional  Letters  and  Meeting  Requests  Received 


None 


Friday,  April  28,  2017  Events 


April  27,  2017.  HVAC-Health  conducted  a  Roundtable  discussion  to  examine  how  VA  can 
improve  the  Caregiver  Support  Program.  The  discussion  will  consider  alternative  and  existing  models 
of  long-term  care  such  as  Veterans  Directed  Home  and  Community  Based  Services  Program.  VA 
participants:  Dr,  Lucille  Beck,  Acting  Deputy  Under  Secretary  for  Health  for  Policy  and  Services;  Meg 
Kabat,  Director,  Caregiver  Support  Program;  Elyse  Kaplan,  Deputy  Director,  Caregiver  Support 
Program;Dr.  Richard  Allman,  Chief  Consultant  Geriatrics  and  Extended  Care  Services  (GEC);  and 
Daniel  Schoeps,  Direct  Purchased  Long  Term  Services. 

1 :00  P.M.;  334  Cannon 

POC:|t^K6) 


Summary:  Of  the  12  HVAC-Health  Subcommittee  members  all  but  3  (Radewagen,  Gonzalez-Colon, 
and  Correa)  attended  the  Roundtable  on  the  Caregiver  Support  Program  (CSP).  Other  participants  in 
the  2  hour  plus  roundtable  discussion  included:  representatives  from  six  VSOs  (American  Legion.  DAV, 
lAVA,  PVA,  VFW,  VVA);  along  with  representatives  from  the  RAND  Corporation,  The  Elizabeth  Dole 
Foundation,  Wounded  Warrior  Project,  the  Vetera ns-Wounded,  III&  injured  Health  Care  Military  Officers 
Association  of  America,  and  the  founder  of  a  Veteran  advocacy  group  Veteran  Warriors.  Chairman 
Wenstrup  noted  that  demand  has  continued  to  outstrip  expectations  for  the  Caregiver  Support  Program 
and  wanted  to  know  if  we  are  setting  the  right  expectation  /  intent  for  the  program.  Ranking  Member 
Brownley  said  that  access  to  caregivers  when  they  are  needed  could  save  dollars  by  avoiding  nursing 
home  admissions.  Meg  Kabat  provided  an  overview  of  VA's  CPS  and  said  that  VA  has  noted  that  there 
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are  many  who  view  CSP  as  a  benefit  rather  than  a  health  care  intervention.  She  continued  that  VA 
wants  Veterans  to  be  at  the  highest  possible  level  of  functionality  and  stressed  that  caregiving  occurs  in 
a  continuum  from  phone  call  reminders  to  tube  feeding  and  turning.  Dr.  Richard  Allman  provide  an 
overview  of  VA’s  continuum  of  long  term  services  and  supports  that  serve  the  needs  of  Veterans  with 
impairments  in  carrying  out  their  day  to  day  activities.  Daniel  Schoeps  described  the  Veterans  Directed 
Care  program,  VA's  offering  for  self-directed  care,  which  creates  a  monthly  budget  for  each  Veteran 
enrolled  that  allows  the  Veteran  to  purchase  services  to  allow  them  to  age  at  home  and  keeps  the 
Veteran  in  charge  of  their  healthcare.  He  said  that  younger  Veterans  have  been  attracted  to  the 
program  and  that  Veterans  who  like  to  be  in  charge  do  particularly  well.  Other  discussion  included:  the 
fact  that  VA  has  some  excellent  facilities  that  do  a  stellar  job  with  CSP  and  some  facilities  that  need  to 
look  at  best  practices  at  the  excellent  facilities;  identifying  alternative  pathways  they  may  be  more 
beneficial  for  some  Veterans;  educating  caregivers  who  often  believe  that  the  stipend  path  is  the  only 
pathway  to  go  down;  the  need  to  identify  active  duty  members  prior  to  them  transitioning  from  active 
duty  to  Veterans  status;  the  need  for  consistent  standardized  forms  nationwide;  one  standard  eligibility 
process;  standard  appeal  process;  a  uniform  assessment  process  to  ensure  the  same  decision,  under 
identical  circumstances,  regardless  of  where  the  Veteran/caregiver  reside;  and  the  need  for  clear 
concise  VA  communication  in  layman's  language.3 


April  28,  2017.  Dr.  Lynda  Davis,  Chief  Veterans  Experience  Officer,  OSVA;  at  the  request  of 
Rep.  Gus  Bilirakis,  met  with  Mrs.  Lauren  Price,  founder  of  a  Veteran  advocacy  group  called  "Veteran 
Warriors"  to  hear  Mrs.  Price's  findings  regarding  the  VA  Caregiver  Support  Program. 

9:30  A. 

POCs: 

Summary:  No  summary  will  be  provided  for  this  event. 


M.;  VACO,  Room  523 


April  28,  2017.  Dr.  Skye  McDougall,  VISN  16  Network  Director;  Richard  Crockett,  Acting  Medical 
Center  Director,  Shreveport;  Dr.  John  Areno,  Chief  of  Staff,  Shreveport;  and  Jon  Zivony,  Program 
Analyst  {SAIL  Data  Expert)  met  with  Sen.  Bill  Cassidy  to  provide  an  update  on  issues  at  the  Shreveport 
VAMC.  (Follow-up  to  March  3,  2017,  meeting). 


9:15;  A.M.;  520  Hart 


(b)(6) 


Summary:  Senator  Cassidy  said  that  he  had  just  been  in  Shreveport  talking  with  private  sector 
providers  who  were  speaking  of  the  Shreveport  VAMC's  sense  of  mission.  Dr.  McDougall  advised  him 
that  the  former  VAMC  director  is  no  longer  a  Federal  employee.  The  good  news  is  that  the  quality 
scores  made  a  dramatic  improvement.  The  pharmacy  review  is  almost  complete  and  she  is  holding 
people  accountable.  She  has  reviewed  OIG’s  draft  report  which  she  characterized  as  "a  balanced,  fair 
report  which  acknowledges  that  most  recommended  actions  have  already  been  taken"  and  more 
important  states  that  "no  patients  were  injured".  Dr.  John  Areno  and  Jon  Zivony  went  over  Shreveport's 
SAIL  data,  including  the  multiple  facets  of  access.  For  approximately  two  years  the  mental  health 
access  and  consultative  service  program  has  been  setup  to  see  anyone  who  comes  in  within  an  hour. 
Senator  Cassidy  recalled  that  the  IG  indicated  absenteeism  was  an  issue  in  EMS  and  asked  if 
Shreveport  had  the  authority  to  enforce  absenteeism.  "You  bet"  was  the  response,  along  with  an 
explanation  that  hiring  new  leaders  was  really  changing  the  service  and  had  put  the  necessary  rigor  in 
place.  Accountability  is  now  clear  and  employees  know  who  to  ask  when  they  need 
guidance/direction.  Other  discussion  included:  VA's  work  on  reducing  opioids  and  prescription 
medications,  and  enhancing  complementary  and  alternative  therapies;  his  interest  in  getting  more  VA 
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the  relationship  with  their  academic  affiliate  LSU,  and  dual  appointments. 


April  28,  2017.  Vince  Markey,  Director,  VA  Insurance  Center;  Tim  Sirhal,  Deputy  Director,  VA 
Insurance  Center;  and  Karen  Naccarelli,  Chief,  Insurance  Program  Management  Division,  briefed 
Cecilia  Daly  of  HVAC  majority  to  discuss  the  details  and  scope  of  the  TSGLI  Year  Ten  Review  report 
that  is  anticipated  to  be  available  late  summer  or  early  fall. 

1 :00  P.M.;  Teleconference 


POC:|(bj(^ 


Summary:  VBA  experts  had  an  informative  discussion  with  HVAC  staff,  who  seemed  interested  to  learn 
more  about  the  TSGLI  program.  HVAC  staff  expressed  concern  about  high  denial  rates  for  claims.  The 
discussion  focused  on  program  statistics  and  public  misperceptions  of  the  scope  and  intent  of  the 
program.  HVAC  staff  appreciated  the  conversation  and  thanked  the  experts. 


April  28,  2017.  Jake  Leinenkugel,  White  House  Senior  Advisor,  will  brief  staff  from  the  offices  of 
Rep.  McMorris-Rodgers  and  Rep.  Buchanan  on  the  implementation  status  of  the  Veterans  ID  Card  Act. 


1 :00  P.M.;  Teleconference 


POC: 


(b)(6) 


Summary:  Mr.  Leinenkugel  started  the  call  by  providing  background  on  some  of  VA's  past  challenges 
associated  with  creating  a  Veterans  ID  card  program,  but  was  quick  to  assure  the  staffers  that  VA 
indeed  has  a  plan,  and  that  we  are  moving  swiftly  to  implement.  Mr.  O'Rourke  provided  a  summary  of 
how  VA  plans  to  meet  the  requirements  of  the  bill  but  using  a  third  party  administrator  to  print  and  issue 
the  ID  cards  as  well  as  verify  Veteran  status.  He  also  discussed  how  VA  is  looking  into  providing  this 
card  at  no  cost  to  the  Veteran  by  garnering  community  partnerships  and  other  internal  funding  sources. 
He  also  shared  his  goal  of  producing  cards  within  the  next  90  days.  Member  staff  were  extremely 
appreciative  of  the  briefing,  offering  that  this  is  the  first  substantial  update  VA  has  provided  since  the 
law  was  passed  in  2015.  They  were  encouraged  about  the  plan  and  the  way  forward,  and  look  forward 
to  working  with  VA  on  how  they  can  assist  with  establishing  partnerships  within  communities  or  the 
private  sector.  Mr.  O’Rourke  will  meet  with  Rep.  Buchanans  staffer  again  late  next  week  to  share  some 
of  his  partnership  ideas. 


April  28,  2017.  Meg  Kabat,  Director,  Caregiver  Support  Program;  Elyse  Kaplan,  Deputy  Director, 
Caregiver  Support  Program;  Pamela  Wright,  National  Program  Manager,  VA  Caregiver  Support  Line; 
and  Christy  Reynolds,  Lead  Supervisor,  VA  Caregiver  Support  Line  briefed  Laurel  Sakai,  Sen. 
Blumenthal,  on  Caregiver  Support  Line  re:  Intimate  Partner  Violence  is  Preventable. 


2:00  P.M.;  Teleconference 


POC: 


(b)(6) 


Summary:  Simon  Coons  with  SVAC  Minority  staff  also  participated  in  this  briefing.  VA  SMEs  described 
VA  efforts  to  raise  awareness  of  the  serious  and  widespread  problem  of  Intimate  Partner  Violence 
(iPV),  and  how  the  Caregiver  Support  Line  collaborates  with  VA's  Initiate  Partner  Violence  Assistance 
Program, 
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Look  Ahead-  Monday,  May  1, 2017 


May  1 ,  201 7.  Dr,  Baligh  Yehia,  Deputy  Under  Secretary  for  Health  for  Community  Care,  will 
provide  an  update  on  VA's  efforts  to  provide  care  in  the  community  (Choice  2.0)  to  4-Corners 
Professional  Staff  Members. 


10:30  A.M.;418  Russell 


POC: 


(b)(6) 


May  1 , 201 7.  Dr.  Poonam  Alaigh,  Acting  Under  Secretary  for  Health,  will  meet  with  Rep  Brad 
Wenstrup  for  an  introductory  office  call  as  well  as  discussion  on  VHA's  top  priorities  to  include  access  to 
care  and  care  in  the  community. 


1:00  P.M.;  1019  Longworth 


{b)(6) 


Government  Accountability  Office  (GAO)  Activity: 


Exit  Conferences 


May  1 , 2017.  GAO  is  ready  to  present  their  findings  on  their  review  on  The  AVO  and  BVO 
Programs  (GAO  Code  101 052).  GAO  conducted  this  review  in  response  to  a  request  made  by  the 
House  Committee  on  Veterans'  Affairs. 


GAO’S  objectives: 


To  what  extent  did  the  Department  of  Veterans  Affairs  (VA)  use  fiscal  year  2014-2016  funding  to 
offer  the  AVO  and  BVO  programs? 

What  additional  internal  controls  has  VA  instituted  for  the  AVO  and  BVO  programs  since  2015? 


12:30  P.M.;  VACO,  Room  530 


(b)(6) 
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Upcoming  Hearings  and  Testimony  Due  to  Congress 


May  2,  2017.  The  House  Veterans'  Affairs  Committee  will  hold  a  legislative  hearing  on  a  draft  bill 
entitled  the  "Veterans  Appeals  Improvement  and  Modernization  Act."  VA  witnesses  have  not  been 
finalized. 


10:00  a.m.,  Cannon  334 


(b)(6) 


May  2,  2017.  HVAC-Health  will  conduct  an  oversight  hearing  on  lower  extremity  injuries  and  also 
discuss  H.R.  1058,  the  VA  Provider  Equity  Act  to  receive  VA  views  on  this  proposed  legislation.  VA 
received  the  invitation  letter  on  April  25,  2017. 


2:00  P.M.;  334  Cannon 


(b)(6) 


May  3,  2017.  The  House  Appropriations  VA/MilCon  Subcommittee  intends  to  hold  a  hearing  on 
VA's  FY2018  budget. 


Time  10:00  A.M.;  Location  Rayburn  2359 


POC:  Office  of  Management,  |(b)(6)  ||(b)(6) 


Testimony  Status;  in  development 


(b)(6) 


May  4,  201 7.  The  Senate  Appropriations  VA/MilCon  Subcommittee  intends  to  hold  a  hearing  on 
telehealth/telemedicine. 

Time  TBD;  Location  TBD 

POC:  Office  of  Management 

Testimony  Status;  in  development 


May  10,  2017.  SVAC  will  have  an  oversight  hearing  on  VA's  Choice  Program  and  the  Future  of 
Choice  and  care  in  the  community.  The  committee  has  asked  Secretary  Shulkin  to  be  VA's  lead 
witness. 


2:30  P.M.,  418  Russell  Senate  Office  Building 


POC: 
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May  11, 2017.  The  Senate  Appropriations  VA/MilCon  Subcommittee  intends  to  hold  a  hearing  on 
the  Veterans  Choice  Program  and  the  future  of  non-VA  care  after  that  program  ends. 

Time  10;30am  Location  Dirksen  124 


POC:  Office  of  Management, 


(b)(6) 


Testimony  Status;  in  development 


May  17,  2017,  SVAC  intends  to  hold  a  legislative  hearing  on  the  draft  agenda  set  out  below. 
Lead  Witness  Jennifer  S.  Lee,  M.D.,  Deputy  Under  Secretary  for  Health  For  Policy  and  Services, 
Veterans  Health  Administration.  Accompanied  by:  Margaret  Kabat,  National  Director,  Caregiver 
Support  Program,  Veterans  Health  Administration;  Jan  Frye,  Deputy  Assistant  Secretary,  Office  of 
Acquisition  and  Logistics,  Office  of  Acquisition,  Logistics,  and  Construction;  and  James  Ruhiman, 
Assistant  Director  for  Policy  &  Procedures,  Veterans  Benefit  Administration. 


2:30  P.M.;412  Russell  SOB 


POC(^HS) 


Tentative  Agenda 

S.  23,  Biological  Implant  Tracking  and  Veteran  Safety  Act  of  2017  (Cassidy,  Tester) 

S,  112,  Creating  a  Reliable  Environment  for  Veterans'  Dependents  Act  (Heller,  Murray) 

S.  324,  State  Veterans  Home  Adult  Day  Health  Care  Improvement  Act  (Hatch/Hirono,  Boozman, 
Heller,  Tillis) 

S.  543,  Performance  Accountability  and  Contractor  Transparency  Act  of  201 7  (Tester,  Murray, 
Manchin) 

S.  591,  Military  and  Veteran  Caregivers  Services  Improvement  Act  of  2017  (Murray,  Tester, 
Sanders,  Brown,  Blumenthal,  Hirono,  Manchin) 

S.  609,  Chiropractic  Care  Available  to  All  Veterans  Act  of  2017  (Moran,  Tester,  Blumenthal, 
Brown) 

S,  681,  Deborah  Sampson  Act  (Tester/Boozman,  Murray,  Blumenthal,  Brown) 

S.  764,  Veterans  Education  Priority  Enrollment  Act  of  201 7  (Brown,  Tillis) 

S.  784,  Veterans'  Compensation  Cost-of-Living  Adjustment  Act  of  2017  (Isakson/Tester) 

S.  804,  Women  Veterans  Access  to  Quality  Care  Act  (Heller) 

S.  899,  Serving  our  Rural  Veterans  Act  (Sullivan,  Tester) 

S. _ ,  Veteran  Partners'  Efforts  to  Enhance  Reintegration  Act  (Blumenthal) 

S. _ ,  Department  of  Veterans  Affairs  Veteran  Transition  Improvement  Act  (Hirono) 


Page  572  of  974 


May  24,  2017,  (Tentative).  HVAC  intends  to  hold  a  hearing  on  VA’s  FY2018  budget  request. 


Time  and  Location  TBD 
POC:  Office  of  Management 


‘POSTPONED  TBD.  The  HVAC  EO  Subcommittee  intends  to  hold  a  legislative  hearing  on  the  agenda 
set  out  below,  Curtis  Coy,  Deputy  Under  Secretary  for  Economic  Opportunity  will  be  representing  the 
VA. 


Agenda 


*H.R.  43  -  To  authorize  the  use  of  Post-9/1 1  Educational  Assistance  to  pursue  independent  study 
programs. 

*H.R.  245  -  Veterans'  Education  Equity  Act. 

*H.R.  1104  -  Veterans  To  Enhance  Studies  Through  Accessibility  Act. 

*H.R,  1 1 12  -  Shauna  Hill  Post  p/1 1  Education  Benefits  Transferability  Act. 

*H.R.  1216  -  Protecting  Veterans  From  School  Closures  Act  of  2017 
‘H.R.  1 331  -  Veterans  Success  on  Campus  Act  of  201 7. 

*H.R,  1384  -  Reserve  Component  Benefits  Parity  Act 

*H.R.  1793  -  Veteran  Education  Priority  Enrollment  Act  of  2017 

*H.R.  1956  -  To  increase  the  amounts  of  educational  assistance  payable  under  Survivors'  and 
Dependents'  Educational  Assistance  Program  of  the  Department  of  Veterans  Affairs. 

*H.R.  1989  -  Veteran  Employment  Through  Technology  Education  Courses  Act. 

*H.R.  1994  -  Vocational  Education  and  Training  Enhancement  for  Reintegration  Assistance  Now  Act 
*H.R.  2099  -  Gl  Bill  Fairness  Act  of  2017. 

*H.R.  2100  -  Work-Study  for  Student  Veterans  Act. 

*H.R.  2103  -  To  include  the  Frye  Scholarship  in  the  Yellow  Ribbon  Gl  Education  Enhancement 
Program. 

*H.R.  2108  -  Gl  Bill  STEM  Extension  Act  of  2017. 

‘Draft  Bill  -  Gl  Bill  Processing  Improvement  Act. 

‘Draft  Bill  -  To  consolidate  certain  eligibility  tiers  under  the  Post-9/11  Education  Assistance  Program  of 
the  Department  of  Veterans  Affairs. 

‘Draft  Bill  -  To  provide  for  an  election  requirement  and  reduction  in  basic  pay  for  members  of  the  Armed 
Forces  entitled  to  educational  assistance  under  Department  of  Veterans  Affairs  Post-9/1 1  Educational 
Assistance  Program. 


(b)(6) 


Member  Engagement  Requests  for  Senior  Leaders 

Sen/Rep 

Last  Name 

First  Name 
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state 


Type  of  Engagement 
Received 
Date  Scheduled 
Topic 

HVAC  Minority  Member  Retreat 


Meeting 

5/1/2017 

VA  Priorities  -  Armed  Forces  Retirement  Home  (Washington,  DC) 

Chair  Miller  Portrait  Unveiling 


Reception 

5/3/2017 

Rep 

Thompson 

Mike 

CA 

Meeting 

5/3/2017 
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Military  Veteran  Caucus 

Rep 

Kuster 

Ann  McClane 
NH 

Meeting 

5/3/2017 

Women’s  Caucus 
Sen 

Sanders 

Bernie 

VT 

Meeting 

5/4/2017 

Privatization,  Choice  Reschedule  from  3/23  and  4/6 
Sen/Rep 

Thune  Rounds  Noem 

SD 

Meeting 

5/4/2017 
Black  Hills 
Rep 
Mast 
Brian 
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FL 

Meeting 

5/23/2017 

Meet  &  Greet 

Rep 

Sablan 

Gregorio 

NMI 

Meeting 

5/23/2017 

Access  to  Care  in  the  Northern  Marianas  Islands 
Rep 

Bergman 

Jack 

Ml 

Meeting 

5/23/2017 

VA  Priorities  Rescheduled  from  3/15 
Rep 

Brownley 

Julia 

CA 

Meeting 

5/23/2017 
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VA  Priorities  -  Reschedule  from  3/15  -  Reschedule  again  due  to  HVAC  Hearing  Conflict 
Rep 

Arrington 

Jodey 

TX 

Meeting 

5/23/2017 

VA  Priorities  -  Proactive 

Gl  Film  Festival 


Reception 

5/24/2017 

Sen 

Sullivan 

Dan 

AK 

Travel 

2/1/2017 


SecVA  State  Visit  Request 
Sen 
T  ester 
Jon 
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MT 

Travel 

2/1/2017 

SecVA  State  Visit  Request 
Sen 

Manchin 

Joe 

WV 

Travel 

2/1/2017 

SecVA  State  Visit  Request 

Sen 

Daines 

Steve 

MT 

Travel 

1/25/2017 

Ft  Harrison 

Rep 

Esty 

Elizabeth 

CT 

Travel 

3/15/2017 
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Newington  &  Farmington,  CT 

Rep 

Kuster 

Ann  McClane 
NH 

Travel 

3/15/2017 

Nashau,  NH  Homelessness/Suicide 

Rep 

Bacon 

Don 

NE 

Meeting 

3/23/2017 


Omaha  Ambulatory  Care  Center 

Rep 

Kihuen 

Ruben 

NV 

Meeting 

4/4/2017 

Closure  of  Ely,  NV  Clinic 


Page  579  of  974 


Attachments: 

Stand  up  -May  l.docx  (192005  Bytes) 
imageOOl  .emz  (4088  Bytes) 
image002.png  (4841  B^des) 


Page  580  of  974 


Owner; 


/cn=recipients/cn=Ej^ 


((b)(6)  |</o=va/ou=exchanqe  administrative  group  {fydibohf23spdlt) 


Filename:  EAS 

Last  Modified:  Fri  Apr  28  15:43:30  CDT  2017 


Page  581  of  974 


Document  ID:  0.7.10678.750063-000001 


Attachment  Name:  EAS 

Locator  esa.pst  *;  \'aausdcdscw20rMS  Collections  GCLAWS  97074  VoteVets  Action  Fundv.  VA'Batch  1  Online  David 

SlmIkmVACODJSLpst:00000000dddld847dc44de4ebb65729b0dd7de5da4832b00; 

C0700683cdc278f39a0dbb626a7079f28391ea23c92fbal3443cd8d8e478abadfl3ac 

Reasoa-  :  This  ffle  is  empt>'  (i.e..  its  lengdi  is  zero  b>tes) 


Page  582  of  974 


From: 


To; 

Cc: 

Bcc: 

Subject: 

Date: 

Attachments; 


(bK6) 


/o=va/ou=exchange 


aumtiiibiiaiive  group  _ 

(fydibohf23spdlt)/cn=recipients/cn=|(b^ 


Morning  Report  4/24/2017 
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EAS 


All, 


Attached  is  the  Morning  Report  for  Monday,  April  24,  2017.  This  document  is  for  internal  use  only. 


(b)(6) 

Program  Analyst,  Corporate  Enterprise 
Office  of  Congressional  and  Legislative  Affairs 
Department  of  Veterans  Affairs 
810  Vermont  Ave.,  NW 


Desk:  tb)(6) 


Secretary's  Morning  Report 

Prepared  by  the  Office  of  Congressional  &  Legislative  Affairs 
Monday,  April  24,  2017 
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Hot  Issues 


April  28,  2017.  HVAC  Ranking  Member  Walz  and  committee  members  Representatives  Kuster, 
Takano,  Brownley,  and  O'Rourke,  along  with  Representatives  Connolly  (VA)  and  Holmes  Norton  (DC) 
will  visit  DC  VA  Medical  Center  for  a  walking  tour  and  an  update  on  VA's  response  to  the  IG  Report  on 
Health  Care  Inspection  at  the  Medical  Center. 


8;00-10:00  A.M.;  DC  VAMC 


(b)(6) 


Emerging 


None 


Congressional  Letters  and  Meeting  Requests  Received 


April  20,  2017.  Sen  Tammy  Baldwin  (D-WI)  expressed  support  for  BraveHearts’  grant  application, 
o  Received  April  21, 2017;  VAIQ  7791103. 


April  20,  2017.  Sens  Patty  Murray  (D-WA),  Maria  Cantwell  (D-WA)  and  Reps  (Denny  Heck  (D- 
WA),  and  Derek  Kilmer  (D-WA)  expressed  support  for  Metro  Parks  Tacoma's  grant  application. 

o  Received  April  21, 2017;  VAIQ  7791101. 


Friday,  April  21, 2017  Events 


April  20,  2017.  SVAC  staff  members  Jillian  Workman  and  Eric  Gardiner  traveled  to  VA’s  National 
Center  on  Homelessness  Among  Veterans  and  the  Corporal  Michael  J.  Crescenz  VA  Medical  Center  in 
Philadelphia,  PA  to  conduct  routine  oversight. 


(b)(6) 
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Summary:  The  staff  first  received  a  brief  from  the  National  Center  on  Homelessness  (NCHV)  on  the 
organization's  mission,  history,  structure,  policy  impacts  and  future  directions.  The  staff  was  particularly 
interested  in  the  NCHV's  pilot  programs  and  any  expansion  efforts  that  could  include  Montana  and 
Georgia.  NCHV  also  explained  they  were  moving  towards  exploring  certificate  program  possibilities, 
applying  research  findings  in  the  field  and  assuring  collaboration  between  federal  and  non-federal 
homeless  providers. 


After  the  brief  by  NCHV,  the  staff  received  an  overview  and  discussed  care  in  the  community  with  the 
facility's  leadership.  The  facility's  leader  explained  that  of  the  74,801  pending  appointments  for  PVAMC 
and  surrounding  CBOCs,  95.5%  of  all  appointments  are  scheduled  within  30  days  of  the  patient's 
desired  date.  The  facility  at  the  staffs  request  discussed  barriers  in  the  Choice  program  including  the 
types  of  complaints  they  sent  to  HealthNet.  The  Committee  requested  a  breakdown  of  the  complaints 
issued  to  HealthNet.  The  staff  also  toured  the  Scheduling  Call  Center,  Emergency  Department, 
Behavioral  Health  Department  and  Women's  Clinic.  The  staff  was  impressed  by  the  tour  and  expressed 
interest  in  having  Senator  Tester  attend  the  Women  Veteran’s  Health  Center  Dedication  on  May  5th, 
2017. 


*April  21, 2017.  Craig  Robinson,  ADAS  for  National  Healthcare  Acquisitions;  Steve  Thomas,  Director, 
National  Contracting  Service,  90N-P,  Office  of  Acquisition  &  Logistics  and  John  DuFon,  Chief  Logistics 
Officer,  VHA  briefed  HVAC  O&l  Contracts  Investigator,  Bill  Mallison,  on  the  procurement  of  High  Tech 
Medical  Equipment. 


1 1 :00  A.M.;  Teleconference 


(b)(6) 


Summary:  HVAC  staff  reiterated  its  concern  regarding  the  process  by  which  the  NAC  purchases  high 
tech  medical  equipment  for  VHA  facilities  in  the  wake  of  last  year’s  SCOTUS  decision  on 
Kingdomware.  The  staff  inquired  about  the  delays  with  the  Consolidation  RFQ  originally  scheduled  for 
2016  and  asked  to  review  the  business  case  for  award.  VA  staff  provided  an  update  on  the  schedule 
and  explained  the  business  case  is  still  in  development. 


GAO  Activities 
Entrance  Conference 


April  21 ,  2017.  GAO  presented  its  findings  on  Federal  Government  Efforts  to  Reduce  the  Use  of 
Social  Security  Numbers  (GAO  job  code  100830).  GAO  conducted  this  review  in  response  to  a  request 
made  by  the  Chair  of  the  House  Committee  on  Oversight  and  Government  Reform  and  the  Chair  of  the 
Subcommittee  on  Social  Security  from  the  House  Committee  on  Ways  and  Means. 

GAO’s  objectives  were  to  examine: 

To  what  extent  have  agencies  developed  and  executed  plans  to  eliminate  the  use  and  display  of 
SSNs? 

What  government-wide  initiatives  have  been  undertaken  to  assist  agencies  in  eliminating  their 
unnecessary  use  of  SSNs  and  what  have  been  their  results? 
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What  remaining  challenges  have  agencies  identified  to  reducing  the  continued  use  of  SSNs  as 
personal  identifiers? 

Summary:  GAO  provided  a  statement  of  facts  prior  to  the  meeting  that  was  discussed  at  a  high  level. 
GAO  anticipates  providing  its  draft  report  late  May  2017  and  allowing  30  days  to  comment.  GAO  stated 
they  do  not  anticipate  making  any  recommendations  to  VA. 


GAO  anticipates  issuing  their  final  report  by  August  2017. 


Look  Ahead-  Monday,  April  24,  2017 


April  24,  2017.  Ron  Burke,  Assistant  Under  Secretary  for  Field  Operations  VBACO,  Eric  Mandle, 
Consultant,  Compensation  Service,  VBA  and  Brad  Flohr,  Senior  Advisor  for  Compensation  Service, 
VBA  will  speak  with  Mr.  Chad  Sydnor  and  staff  members  from  Sen.  Burr's(NC)  office  regarding  status 
update  on  Camp  Lejeune  process  of  claims  and  benefits. 


2:00  P.M. 


POC: 


April  24,  2017.  Representatives  of  the  Board  of  Veterans  Appeals  and  the  Veterans  Benefits 
Administration,  as  well  as  staff  from  the  Office  of  Management,  meet  with  Senate  Veterans  Affairs 
Committee  and  Senate  MilConA/A  Appropriations  Committee  staff  regarding  appeals  modernization 
legislation. 


4:00  P.M.;  418  Russell 


(b)(6) 


April  24,  2017.  Representatives  of  the  Board  of  Veterans  Appeals  and  the  Veterans  Benefits 
Administration  will  meet  with  Senate  Veterans  Affairs  Committee  and  House  Veterans'  Disability 
Assistance  and  Memorial  Affairs  Majority  staff  regarding  appeals  modernization  legislation,  including  a 
planned  May  2  House  Veterans'  Affairs  Committee  hearing  on  that  topic. 

5:15  P.M.;  338  Cannon 


(b)(6) 


Upcoming  Hearings  and  Testimony  Due  to  Congress 


*POSTPONED  TBD.  The  HVAC  EO  Subcommittee  intends  to  hold  a  legislative  hearing  on  the  agenda 


Page  586  of  974 


set  out  below,  Curtis  Coy,  Deputy  Under  Secretary  for  Economic  Opportunity  will  be  representing  the 
VA. 


Agenda 


*H.R.  43  -  To  authorize  the  use  of  Post-9/1 1  Educational  Assistance  to  pursue  independent  study 
programs. 

*H.R,  245  -  Veterans'  Education  Equity  Act. 

*H.R.  1104  -  Veterans  To  Enhance  Studies  Through  Accessibility  Act. 

*H.R.  1 1 12  -  Shauna  Hill  Post  p/1 1  Education  Benefits  Transferability  Act. 

*H.R.  1216  -  Protecting  Veterans  From  School  Closures  Act  of  2017 
*H.R.  1331  -  Veterans  Success  on  Campus  Act  of  2017. 

*H.R.  1384  -  Reserve  Component  Benefits  Parity  Act 

*H.R.  1793  -  Veteran  Education  Priority  Enrollment  Act  of  2017 

*H.R.  1956  -  To  increase  the  amounts  of  educational  assistance  payable  under  Survivors'  and 
Dependents'  Educational  Assistance  Program  of  the  Department  of  Veterans  Affairs. 

*H.R.  1989  -  Veteran  Employment  Through  Technology  Education  Courses  Act. 

*H.R.  1994  -  Vocational  Education  and  Training  Enhancement  for  Reintegration  Assistance  Now  Act 
*H.R,  2099  -  Gl  Bill  Fairness  Act  of  2017. 

*H.R.  2100  -  Work-Study  for  Student  Veterans  Act. 

*H.R.  2103  -  To  include  the  Frye  Scholarship  in  the  Yellow  Ribbon  Gl  Education  Enhancement 
Program. 

*H.R.  2108 -Gl  Bill  STEM  Extension  Act  of  201 7. 

*Draft  Bill  -  Gl  Bill  Processing  Improvement  Act. 

*Draft  Bill  -  To  consolidate  certain  eligibility  tiers  under  the  Post-9/11  Education  Assistance  Program  of 
the  Department  of  Veterans  Affairs. 

‘Draft  Bill  -  To  provide  for  an  election  requirement  and  reduction  in  basic  pay  for  members  of  the  Armed 
Forces  entitled  to  educational  assistance  under  Department  of  Veterans  Affairs  Post-9/1 1  Educational 
Assistance  Program. 


POC: 


(b)(6) 


April  26,  2017.  The  Senate  Homeland  Security  and  Governmental  Affairs  Committee  intends  to 
hold  a  hearing  on  construction  of  VA  medical  facilities. 


10:00  A.M.,  342  Dirksen. 


(b)(6) 


April  27,  2017.  The  Senate  Appropriations  VA/MilCon  Subcommittee  intends  to  hold  a  hearing 
on  VA's  suicide  prevention  efforts. 

Time  10:30  A.M.;  Location  Dirksen  124 


POC:  Office  of  Management,  |(b)(6)  ]|(b)(6)  |  -1(b)(6) 
Testimony  Status:  in  development 
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May  2,  2017.  The  House  Veterans'  Affairs  Committee  will  hold  a  legislative  hearing  on  a  draft  bill 
entitled  the  "Veterans  Appeals  Improvement  and  Modernization  Act."  VA  witnesses  have  not  been 
finalized. 


10:00  a.m.,  Cannon  334 


POC: 


(b)(6) 


May  3,  2017.  The  House  Appropriations  VA/MilCon  Subcommittee  intends  to  hold  a  hearing  on 
VA's  FY2018  budget. 

Time  10:00  A.M.;  Location  Rayburn  2359 


POC:  Office  of  Management,  |(b)(6)  ||(b)(6)  |  ^ 
Testimony  Status:  in  development 


{b)(6) 


May  4,  201 7.  The  Senate  Appropriations  VA/MilCon  Subcommittee  intends  to  hold  a  hearing  on 
telehealth/telemedicine. 

Time  TBD.;  Location  TBD 

POC:  Office  of  Management 

Testimony  Status:  in  development 


May  10,  2017.  SVAC  will  have  an  oversight  hearing  on  VA's  Choice  Program  and  the  Future  of 
Choice  and  care  in  the  community.  The  committee  has  asked  Secretary  Shulkin  to  be  VA's  lead 
witness. 


2:30  P.M.,  418  Russell  Senate  Office  Building 


POC:  :t>)(6) 


May  11, 2017.  The  Senate  Appropriations  VA/MilCon  Subcommittee  intends  to  hold  a  hearing  on 
the  Veterans  Choice  Program  and  the  future  of  non-VA  care  after  that  program  ends. 

Time  10:30am  Location  Dirksen  124 


POC:  Office  of  Management,  |(b)(6)  |[(bK6)|  '|.:b)(6) 
Testimony  Status:  in  development 


May  17,  2017.  SVAC  intends  to  hold  a  legislative  hearing  on  the  draft  agenda  set  out  below. 
Lead  Witness  Jennifer  S,  Lee,  M.D.,  Deputy  Under  Secretary  for  Health  For  Policy  and  Services, 
Veterans  Health  Administration.  Accompanied  by:  Margaret  Kabat,  National  Director,  Caregiver 
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Support  Program,  Veterans  Health  Administration;  Jan  Frye,  Deputy  Assistant  Secretary,  Office  of 
Acquisition  and  Logistics,  Office  of  Acquisition,  Logistics,  and  Construction;  and  James  Ruhiman, 
Assistant  Director  for  Policy  &  Procedures,  Veterans  Benefit  Administration. 

2:30  P.M.;  412  Russell  SOB 


P0C:(t>)t6i 


Tentative  Agenda 

S,  23,  Biological  Implant  Tracking  and  Veteran  Safety  Act  of  2017  (Cassidy,  Tester) 

S.  112,  Creating  a  Reliable  Environment  for  Veterans'  Dependents  Act  (Heller,  Murray) 

S.  324,  State  Veterans  Home  Adult  Day  Health  Care  Improvement  Act  (Hatch/Hirono,  Boozman, 
Heller,  Tillis) 

S.  543,  Performance  Accountability  and  Contractor  Transparency  Act  of  201 7  (Tester,  Murray, 
Manchin) 

S.  591,  Military  and  Veteran  Caregivers  Services  Improvement  Act  of  2017  (Murray,  Tester, 
Sanders,  Brown,  Blumenthal,  Hirono,  Manchin) 

S.  609,  Chiropractic  Care  Available  to  All  Veterans  Act  of  2017  (Moran,  Tester,  Blumenthal, 
Brown) 

S.  681,  Deborah  Sampson  Act  (Tester/Boozman,  Murray,  Blumenthal,  Brown) 

S.  764,  Veterans  Education  Priority  Enrollment  Act  of  2017  (Brown,  Tillis) 

S.  784,  Veterans'  Compensation  Cost-of-Living  Adjustment  Act  of  2017  (Isakson/Tester) 

S.  804,  Women  Veterans  Access  to  Quality  Care  Act  (Heller) 

S.  899,  Serving  our  Rural  Veterans  Act  (Sullivan,  Tester) 

S. _ ,  Veteran  Partners'  Efforts  to  Enhance  Reintegration  Act  (Blumenthal) 

S. _ ,  Department  of  Veterans  Affairs  Veteran  Transition  Improvement  Act  (Hirono) 

May  24,  2017.  (tentative).  HVAC  intends  to  hold  a  hearing  on  VA's  FY2018  budget  request. 
Time  and  Location  TBD 
POC:  Office  of  Management 

Member  Engagement  Requests  for  Senior  Leaders 
Sen/Rep 
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Last  Name 


First  Name 
State 

Type  of  Engagement 

Received 

Date  Scheduled 

Topic 

Rep 

Bergman 

Jack 

Ml 

Meeting 

4/27/2017 

VA  Priorities  Rescheduled  from  3/15 

Rep 

Mast 

Brian 

FL 

Meeting 


4/27/2017 

Meet  &  Greet 

Rep 

Sablan 

Gregorio 

NMI 

Meeting 
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4/27/2017 


Access  to  Care  in  the  Northern  Marianas  Islands 
Rep 

Arrington 

Jodey 

TX 

Meeting 

4/27/2017 

VA  Priorities  -  Proactive 

HVAC  Minority  Member  Retreat 


Meeting 


5/1/2017 

VA  Priorities  -  Armed  Forces  Retirement  Home  {Washington,  DC) 

Chair  Miller  Portrait  Unveiling 


Reception 


5/3/2017 


Rep 
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Thompson 

Mike 

CA 

Meeting 

5/3/2017 

Military  Veteran  Caucus 

Rep 

Kuster 

Ann  McClane 
NH 

Meeting 


5/3/2017 
Womens  Caucus 
Sen 

Sanders 

Bernie 

VT 

Meeting 


5/4/2017 

Privatization,  Choice  Reshedule  from  3/23  and  4/6 
Sen/Rep 

Thune  Rounds  Noem 

SD 

Meeting 
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5/4/2017 


Black  Hills 


Gl  Film  Festival 


Reception 

5/24/2017 

Rep 

Brownley 

Julia 

CA 

Meeting 

3/28/2017 


VA  Priorities  -  Reschedule  from  3/15  -  Reschedule  again  due  to  HVAC  Hearing  Conflict 
Sen 

Sullivan 

Dan 

AK 

Travel 

2/1/2017 

SecVA  State  Visit  Request 
Sen 
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Tester 


Jon 

MT 

Travel 

2/1/2017 

SecVA  State  Visit  Request 
Sen 

Manchin 

Joe 

WV 

Travel 

2/1/2017 

SecVA  State  Visit  Request 

Sen 

Daines 

Steve 

MT 

Travel 

1/25/2017 

Ft  Harrison 

Rep 

Esty 

Elizabeth 

CT 

Travel 
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3/1 5/2017 


Newington  &  Farmington,  CT 

Rep 

Kuster 

Ann  McClane 
NH 

Travel 
3/1 5/2017 

Nashau,  NH  Homelessness/Suicide 

Rep 

Bacon 

Don 

NE 

Meeting 

3/23/2017 


Omaha  Ambulatory  Care  Center 

Rep 

Kihuen 

Ruben 

NV 

Meeting 

4/4/2017 


Closure  of  Ely,  NV  Clinic 
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Attachments: 

Stand  up  -April  24.docx  {191678  Bytes) 
imageOOI.emz  (4118  Bytes) 
image002.png  (4725  Bytes) 
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From: 


To; 

Cc: 

Bcc: 

Subject: 

Date: 

Attachments; 


(b)(6) 


_</o=va/ou=exchange 


administrative  group 
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Morning  Report  4/21/2017 
Thu  Apr  20  2017  15:56:58  CDT 
EAS 


All, 


Attached  is  the  Morning  Report  for  Friday,  April  21, 2017.  This  document  is  for  internal  use  only. 


(b)(6) 


Program  Analyst,  Corporate  Enterprise 
Office  of  Congressional  and  Legislative  Affairs 
Department  of  Veterans  Affairs 
810  Vermont  Ave.,  NW 


Desk:  (b)(6) 


Secretary's  Morning  Report 

Prepared  by  the  Office  of  Congressional  &  Legislative  Affairs 
Friday,  April  21, 2017 
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Hot  Issues 


None 

Emerging 

None 

Congressional  Letters  and  Meeting  Requests  Received 

‘April  5,  2017.  Sen.  Lindsey  Graham  (R-SC)  expressed  support  of  the  nomination  of  LaDonna  Ryggs. 
‘Received  April  20,  2017;  VAIQ  7790162. 

‘April  17,  2017.  Rep.  Walter  Jones  (R-NC)  passed  on  concerns  regarding  information  giving  to  him  by  a 
Veteran  constituent. 

‘Received  April  20.  2017;  VAIQ  7790842. 

‘April  18,  207.  Rep.  John  Ratcliffe  (R-TX)  expressed  concern  in  VA's  handling  of  Veterans  seeking 
organ  transplants. 

‘Received  April  20,  2017;  VAIQ  7790378. 

‘April  19,  2017.  Ranking  Member  Ann  Kuster  {HVAC  O&l)  requested  information  regarding  logistical 
services  at  the  DC  VAMC. 

‘Received  April  20,  2017;  VAIQ  7790789. 

‘April  20,  2017.  Rep.  Frank  LoBiondo  (R-NJ)  requested  consideration  for  a  CBOC  in  his  district. 
‘Received  April  20,  2017;  VAIQ  7790831. 

Thursday,  April  20,  2017  Events 
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April  19,  2017.  Ms,  Gloria  A.  Williams,  Director  External  Accreditation  Programs,  spoke  with  Ms. 
Tamara  Bonzanto,  HVAC-O&I  concerning  how  the  Veterans  Health  Administration  tracks  and  utilizes 
information  from  Joint  Commission  reports  to  improve  VA's  health  care  system. 

2:00 
POC 


Summary:  Ms.  Tamara  Bonzanto,  HVAC-O&I  requested  a  call  with  VA's  liaison  with  the  Joint 
Commission  (JC).  Ms.  Bonzanto  mentioned  a  recent  site  visit  to  the  DC  VA  medical  center  and 
concern  after  learning  JC  and  VA's  Office  of  Inspector  General  (OIG)  were  on  site  at  the  same  time  but 
reported  differing  assessments  of  the  facility,  Ms.  Williams  described  her  roles  and  where  the  External 
Accreditation  Program  office  sits  within  VHA.  Dr.  Shereef  Elnahal,  Assistant  Deputy  Under  Secretary 
for  Quality  Safety  and  Value,  also  was  on  line.  Ms.  Williams  explained  that  as  VA's  JC  Liaison  she  has 
access  to  ExtraNet  were  JC  posts  its  survey  reports  in  real  time  and  how  this  information  is  information 
is  then  aggregated  and  disseminated  to  facilities,  VISNs  and  VHA  Program  Offices  and  Operations. 

Ms.  Williams  also  explained  that  while  JC  conducts  triennial  reviews,  JC  visits  are  unannounced  and 
are  of  a  more  limited  scope  than  an  OIG  investigation.  In  recent  months  staff  has  been  tasked  to  cross 
check  JC  survey  reports  with  OIG,  Government  Accountability  Office  and  other  quality  and  safety 
reviews,  Ms.  Bonzanto  expressed  concern  whether  JC  was  looking  at  the  right  things.  Ms.  Bonzanto 
asked  to  see  a  copy  of  the  monthly  report  for  December  2016,  which  would  incorporate  the  findings 
from  the  full  year. 


P.M.;  Teleconference 

(b)(6) 


April  19,  2017.  Danny  Devine,  Deputy  Director  of  Policy  and  Procedures,  Compensation  Service, 
VBA;  Johnathan  Huges,  Chief,  Compensation  Service,  VBA  and  Roberta  Lowe,  Acting  Director,  DMC, 
briefed  SVAC  minority  staff  and  members  of  Sen.  Tester's  staff  on  VA's  debt  management  and 
reimbursement  process . 


4:00  P.M.;  teleconference 


POC: 


.  {b)(6) 


Summary:  The  intent  of  this  briefing  was  to  a  general  overview  regarding  how  debt  are  incurred  and  the 
reimbursement  process.  SVAC  staff  only  expressed  an  interest  in  the  number  of  debt  notification  letters 
sent  to  Veterans;  staff  inquired  why  two  letters  must  be  sent  vice  one  letter  including  the  information 
provided  on  the  second  letter. 


April  20,  2017.  Greg  Giddens,  Executive  Director,  OALC  met  with  SVAC  Minority  Staff  Member, 
Jon  Coen,  to  discuss  acquisition  and  procurement  programs. 


11:00  A.M.;  825A  Hart 


(b)(6) 


Summary:  This  cordial  meeting  was  purposed  to  be  an  introductory  call  by  Mr.  Giddens  for  Mr.  Coen 
and  Mr.  Coon  who  are  both  new  to  the  committee  staff.  Mr.  Giddens  provided  a  high-level  overview  of 
various  efforts  within  OALC  to  improve  VA’s  supply  chain  management  and  acquisition  workforce. 
Other  topics  included  VA's  relationship  with  the  U.S.  Army  Corp  of  Engineers,  changes  in  construction 
management,  and  leasing.  Mr.  Giddens  also  provided  information  on  his  new  assignment  leading  the 
Office  of  Modernization 
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April  20,  2017.  Penny  Nechanicky,  National  Director  of  Prosthetic  and  Sensory  Aids  Service;  and 
Ricky  Lemmon,  Acting  Chief  Procurement  and  Logistics  Officer;  briefed  Rep,  Jack  Berman’s  office  on 
VA's  Prosthetic  and  Sensory  Aids  Service  and  prosthetic  device  over  $3500  which  must  be  purchased 
through  an  acquisition  plan. 


12:30  P.M.;  Teleconference 


POC: 


(b)(6) 


Summary:  This  was  an  information  briefing  to  provide  basic  information  on  the  Prosthetic  and  Sensory 
Aids  Service  (PSAS)  and  to  convey  specific  information  on  the  prosthetic  appliance  acquisition 
process.  PSAS  provides  medically  appropriate  equipment,  supplies  and  services  that  optimize 
Veterans  health  and  independence.  Ms.  Nechanicky  told  him  that  prosthetics  in  VA  is  much  larger  than 
in  the  community  and  includes  assistance  ranging  from  vision,  hearing,  speech/language,  swallowing, 
cognitive  impairment,  to  TBI  and  more.  Approximately  52  percent  of  all  Veterans  enrolled  in  VHA 
healthcare  receive  PSAS  items.  In  FY  2016,  PSAS  provided  20,001,226  items  /  devices  to  more  3.3 
million  Veterans.  Ninety-seven  percent  of  all  PSAS  items  provided  are  below  the  Micro-Purchase 
Threshold  level  which  is  $3500.  Mr.  Rick  Lemmon  delineated  the  Federal  Acquisition  Regulation  (FAR) 
requirements  and  discussed  the  timeline  and  process  to  obtain  a  prosthetic  device  over  $3500  which 
must  be  purchased  by  a  warranted  contracting  officer  through  an  acquisition  plan.  Other  discussion 
included:  that  VA  is  working  to  put  items/devices  on  contract  so  we  know  the  Veteran  gets  a  high  quality 
product  at  a  good  price  as  quickly  as  possible;  that  all  requests  begin  when  the  Veteran  sees  a  clinical 
provider  who  them  writes  a  prescription  to  PSAS  for  a  clinically  appropriate  device;  and  the  timelines  for 
the  devices  when  below  and  when  above  the  $3500  threshold. 


Look  Ahead-  Friday,  April  21, 2017 


April  21, 2017.  Craig  Robinson,  ADAS  for  National  Healthcare  Acquisitions;  Steve  Thomas, 
Director,  National  Contracting  Service,  90N-P,  Office  of  Acquisition  &  Logistics  and  John  DuFon,  Chief 
Logistics  Officer,  VHA  will  brief  HVAC  staff  on  the  procurement  of  High  Tech  Medical  Equipment. 


1 1 :00  A.M.;  Teleconference 


POC:  (b)(6) 


Upcoming  Hearings  and  Testimony  Due  to  Congress 


April  26,  2017.  The  HVAC  EO  Subcommittee  will  intends  to  hold  a  legislative  hearing  on  the 
agenda  set  out  below.  Curtis  Coy,  Deputy  Under  Secretary  for  Economic  Opportunity  will  be 
representing  the  VA. 


Agenda 

o  H.R.  43  -  To  authorize  the  use  of  Post-9/1 1  Educational  Assistance  to  pursue  independent  study 
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programs. 

o  H.R.  245  -  Veterans'  Education  Equity  Act. 

o  H.R.  1 104  -  Veterans  To  Enhance  Studies  Through  Accessibility  Act. 

0  H.R,  1 112  -  Shauna  Hil!  Post  p/1 1  Education  Benefits  Transferability  Act. 
o  H.R.  1216  -  Protecting  Veterans  From  School  Closures  Act  of  2017 
o  H.R.  1331  -  Veterans  Success  on  Campus  Act  of  2017. 

0  H.R,  1384  -  Reserve  Component  Benefits  Parity  Act 
o  H.R.  1793  -  Veteran  Education  Priority  Enrollment  Act  of  2017 

o  H.R.  1956  -  To  increase  the  amounts  of  educational  assistance  payable  under  Survivors'  and 
Dependents'  Educational  Assistance  Program  of  the  Department  of  Veterans  Affairs. 

o  H.R.  1989  -  Veteran  Employment  Through  Technology  Education  Courses  Act. 

o  H.R.  1994  -  Vocational  Education  and  Training  Enhancement  for  Reintegration  Assistance  Now  Act 

0  H.R,  2099  -  Gl  Bill  Fairness  Act  of  2017. 

o  H.R.  2100  -  Work-Study  for  Student  Veterans  Act. 

o  H.R.  2103  -  To  include  the  Frye  Scholarship  in  the  Yellow  Ribbon  Gl  Education  Enhancement 
Program. 

o  Draft  Bill  -  Gl  Bill  Processing  Improvement  Act. 
o  Draft  Bill  -  Gl  Bill  STEM  Extension  Act  of  201 7. 

0  Draft  Bill  -  To  consolidate  certain  eligibility  tiers  under  the  Post-9/1 1  Education  Assistance  Program 
of  the  Department  of  Veterans  Affairs. 

o  Draft  Bill  -  To  provide  for  an  election  requirement  and  reduction  in  basic  pay  for  members  of  the 
Armed  Forces  entitled  to  educational  assistance  under  Department  of  Veterans  Affairs  Post-9/1 1 
Educational  Assistance  Program. 

10:00  A.M.;  Cannon  334 

POC: 


(b)(6) 


April  26,  2017  POSTPONED  to  May  17,  2017.  SVAC  intends  to  hold  a  legislative  hearing  on  the 
draft  agenda  set  out  below.  Lead  Witness  Jennifer  S.  Lee,  M.D.,  Deputy  Under  Secretary  for  Health  For 
Policy  and  Services,  Veterans  Health  Administration.  Accompanied  by:  Margaret  Kabat,  National 
Director,  Caregiver  Support  Program,  Veterans  Health  Administration;  Jan  Frye,  Deputy  Assistant 
Secretary,  Office  of  Acquisition  and  Logistics,  Office  of  Acquisition,  Logistics,  and  Construction;  and 
James  Ruhiman,  Assistant  Director  for  Policy  &  Procedures,  Veterans  Benefit  Administration. 

2:30  P.M.;  412  Russell  SOB 
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(b)(6) 


Tentative  Agenda 

S.  23,  Biological  Innplant  Tracking  and  Veteran  Safety  Act  of  2017  (Cassidy,  Tester) 

S.  112,  Creating  a  Reliable  Environment  for  Veterans'  Dependents  Act  (Heller,  Murray) 

S.  324,  State  Veterans  Home  Adult  Day  Health  Care  Improvement  Act  (Hatch/Hirono,  Boozman, 
Heller.  Tillis) 

S.  543,  Performance  Accountability  and  Contractor  Transparency  Act  of  201 7  (Tester,  Murray, 
Manchin) 

S.  591 ,  Military  and  Veteran  Caregivers  Services  Improvement  Act  of  201 7  (Murray,  Tester, 
Sanders,  Brovwn,  Blumenthal,  Hirono,  Manchin) 

S.  609,  Chiropractic  Care  Available  to  All  Veterans  Act  of  2017  (Moran,  Tester,  Blumenthal, 
Brown) 

S.  681,  Deborah  Sampson  Act  (Tester/Boozman,  Murray,  Blumenthal,  Brown) 

S.  764,  Veterans  Education  Priority  Enrollment  Act  of  2017  (Brown,  Tillis) 

S.  784,  Veterans'  Compensation  Cost-of-Living  Adjustment  Act  of  2017  (Isakson/Tester) 

S.  804,  Women  Veterans  Access  to  Quality  Care  Act  (Heller) 

S.  899,  Serving  our  Rural  Veterans  Act  (Sullivan,  Tester) 

S. _ ,  Veteran  Partners'  Efforts  to  Enhance  Reintegration  Act  (Blumenthal) 

S. _ ,  Department  of  Veterans  Affairs  Veteran  Transition  Improvement  Act  (Hirono) 


April  26,  2017.  The  Senate  Homeland  Security  and  Governmental  Affairs  Committee  intends  to 
hold  a  hearing  on  construction  of  VA  medical  facilities. 

10:00  A.M.,  342  Dirksen. 


(b){6) 


April  27.  2017.  The  Senate  Appropriations  VA/MilCon  Subcommittee  intends  to  hold  a  hearing 
on  VA's  suicide  prevention  efforts. 

Time  10:30  A.M.;  Location  Dirksen  124 


POC:  Office  of  Management,  p)(6)  |  |(b)(6)  |  'i  :b)(6) 
Testimony  Status:  in  development 
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May  2,  2017  (tentative).  HVAC  intends  to  hold  a  legislative  hearing  on  appeals  modernization 
legislation,  VA  has  not  received  an  invitation  nor  a  draft  bill.  VA  witnesses  have  not  been  established. 


Time  TBD,;  Location  TBD 
POC: 


{b)(6) 


May  3,  2017.  The  House  Appropriations  VA/MilCon  Subcommittee  intends  to  hold  a  hearing  on 
VA's  FY2018  budget. 


Time  10:00  A,M.;  Location  Rayburn  2359 


POC:  Office  of  Management,  p)(S)  [pHS) 
Testimony  Status;  in  development 


1.:b)(6) 


May  4,  2017.  The  Senate  Appropriations  VA/MilCon  Subcommittee  intends  to  hold  a  hearing  on 
telehealth/telemedicine. 

Time  TBD.;  Location  TBD 

POC:  Office  of  Management 

Testimony  Status;  in  development 


May  10,  2017.  SVAC  will  have  an  oversight  hearing  on  VA's  Choice  Program  and  the  Future  of 
Choice  and  care  in  the  community.  The  committee  has  asked  Secretary  Shulkin  to  be  VA's  lead 
witness. 


2:30  P.M.,  418  Russell  Senate  Office  Building 


POC 


(b)(6) 


May  11, 2017.  The  Senate  Appropriations  VA/MilCon  Subcommittee  intends  to  hold  a  hearing  on 
the  Veterans  Choice  Program  and  the  future  of  non-VA  care  after  that  program  ends. 

Time  10:30am  Location  Dirksen  124 


POC:  Office  of  Management,  |(b)(6)  1 1(b)(6)  |  i|(b)(6) 
Testimony  Status;  in  development 


May  24,  2017,  (tentative).  HVAC  intends  to  hold  a  hearing  on  VA's  FY2018  budget  request. 
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Time  and  Location  TBD 


POC:  Office  of  Management 

Member  Engagement  Requests  for  Senior  Leaders 

Sen/Rep 

Last  Name 

First  Name 

State 

Type  of  Engagement 

Received 

Date  Scheduled 

Topic 

Rep 

Bergman 

Jack 

Ml 

Meeting 

4/27/2017 

VA  Priorities  Rescheduled  from  3/15 

Rep 

Mast 

Brian 

FL 

Meeting 

4/27/2017 
Meet  &  Greet 
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Rep 

Sablan 

Gregorio 

NMI 

Meeting 

4/27/2017 

Access  to  Care  in  the  Northern  Marianas  Islands 
Rep 

Arrington 

Jodey 

TX 

Meeting 


4/27/2017 

VA  Priorities  -  Proactive 

HVAC  Minority  Member  Retreat 


Meeting 

5/1/2017 

VA  Priorities  -  Armed  Forces  Retirement  Home  {Washington,  DC) 

Chair  Miller  Portrait  Unveiling 
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Reception 


5/3/2017 

Rep 

Thompson 

Mike 

CA 

Meeting 


5/3/2017 

Military  Veteran  Caucus 

Rep 

Kuster 

Ann  McClane 
NH 

Meeting 

5/3/2017 
Womens  Caucus 
Sen 

Sanders 

Bernie 

VT 

Meeting 

5/4/2017 

Privatization,  Choice  Reshedule  from  3/23  and  4/6 
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Sen/Rep 

Thune  Rounds  Noem 

SD 

Meeting 

5/4/2017 
Black  Hills 

Gl  Film  Festival 


Reception 

5/24/2017 

Rep 

Brownley 

Julia 

CA 

Meeting 

3/28/2017 

VA  Priorities  -  Reschedule  from  3/15  -  Reschedule  again  due  to  HVAC  Hearing  Conflict 
Sen 

Sullivan 

Dan 

AK 
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Travel 


2/1/2017 

SecVA  State  Visit  Request 

Sen 

T  ester 

Jon 

MT 

Travel 

2/1/2017 


SecVA  State  Visit  Request 
Sen 

Manchin 

Joe 

WV 

Travel 

2/1/2017 

SecVA  State  Visit  Request 

Sen 

Daines 

Steve 

MT 

Travel 

1/25/2017 

Ft  Harrison 
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Rep 


Esty 

Elizabeth 

CT 

Travel 

3/15/2017 

New/ington  &  Farmington,  CT 

Rep 

Kuster 

Ann  McClane 
NH 

Travel 
3/1 5/2017 

Nashau,  NH  Homelessness/Suicide 

Rep 

Bacon 

Don 

NE 

Meeting 

3/23/2017 

Omaha  Ambulatory  Care  Center 

Rep 

Kihuen 

Ruben 

NV 
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Meeting 

4/4/2017 


Closure  of  Ely,  NV  Clinic 


Attachments: 

Stand  up  -April  21.docx  (191054  Bytes) 
imageOOI.emz  (3766  Bytes) 
image002.png  (4826  Bytes) 


Page  612  of  974 


Owner; 

/cn=recipients/cn= 

Filename: 

Last  Modified: 


1(b)(6)  11(b)(6)  I  </Q=va/ou=exchange  administrative  group  {fydibohf23spdlt) 


(b)(6) 


EAS 

Thu  Apr  20  15:56:58  CDT  2017 


Page  613  of  974 


Document  ID:  0.7.10678.746559-000001 


Attachment  Name:  EAS 

Locator.  esa.pst  *:  \'aausdcdscw20rMS  Collections  GCLAWS  97074  VoteVets  Action  Fundv.  VA'Batch  1  Online  David 
Slmlkm' VACOD  JS 1 -pstOOOOOOOOdddl  d847dc44de4ebb65729b0dd7de5d84bd2b00: 
C07001f97ae67c328837cb32f2b82a523afbbbn94af200a5fl  1 6cd2al  447374760a5 

Reasoa-  :  This  ffle  is  empt>'  (i.e..  its  lengdi  is  zero  b>tes) 


Page  614  of  974 


From: 


To; 

Cc: 

Bcc: 

Subject: 

Date: 

Attachments: 


(b)(6) 


=/o=va/ou=va_ 


martinsburg/cn=recipients/cn^^**®^ 


Morning  Report  4/17/2017  edited 
Fri  Apr  14  2017  15:21:45  CDT 
EAS 


All, 


The  updated  Morning  Report  for  Monday,  April  17,  2017  is  resent  with  a  correction  to  hearing 
information  (highlighted). 


This  document  is  for  internal  use  only. 


Sincerely, 


(b)(6) 


(b)(6) 

Director  of  Operations  |  Office  of  Congressional  and  Legislative  Affairs 
Department  of  Veterans  Affairs 
810  Vermont  Avenue,  NW 
Washington,  DC  20420 


direct  phone 
fax: 


(b)(6) 


(202)  273-  6792 


:b)(6) 


@va.gov 


CONFIDENTIALITY  NOTICE:  "This  e-mail  and  any  attachments  are  intended  only  for  the  use  of  the 
addressee(s)  named  herein  and  may  contain  privileged  and/or  confidential  information.  If  you  are  not 
the  intended  recipient  of  this  e-mail,  you  are  hereby  notified  that  any  dissemination,  distribution  or 
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copying  of  this  e-mail,  and  any  attachments  thereto,  is  strictly  prohibited.  If  you  have  received  this  e- 
mail  in  error,  please  notify  me  via  return  e-mail  and  permanently  delete  the  original  and  any  copy  of  any 
e-mail  and  any  printout  thereof."  Thank  you. 


Sent:  Friday,  April  14,  2017  3:24  PM 
Subject:  Morning  Report  4/17/2017 


All, 


Attached  is  the  Morning  Report  for  Monday,  April  1 7,  201 7.  This  document  is  for  internal  use  only. 


(b)(6) 


Program  Analyst,  Corporate  Enterprise 
Office  of  Congressional  and  Legislative  Affairs 
Department  of  Veterans  Affairs 
810  Vermont  Ave.,  NW 


(b)(6 


) 


Secretary's  Morning  Report 

Prepared  by  the  Office  of  Congressional  &  Legislative  Affairs 
Monday,  April  17,  2017 
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Hot  Issues 


None 


Emerging 


None 


Congressional  Letters  and  Meeting  Requests  Received 


*April  14,  2017.  Chairman  Charles  Grassley  (Judiciary)  requested  a  review  of  VA's  wait  time  at  the  Iowa 
City  and  Des  Moines  VA  facilities. 

^Received  April  14.  2017;  No  VAIQ. 


‘April  14,  2017.  Chairman  Jack  Bergman  (HVAC  O&l)  requested  documents  pertaining  to  the  logistics 
service  purchases  at  the  DC  VAMC. 

‘Received  April  14,  2017;  No  VAIQ. 


Friday,  April  14,  2017  Events 


April  13,  2017.  Dr.  Jennifer  MacDonald  VHA's  Director  of  Clinical  Innovations  and  Education,  Mr. 
Chuck  Ross  VA  Office  of  Acquisition  Operations  Technology  Acquisition  Center,  and  Mr.  Colin  Nash 
Office  of  General  Counsel  provided  a  status  update  to  the  staff  of  Rep.  Moulton  (MA-06)  on  VA's 
implementation  of  the  Faster  Care  for  Veterans  Act  (Public  Law  1 14-286). 


4:45  P.M.;  Teleconference 


POC: 


(b)(6) 


Summary:  VA  subject  matter  experts  explained  that  both  committees  of  jurisdiction  have  been  briefed 
on  this  material  and  have  been  notified  that  VA  anticipates  making  the  award  tomorrow.  Since  PL  114- 
286  did  not  appropriate  any  new  funds,  VA  has  identified  unobligated  funds  from  other  VA  programs  to 
support  the  estimated  $4.6  million  base  period  of  the  new  contract.  This  summer  the  Department  will 
announce  a  decision  regarding  the  way  forward  with  VA's  electronic  healthcare  records  system  and  any 
decisions  regarding  options  with  this  contract  will  be  in  agreement  with  this  decision  and  won't  occur 
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until  the  conclusion  of  the  1 8  month  pilot  period.  The  staffer  is  eager  to  learn  of  the  contract  award 
tomorrow  and  his  office  will  likely  release  a  statement  from  the  Congressman  once  the  award  has  been 
made. 


April  13,  2017,  Danny  Devine,  Deputy  Director  of  Policy  and  Procedures,  Compensation  Service, 
VBA;  Andrew  Bodyk,  External  Liaison  for  Procedures  and  Roberta  Lowe,  Acting  Director,  DMC,  will 
brief  Rep.  Rutherford’s  staff  on  VA's  debt  management  and  reimbursement  process  . 


11:00  A.M.;  teleconference 


POC: 


Summary:  The  intent  of  this  briefing  was  to  a  general  overview  regarding  how  debt  are  incurred  and  the 
reimbursement  process.  Rep.  Rutherford's  staff  expressed  an  interest  in  the  number  of  debts  incurred 
due  to  fault  of  VA;  what  is  contained  in  a  debt  notification  letter;  and  if  the  appeals  level  is  raising  since 
the  2015  GAO  report. 


April  13,  2017.  Dr.  Jennifer  MacDonald,  VHA's  Director  of  Clinical  Innovations  and  Education, 
briefed  the  Senate  and  House  Veterans  Affairs  Committee  staff  on  complicating  factors  VA  is 
encountering  with  implementing  the  Faster  Care  Act, 

4:00  P.M.;  Teleconference 


(b)(6) 


Summary:  Dr,  MacDonald  informed  the  staff  that  VA  will  make  an  award  for  an  off-the-shelf  online 
patient  self-scheduling  system  as  required  by  law  by  the  end  of  the  week.  The  new  system  will  be 
piloted  in  no  less  than  three  Veterans  Integrated  Service  Networks  (VISN).  She  also  told  the  staff  that  if 
the  award  is  protested  the  project  will  be  delayed  until  the  protest  is  ruled  on.  The  Congressional  Staff 
requested  a  copy  of  the  full  text  of  the  contract  -  even  if  the  award  is  protested.  Dr.  MacDonald  stated 
since  PL  114-286  did  not  appropriate  any  new  funds,  VA  has  identified  unobligated  funds  from  other 
VA's  Medical  Appointment  Scheduling  System  (MASS)  program  to  support  the  estimated  $4.6  million 
base  period  of  the  new  contract.  The  Congressional  Staff  questioned  whether  this  would  delay 
implementation  of  MASS  to  which  Dr,  MacDonald  responded  yes. 


April  14,  2017.  Ronald  Burke,  Assistant  Deputy  Under  Secretary,  Office  of  Field  Operations,  and 
NWQ,  VBA,  and  Astrid  Perez,  Deputy  Director,  NWQ,  Office  of  Field  Operations,  VBA  will  provide 
SVAC  Majority  staff  with  a  tour  of  the  NWQ  Command  Center. 


10:00  A.M.;  1800  G  Street.  NW 


Summary:  SVAC  Majority  staff  was  very  grateful  for  this  informal,  friendly,  and  very  informative  briefing. 
The  briefing  consisted  of  review  of  numerous  NWQ  dashboards,  and  live  action  simulation  of  NWQ's 
capabilities  within  VBMS.  SVAC  staff  was  interested  in  the  frequency  NWQ  data  is  updated:  if  VBA  has 
reached  their  goal  for  mandatory  overtime,  and  if  employees  working  in  claim  award  and  authorizations 
are  able  to  assist  other  employees  in  claims  processing.  SVAC  staff  also  asked  how  many  FTE  are  in 
the  NWQ  office. 
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Look  Ahead-  Monday,  April  17,  2017 


April  17,  2017,  Dr,  Baligh  Yehia,  Deputy  Under  Secretary  for  Health  for  Community  Care,  will 
provide  an  informational  brief  to  4-Corners  Professional  Staff  Members  on  a  Phoenix,  AZ,  pilot  program 
to  provide  urgently  needed  care. 


12:30  P.M.;  Teleconference 


POC: 


(b)(6) 


Upcoming  Hearings  and  Testimony  Due  to  Congress 


April  26,  2017  (Tentative).  The  HVAC  EO  Subcommittee  will  intends  to  hold  a  legislative  hearing 
on  the  agenda  set  out  below,  Curtis  Coy,  Deputy  Under  Secretary  for  Economic  Opportunity  will  be 
representing  the  VA, 


Agenda 

H,R.  43  -  To  authorize  the  use  of  Post-9/1 1  Educational  Assistance  to  pursue  independent  study 
programs. 

H.R.  245  -  Veterans'  Education  Equity  Act. 

H.R.  1 104  -  Veterans  To  Enhance  Studies  Through  Accessibility  Act. 

H.R.  1112  -  Shauna  Hill  Post  p/11  Education  Benefits  Transferability  Act. 

H.R.  1216  -  Protecting  Veterans  From  School  Closures  Act  of  2017 
H.R.  1331  -  Veterans  Success  on  Campus  Act  of  2017. 

H.R,  1384  -  (Section  6  only),  Eligibility  of  Reserve  Component  Members  for  Post-9/1 1 
Educational  Assistance. 

H.R.  1793  -  Veteran  Education  Priority  Enrollment  Act  of  2017 

H.R.  1956  -  To  increase  the  amounts  of  educational  assistance  payable  under  Survivors’  and 
Dependents'  Educational  Assistance  Program  of  the  Department  of  Veterans  Affairs. 

H.R.  1989  -  Veteran  Employment  Through  Technology  Education  Courses  Act. 

H.R.  1994  -  Vocational  Education  and  Training  Enhancement  for  Reintegration  Assistance  Now 
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Draft  Bill  -  Gl  Bill  Processing  Improvement  Act. 

Draft  Bill  -Gl  Bill  STEM  Extension  Act  of  2017. 

Draft  Bill  -  To  include  the  Frye  Scholarship  in  the  Yellow  Ribbon  Gl  Education  Enhancement 
Program. 

Draft  Bill  -  To  consolidate  certain  eligibility  tiers  under  the  Post-9/1 1  Education  Assistance 
Program  of  the  Department  of  Veterans  Affairs. 

Draft  Bill  -  To  provide  for  an  election  requirement  and  reduction  in  basic  pay  for  members  of  the 
Armed  Forces  entitled  to  educational  assistance  under  Department  of  Veterans  Affairs  Post-9/1 1 
Educational  Assistance  Program. 

Draft  Bill  -  Gl  Bill  Fairness  Act  of  201 7. 


Draft  Bill  -  Work-Study  for  Student  Veterans  Act. 


10:00  A.M.;  Cannon  334 


POC; 


(b)(6) 


April  26,  2017  (tentative).  SVAC  intends  to  hold  a  legislative  hearing  on  the  draft  agenda  set  out 
below.  VA  witnesses  have  not  been  established. 


2:30  P.M.;  412  Russell  SOB 


POC: 
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Tentative  Agenda 

S.  23,  Biological  Implant  Tracking  and  Veteran  Safety  Act  of  2017  (Cassidy,  Tester) 

S.  112,  Creating  a  Reliable  Environment  for  Veterans'  Dependents  Act  (Heller,  Murray) 

S.  324,  State  Veterans  Home  Adult  Day  Health  Care  Improvement  Act  (Hatch/Hirono,  Boozman, 
Heller,  Tillis) 

S.  543,  Performance  Accountability  and  Contractor  Transparency  Act  of  201 7  (Tester,  Murray, 
Manchin) 

S.  591 ,  Military  and  Veteran  Caregivers  Services  Improvement  Act  of  2017  (Murray,  Tester, 
Sanders,  Brown,  Blumenthal,  Hirono,  Manchin) 

S.  609,  Chiropractic  Care  Available  to  All  Veterans  Act  of  2017  (Moran,  Tester,  Blumenthal, 
Brown) 

S.  681,  Deborah  Sampson  Act  (Tester/Boozman,  Murray,  Blumenthal,  Brown) 

S.  764,  Veterans  Education  Priority  Enrollment  Act  of  2017  (Brown,  Tillis) 

S.  784,  Veterans'  Compensation  Cost-of-Living  Adjustment  Act  of  2017  (Isakson/Tester) 
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S.  804,  Women  Veterans  Access  to  Quality  Care  Act  (Heller) 
S.  899,  Serving  our  Rural  Veterans  Act  (Sullivan,  Tester) 


S. _ ,  Veteran  Partners'  Efforts  to  Enhance  Reintegration  Act  (Blumenthal) 

S. _ ,  Department  of  Veterans  Affairs  Veteran  Transition  Improvement  Act  (Hirono) 

April  27,  2017.  The  Senate  Appropriations  VA/MilCon  Subcommittee  intends  to  hold  a  hearing 
on  VA's  suicide  prevention  efforts. 

Time  10:30  A,M.;  Location  Dirksen  124 


POC:  Office  of  Management,  p)(6)  |  |(bK6)  1 1 
Testimony  Status:  in  development 


(b)(6) 


May  2,  2017  (tentative).  HVAC  intends  to  hold  a  legislative  hearing  on  appeals  modernization 
legislation.  VA  has  not  received  an  invitation  nor  a  draft  bill.  VA  witnesses  have  not  been  established. 

Time  TBD.;  Location  TBD 

POC:  David  Ballenger,  1-6464 


May  3,  2017.  The  House  Appropriations  VA/MilCon  Subcommittee  intends  to  hold  a  hearing  on 
VA's  FY2018  budget. 


Time  10:00  A.M.;  Location  Rayburn  2359 


POC:  Office  of  Management,  |(b)(6)  ||(b)(6) 


1  (b)(6) 


Testimony  Status:  in  development 


May  4,  201 7.  The  Senate  Appropriations  VA/MilCon  Subcommittee  intends  to  hold  a  hearing  on 
telehealth/telemedicine. 

Time  TBD.;  Location  TBD 

POC:  Office  of  Management 

Testimony  Status:  in  development 


May  10,  2017.  SVAC  intends  to  hold  a  hearing  on  Community  Care. 
Time:  TBD;  Location  Russell  418 
POC:  TBD 
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Testimony  Status;  in  development 


May  11, 2017.  The  Senate  Appropriations  VA/MilCon  Subcommittee  intends  to  hold  a  hearing  on 
the  Veterans  Choice  Program  and  the  future  of  non-VA  care  after  that  program  ends. 

Time  10;30am  Location  Dirksen  124 

POC:  Office  of  Management, 


(b)(6) 


Testimony  Status;  in  development 


May  24,  2017.  (tentative).  HVAC  intends  to  hold  a  hearing  on  VA's  FY2018  budget  request. 
Time  and  Location  TBD 
POC;  Office  of  Management 


Member  Engagement  Requests  for  Senior  Leaders 


Sen/Rep 
Last  Name 
First  Name 
State 

Type  of  Engagement 

Received 

Date  Scheduled 

Topic 

Rep 

Bilirakis 

Gus 

FL 

Cali 


4/18/2017 
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Hyperbaric-Oxyegen  Therapy  Haely  VAMC 
Rep 

Bergman 

Jack 

Ml 

Meeting 

4/27/2017 

VA  Priorities  Rescheduled  from  3/15 

Rep 

Mast 

Brian 

FL 

Meeting 

4/27/2017 

Meet  &  Greet 

Rep 

Sablan 

Gregorio 

NMI 

Meeting 

4/27/2017 

Access  to  Care  in  the  Northern  Marianas  Islands 

HVAC  Minority  Member  Retreat 
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Meeting 


5/1/2017 

VA  Priorities  -  Armed  Forces  Retirement  Home  {Washington,  DC) 

Chair  Miller  Portrait  Unveiling 


Reception 

5/3/2017 

Rep 

Thompson 

Mike 

CA 

Meeting 

5/3/2017 

Military  Veteran  Caucus 

Rep 

Kuster 

Ann  McClane 
NH 

Meeting 


5/3/2017 
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Womens  Caucus 


Sen 

Sanders 

Bernie 

VT 

Meeting 

3/6/2017 

5/4/2017 

Privatization,  Choice  Reshedule  from  3/23  and  4/6 

Gl  Film  Festival 


Reception 

5/24/2017 

Rep 

Brownley 

Julia 

CA 

Meeting 

3/28/2017 

VA  Priorities  -  Reschedule  from  3/15  -  Reschedule  again  due  to  HVAC  Hearing  Conflict 
Rep 

Arrington 

Jodey 
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TX 

Meeting 

3/14/2017 

VA  Priorities  -  Proactive 
Sen 

Sullivan 

Dan 

AK 

Travel 

2/1/2017 

SecVA  State  Visit  Request 

Sen 

Tester 

Jon 

MT 

Travel 

2/1/2017 

SecVA  State  Visit  Request 
Sen 

Manchin 

Joe 

WV 

Travel 

2/1/2017 
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SecVA  State  Visit  Request 

Sen 

Daines 

Steve 

MT 

Travel 

1/25/2017 

Ft  Harrison 

Rep 

Esty 

Elizabeth 

CT 

Travel 

3/15/2017 


Newington  &  Farmington,  CT 

Rep 

Kuster 

Ann  McClane 
NH 

Travel 

3/15/2017 

Nashau,  NH  Homelessness/Suicide 

Rep 

Bacon 

Don 
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NE 

Meeting 

3/23/2017 

Omaha  Ambulatory  Care  Center 

Rep 

Kihuen 

Ruben 

NV 

Meeting 

4/4/2017 


Closure  of  Ely,  NV  Clinic 
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Morning  Report:  Thursday,  April  6,  2017 
Wed  Apr  05  2017  16:51:46  CDT 
EAS 


All, 


Attached  is  the  Morning  Report  for  Thursday,  April  6,  2017.  This  document  is  for  internal  use  only. 


Thank  you  kindly, 


(b)(6) 


Department  of  Veterans  Affairs 

Health  Program  Analyst,  Office  of  Congressional  and  Legislative  Affairs 
81 0  Vermont  Ave  NW 
Washington,  DC  20420 
Phone:F'®^ 


Secretary's  Morning  Report 


Prepared  by  the  Office  of  Congressional  &  Legislative  Affairs 


Thursday,  April  6,  2017 
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Hot  Issues 


April  5,  2017.  The  House  passed  S.  544,  which  had  been  passed  by  the  Senate  on  April  3rd. 

The  bill  now  will  be  sent  to  the  President  for  consideration  for  enactment.  If  enacted,  S.  544  would 
adjust  the  termination  date  for  the  Veterans  Choice  Program  {the  VCP),  so  that  the  program  expires 
only  when  the  $10  billion  special  fund  enacted  for  the  VCP  in  2014  is  exhausted.  Without  this  change, 
the  VCP  wii!  expire  on  August  7,  2017,  even  if  there  are  funds  remaining  in  the  VCP  fund.  Thus  the  bill 
will  allow  VA  to  access  ail  of  the  funding  specially  appropriated  in  2014  for  the  Choice  program,  and 
also  ensure  that  Veterans'  access  to  care  in  the  community  isn't  disrupted  because  of  that  date-certain 
termination.  The  bill  would  also  relieve  VA  of  "secondary  payer"  rules  enacted  as  part  of  the  VCP  that 
presented  VA  and  Veterans  with  complications  in  billing.  Finally,  the  bill  would  allow  streamlined  sharing 
of  medical  records  with  providers  who  treat  Veterans. 


Emerging 

None 


Congressional  Letters  and  Meeting  Requests  Received 

April  4,  2017.  Sen.  Lindsey  O.  Graham  (R-SC)  expressed  his  support  on  the  nomination  of  the 
Assistant  Secretary  for  Information  and  Technology,  and  Chief  Information  Officer  (CIO). 

o  Received:  April  5,  201 7.  VAIQ  #7786666. 

April  4,  2017.  Rep.  Dave  Brat  (R-VA)  expressed  concern  over  Agent  Orange  exposure, 
o  Received:  April  5,  201 7  VAIQ  #7786844. 


Wednesday,  April  5,  2017  Events 


April  4,  2017.  The  Subcommittee  on  Economic  Opportunity  of  the  House  Committee  on 
Veterans'  Affairs  conducted  an  oversight  hearing  on  "Assessing  VA  Approved  Appraisers  and  How  to 
Improve  the  Program  for  the  21st  Century." 

Witnesses:  Jeff  London,  Director,  and  Gerald  Kifer,  Supervisory  Appraiser,  VA  Home  Loan  Guaranty 
Service. 

2:45  P.M.;  334  Cannon 
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POC: 
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Summary:  VBA  staff  were  the  main  focus  of  a  discussion  with  the  EO  Subcommittee  members  in  a 
hearing  on  the  VA  Home  Loan  appraisal  process,  HVAC  Chairman  Roe,  EO  Chairman  Arrington,  and 
EO  Ranking  Member  O'Rourke  all  praised  the  Loan  Guaranty  Program,  but  expressed  concern  that  the 
shrinking  cadre  of  appraisers  nationwide  could  increase  the  time  required  to  complete  an  appraisal, 
especially  for  veterans  in  rural  areas  or  hot  markets.  The  National  Association  of  Realtors,  Appraisal 
Institute  and  Clear  Capita!  testified  that  the  appraiser  shortage  is  problematic  in  some  areas  and  cited 
several  reasons  including  compensation  and  regulations.  Members  asked  questions  relating  to  the  root 
causes  of  the  appraiser  shortage  and  a  few  focused  on  VA  regulations  and  whether  VA  had  some 
flexibility  to  remove  regulatory  burdens  on  appraisers  and  the  appraisal  process. 


April  5,  2017.  The  HVAC  DAMA  Subcommittee  held  a  legislative  hearing  on  the  agenda  set  out 
below.  VA  witnesses  have  not  been  established. 


1 0:30  A.M.;  Room  334  Cannon  HOB 


POC:(‘’)(6) 


Agenda 

H  R  1 328  (Best)  -Auto  CO  LA 
HR  1329  {Bost)-Annual  COLA 

HR  1390  {Banks)-Transportation  to  State  and  Tribal  Cemeteries 
HR  1564  (Bergman)  Beneficial  Travel  for  VBA  (authorization  fix) 

HR  105  (Brownley)-Repayment  of  Misused  Benefits  of  Veterans  with  Fiduciaries 
Draft  Bill  (Walz)  Quicker  Veterans  Benefits  Delivery  Act 
HR  299  (Valadao)  Blue  Water  Navy 

Summary:  Today  HVAC  DAMA  held  their  first  legislative  hearing  under  the  1 15th  Congress.  The 
hearing  began  with  short  remarks  from  Subcommittee  Chairman  Bost  who  spoke  about  his  bills  on  the 
agenda,  HR  1328  and  HR  1329  and  the  importance  that  Congress  insure  that  the  annual  COLA  be 
passed  but  that  we  should  look  further  to  what  is  best  for  Veterans  in  the  long  term  which  would  be  a 
permanent  COLA  authorization.  After  his  opening  remarks  the  Chairman  provided  time  for  each 
Member  who  had  legislation  on  the  agenda  to  speak  to  their  bill.  The  Chairman  noted  that 
Representative  Walz  would  not  be  able  to  join  the  hearing  today  but  his  statement  would  be 
incorporated  into  the  record. 


The  second  panel  was  VA  witnesses  who  presented  testimony  and  addressed  were  courteous  and 
based  on  VA's  responses  felt  they  had  a  better  understanding  of  the  issues  before  them.  Many  of  the 
questions  asked  of  the  Members  were  directed  at  the  legislation  on  Blue  Water  Navy.  Members  were 
seeking  information  related  to  the  scientific  evidence  and  reasoning  as  to  why  VA  has  not  applied  Agent 
Orange  presumptions  to  those  Veterans  known  as  "Blue  Water  Veterans",  Both  Ms.  Murphy  and  Dr. 
Erickson  thoroughly  explained  the  science  and  past  policy  related  to  Blue  Water  and  assured  Members 
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that  Secretary  Shulkin  continues  to  listen  to  all  stakeholders  on  this  matter  and  will  review  all  evidence 
new  and  old  regarding  this  contingent  of  Veterans.  Rep.  Sablan’s  had  specifically  requested  briefings 
on  the  various  programs  so  that  he  could  find  ways  to  better  serve  his  growing  Veteran  population  in 
the  Northern  Mariana  Islands, 


The  third  panel  consisted  of  Representatives  from  The  American  Legion,  Vietnam  Veterans  of  America, 
Veterans  of  Foreign  Wars  of  the  United  States,  Disabled  American  Veterans,  and  John  Wells,  Military- 
Veterans  Advocacy  Inc.  Chairman  Bost  asked  the  whole  panel  if  they  believed  that  a  permanent  COLA 
would  be  in  the  best  interest  of  Veterans.  American  Legion  opposed  a  permanent  COLA  while  the  rest 
of  the  panel  was  generally  supportive.  Both  Chairman  Bost  and  Congresswoman  Esty  focused  the 
majority  of  their  questions  on  the  Blue  Water  Navy  legislation.  Both  Members  were  sympathetic  and 
have  conveyed  that  they  want  to  correct  any  deficiencies  there  may  be  in  the  law  regarding  Blue  Water 
however,  both  centered  their  questions  on  the  Congressional  Budget  Office's  scoring  of  the  legislation. 
Chairman  Bost  noted  that  he  understands  that  the  VSO's  believe  that  costs  should  not  be  a  hold  up  to 
moving  the  legislation.  However,  he  conveyed  that  the  Committee  and  Congress  must  consider  costs 
and  in  doing  so  he  asked  the  panel  if  they  had  suggestions  for  the  over  one  billion  offset  necessary  to 
move  this  legislation.  Vietnam  Veterans  of  America  noted  that  there  was  soreness  to  tax  cuts  that  were 
taken  during  previous  war  times,  but  did  not  offer  new  taxes  as  an  offset.  Mr.  Wells  on  the  other  hand 
suggested  a  separate  funding  stream  should  be  created  and  that  this  could  be  done  by  requiring 
everyone  who  files  a  tax  return  to  pay  a  mandatory  $10  fee  that  would  be  contributed  to  this  fund.  The 
Chairman  noted  that  this  would  require  tax  reforms  and  inquired  as  to  whether  Mr.  Wells  has  reached 
out  to  other  Committees  such  as  Ways  and  Mean  and  Appropriations,  He  stated  he  was  working  on  it. 


April  5,  2017.  Dr.  Jeffrey  Milligan,  Executive  Director  North  Texas  Veterans  Health  Care  System 
(VHCS)  and  VA  personnel  representing  VISN  17  conducted  a  teleconference  with  Rep.  Eddie  Bernice 
Johnson's  (D-TX)  staff  to  provide  an  update  on  the  facility  and  address  any  questions  or  concerns. 


3:00  P.M.;  Teleconference 


POC 


(b)(6) 


Summary:  Mr.  Kendrick  gave  an  update  on  construction.  The  patient-only  400  car  garage  is  complete 
and  the  Emergency  Department  renovations  are  on  track  for  completion  in  the  fall  2017.  VA's  Office  of 
Construction  and  Facilities  Management  continues  to  work  with  the  contractor  toward  completion  of  the 
1000  car  garage.  The  VAMC  is  without  3  general  surgeons  due  to  retirement  and  medical  purposes  and 
the  hospital  is  working  to  fill  those  positions. 


Look  Ahead-  Thursday,  April  6,  2017 

April  6,  2017.  The  HVAC  Health  Subcommittee  intends  to  hold  a  markup  on  various  legislation. 
8:00  A.M.;  334  Cannon 
POC:l(b^  I 

Agenda 


Page  634  of  974 


H.R.  91 ,  the  Building  Supportive  Networks  for  Women  Veterans  Act  (Rep.  Brownley) 

H.R.  95,  the  Veterans'  Access  to  Child  Care  Act  (Rep.  Brownley) 

H.R.  467,  the  VA  Scheduling  Accountability  Act  (Rep.  Walorski) 

H.R.  907  the  Newborn  Care  Improvement  Act  (Rep.  Collins) 

H.R,  918,  the  Veteran  Urgent  Access  to  Mental  Healthcare  Act  (Rep,  Coffman) 

H.R.  1005,  to  improve  the  provision  of  adult  day  health  care  services  for  veterans  (Rep.  Zeldin) 
H.R.  1162,  the  No  Hero  Left  Untreated  Act  (Rep.  Knight) 

H.R.  1545,  to  clarify  VA's  authority  to  disclose  certain  patient  information  to  State  controlled 
substance  monitoring  programs  (Rep.  Kuster) 

H.R.  1662,  to  prohibit  smoking  in  any  facility  of  the  Veterans  Health  Administration  (Rep. 
Wenstrup) 

H.R.  1848,  the  Veterans  Affairs  Medical  Scribe  Pilot  Act  of  2017  (Rep.  Roe) 


April  6,  2017.  Mr.  Tom  Murphy,  Acting  Under  Secretary  for  Benefits,  and  Leadership  of  the 
Oakland  Regional  Office  will  hold  a  discussion  with  the  Northern  California  Delegation,  hosted  by 
Congressman  Mike  Thompson  (CA-05)  to  brief  progress  at  the  Oakland  Regional  Office. 


8;00  A.M.;  441  Cannon 


POC: 


April  6,  2017.  VBA  Director  Education  Service  Rob  Worley  and  Assistant  Director  for  Policy  and 
Procedures  James  Ruhlman  will  provide  an  overview  briefing  on  the  Accelerated  Learning  Pilot  to 
SVAC  minority  staff  and  HVAC  EO  Ranking  Member  O'Rourke  staff. 


10:00  A. M.;  Teleconference 


(b)(6) 


April  6,  2017.  Dr.  Karen  Sanders,  Deputy  Chief  Officer,  Office  of  Academic  Affiliations  (OAA), 
and  Dr,  Christopher  Clarke,  Chief  Administrative  Officer  (OAA)  VHA  will  brief  HVAC-Health  Majority  and 
Minority  Staff  on  VHA’s  Graduate  Medical  Education  (GME)  Program. 


1:00,  P.M.;  334  Cannon 


(b)(6) 


April  6,  2017.  Jim  Sullivan,  Director,  OAEM,  Simms,  Brett,  Director,  Capital  Asset  Management 


Page  635  of  974 


Service,  OAEM  and  Ed  Bradley,  Deputy  Director,  OAEM  will  speak  with  Micah  Barbour  and  Rosie 
Heiss  from  Sen.  Warner's  (VA)  office  regarding  authorization  of  leases. 

1:00  P.M.;  Teleconference 


POC: 


April  6,  2017.  Stella  Fiotes,  Executive  Director,  Office  of  Construction  &  Facilities  Management, 
will  provide  an  update  to  former  Congressman  John  Mica  on  the  Lake  Baldwin  (FL)  nursing  home 
project. 


2;00  P.M.;  VACO,  RM  511 


POC: 


(b)(6) 


April  6,  2017.  Dr.  Ashwini  Zenooz,  MD,  Deputy  to  Deputy  Under  Secretary  for  Health  Policy  and 
Services,  will  discuss  VA's  new  policy  to  provide  urgent  mental  health  care  to  former  Servicemembers 
with  other-than-honorable  (OTH)  administrative  discharges  with  the  Senate  and  House  Veterans  Affairs 
Committee  staff. 

3:00  P.M.;  334  Cannon 


(b,){6) 


Upcoming  Hearings  and  Testimony  Due  to  Congress 


(Tentative)  April  26,  2017.  The  HVAC  EO  Subcommittee  intends  to  hold  a  legislative  hearing  on 
the  agenda  set  out  below.  VA  witnesses  have  not  been  established. 


10:00  A.M.;  TBD 


(b)(6) 


Agenda 

Draft  bill,  to  amend  title  38,  USC,  to  consolidate  certain  eligibility  tiers  under  the  Post-9/1 1 
Education  Assistance  Program  of  Department  of 

Draft  bill,  to  amend  title  38,  USC,  to  make  certain  improvements  in  the  administration  of  the 
educational  assistance  programs  of  the  Department 

Draft  bill,  to  direct  the  Secretary  of  Veterans  Affairs  to  carry  out  a  high  technology  education  pilot 
program 

Draft  bill,  to  direct  the  Secretary  of  Veterans  Affairs  to  make  improvements  to  the  information 
technology  system  of  the  Veterans  Benefits 
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Draft  Bill,  to  amend  title  38,  USC,  to  include  the  Frye  Scholarship  in  the  Yellow  Ribbon  Gl 
Education  Enhancement  Program 

HR  43,  to  authorize  the  use  of  Post-9/1 1  Educational  Assistance  to  pursue  independent  study 
programs  at  certain  educational  institutions  that  are  not  institutions  of  higher  learning 

HR  245,  to  provide  for  the  calculation  of  the  amount  of  the  monthly  housing  stipend  payable 
under  the  Post-9/1 1  Educational  Assistance  Program  of  the  Department  of  Veterans  Affairs  based  on 
the  location  of  the  campus  where  classes  attended 

HR  1 104.  To  provide  for  pro-rated  charges  to  entitlement  to  educational  assistance  under 
Department  of  Veterans  Affairs  Post-9/11  Educational  Assistance  Program  for  certain  licensure  and 
certification  tests  and  national  tests 

HR  1 1 12,  to  authorize  the  transfer  of  unused  Post- 9/1 1  Educational  Assistance  benefits  to 
additional  dependents  upon  the  death  of  the  originally  designated  dependent 

HR  1216,  to  provide  veterans  affected  by  school  closures  certain  relief  and  restoration  of 
educational  benefits 

HR  1331 ,  to  direct  the  Secretary  of  Veterans  Affairs  to  provide  educational  and  vocational 
counseling  for  veterans  on  campuses  of  institutions  of  higher  learning 

HR  1384,  section  6,  eligibility  of  reserve  component  members  for  post  9/1 1  educational 
assistance. 


April  26,  2017  (tentative).  SVAC  intends  to  hold  a  legislative  hearing  on  the  draft  agenda  set  out 
below.  VA  witnesses  have  not  been  established. 

2:30  P.M.;  412  Russell  SOB 


(b)(6) 


Tentative  Agenda 

S.  23,  Biological  Implant  Tracking  and  Veteran  Safety  Act  of  2017  (Cassidy,  Tester) 

S.  112,  Creating  a  Reliable  Environment  for  Veterans'  Dependents  Act  (Heller,  Murray) 

S.  324,  State  Veterans  Home  Adult  Day  Health  Care  Improvement  Act  (Hatch/Hirono,  Boozman, 
Heller,  Tillis) 

S.  543,  Performance  Accountability  and  Contractor  Transparency  Act  of  201 7  (Tester,  Murray, 
Manchin) 

S.  591 ,  Military  and  Veteran  Caregivers  Services  Improvement  Act  of  201 7  (Murray,  Tester, 
Sanders,  Brown,  Blumenthal,  Hirono,  Manchin) 

S.  609,  Chiropractic  Care  Available  to  All  Veterans  Act  of  2017  (Moran,  Tester,  Blumenthal, 
Brown) 


Page  637  of  974 


S.  681,  Deborah  Sampson  Act  (Tester/Boozman,  Murray,  Blumenthal,  Brown) 

S.  764,  Veterans  Education  Priority  Enrollment  Act  of  2017  (Brown,  Tillis) 

S.  784,  Veterans'  Compensation  Cost-of-Living  Adjustment  Act  of  2017  (Isakson/Tester) 

S. _ ,  Women  Veterans  Access  to  Quality  Care  Act  (Heller) 

S. _ ,  Serving  our  Rural  Veterans  Act  (Sullivan,  Tester) 

S. _ ,  Veteran  Partners'  Efforts  to  Enhance  Reintegration  Act  (Blumenthal) 

S, _ ,  Department  of  Veterans  Affairs  Veteran  Transition  improvement  Act  (Hirono) 

Member  Engagement  Requests  for  Senior  Leaders 

Sen/Rep 
Last  Name 
First  Name 
State 

Type  of  Engagement 

Received 

Date  Scheduled 

Topic 

Sen 

Murray 

Patty 

WA 

Meeting 

3/8/2017 

4/6/2017 

Caregivers 

Sen 

Duckworth 
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Tammy 

IL 

Meeting 

3/8/2017 

4/6/2017 

Choice 

Sen 

Wyden 

Ron 

OR 

Meeting 

3/17/2017 

4/6/2017 

VCL  Backup  Contract 

Sen 

Enzi 

Michael 

WY 

Meeting 

3/21/2017 

4/6/2017 

Choice 

Rep 

O’Rourke 

Beto 

TX 

Meeting 
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4/27/2017 


VA  Priorities  Rescheduled  from  3/15 
Rep 

Bergman 

Jack 

Ml 

Meeting 

4/27/2017 

VA  Priorities  Rescheduled  from  3/15 

Rep 

Mast 

Brian 

FL 

Meeting 

4/27/2017 

Meet  &  Greet 

Rep 

Sablan 

Gregorio 

NMI 

Meeting 


4/27/2017 

Access  to  Care  in  the  Northern  Marianas  Islands 

HVAC  Minority  Member  Retreat 
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Meeting 


5/1/2017 

VA  Priorities  -  Armed  Forces  Retirement  Home  {Washington,  DC) 
Rep 

Thompson 

Mike 

CA 

Meeting 

5/3/2017 

Military  Veteran  Caucus 

Rep 

Kuster 

Ann  McClane 
NH 

Meeting 

5/3/2017 
Womens  Caucus 
Sen 

Sanders 

Bernie 

VT 

Meeting 

3/6/2017 
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Privatization,  Choice  Reshedule  from  3/23  and  4/6 


Rep 

Brownley 

Julia 

CA 

Meeting 

3/28/2017 


VA  Priorities  -  Reschedule  from  3/15  -  Reschedule  again  due  to  HVAC  Hearing  Conflict 
Rep 

Arrington 

Jodey 

TX 

Meeting 

3/14/2017 

VA  Priorities  -  Proactive 
Sen 

Sullivan 

Dan 

AK 

Travel 

2/1/2017 


SecVA  State  Visit  Request 
Sen 
T  ester 
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Jon 

MT 

Travel 

2/1/2017 


SecVA  State  Visit  Request 
Sen 

Manchin 

Joe 

WV 

Travel 

2/1/2017 

SecVA  State  Visit  Request 

Sen 

Daines 

Steve 

MT 

Travel 

1/25/2017 

Ft  Harrison 

Rep 

Esty 

Elizabeth 

CT 

Travel 
3/1 5/2017 
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Newington  &  Farmington,  CT 

Rep 

Kuster 

Ann  McClane 
NH 

Travel 

3/15/2017 

Nashau,  NH  Homelessness/Suicide 

Rep 

Bacon 

Don 

NE 

Meeting 

3/23/2017 

Omaha  Ambulatory  Care  Center 
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From: 
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Cc: 

Bcc: 

Subject: 

Date: 

Attachments: 


l(b^ 


Il</o=va/ou=vba 


philadelphia/cn=recipients/cn=:b)(6) 


Morning  Report:  Wednesday,  April  5,  2017 

Tue  Apr  04  2017  16:41 :30  CDT 

EAS 


All, 


Attached  is  the  Morning  Report  for  Wednesday,  April  5,  2017.  This  document  is  for  internal  use  only. 


Thank  you  kindly, 


(b)(6) 

Department  of  Veterans  Affairs 

Health  Program  Analyst,  Office  of  Congressional  and  Legislative  Affairs 
81 0  Vermont  Ave  NW 
Washington,  DC  20420 


Phone^^^f®^ 


Secretary's  Morning  Report 

Prepared  by  the  Office  of  Congressional  &  Legislative  Affairs 
Wednesday,  April  5,  2017 
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Hot  Issues 


None 


Emerging 

None 


Congressional  Letters  and  Meeting  Requests  Received 


April  3,  2017.  Rep.  Brian  Mast  (R-FL)  expressed  concern  over  the  Antimicrobial  Stewardship 
Program. 

o  Received:  April  4.  201 7.  VAIQ  #7786375 


April  4,  2017.  Sen.  Dean  Heller  (R-NV)  expressed  concern  over  the  VA  Choice  Program  in  Ely, 
Nevada. 

o  Received:  April  4,  201 7  VAIQ  #7786452 


Tuesday,  April  4,  2017  Events 


April  4,  2017.  The  House  Committee  on  Veterans'  Affairs  conducted  a  hearing  on  "An 
Assessment  of  Ongoing  Concerns  at  the  Veterans  Crisis  Line." 

VA  Witnesses:  Michael  Missal,  Inspector  General,  Office  of  the  Inspector  General  (OIG);  Steve  Young, 
VA  Under  Secretary  for  Operations  and  Management,  and  Matt  Eitutis,  VHA 


1 0:00  A.M.;  334  Cannon 


(b)(6) 


Summary:  Inspector  General  Missal  explained  that  in  June  2016,  OIG  received  an  allegation  related  to 
the  experience  of  a  Veteran  with  the  VCL  and  its  backup  call  centers.  As  a  result  of  the  complaint,  and 
in  light  of  the  open  recommendations  from  the  OIG's  February  2016  report,  OIG  expanded  our  scope  to 
conduct  an  in-depth  inspection  of  the  VCL.  During  their  inspections,  OIG  found  organizational 
deficiencies  and  foundational  problems  in  the  VCL  and  has  provided  twenty-three  recommendations  for 
improvement.  Under  Secretary  Young  stated  that  action  plans  have  been  developed  to  address  all  of 
the  recommendations,  and  VA  has  requested  closure  for  the  six  of  the  initial  seven  recommendations. 
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Under  Secretary  Young  also  explained  why  VCL  is  the  strongest  it  has  been  since  its  inception  in  2007 
such  as  achieving  less  than  one  percent  rollover  to  contracted  back-up  centers,  opening  a  second  VCL 
site  in  Atlanta,  hiring  more  crisis  intervention  responders  and  forwarding  over  416,000  referrals  to  local 
Suicide  Prevention  Coordinators  on  behalf  of  Veterans.  Witnesses  from  the  Veterans  Service 
Organizations  applauded  VCL  for  the  progress  it  has  made  since  the  reports  were  released.  Members 
of  Congress  questioned  how  VA  plans  to  make  continued  improvements  to  the  VCL.  Both  VSOs  and 
Members  stated  that  VA  must  improve  quality  control,  implement  clinical  oversight  and  increase 
collaboration  between  the  Office  of  Member  Services,  Office  of  Mental  Health  Operations  and  Office  of 
Suicide  Prevention.  Ranking  Member  Walz  also  warned  VA  not  to  prematurely  declare  that  VA  has 
solved  all  the  problems  with  VCL.  After  the  hearing.  Chairman  Roe  expressed  his  intent  to  visit  both  the 
Atlanta  and  Canandaigua  VCL  centers. 


April  4,  2017.  The  Subcommittee  on  Economic  Opportunity  of  the  House  Committee  on 
Veterans'  Affairs  conducted  an  oversight  hearing  on  "Assessing  VA  Approved  Appraisers  and  How  to 
Improve  the  Program  for  the  21st  Century." 

Witnesses:  Jeff  London,  Director,  and  Gerald  Kifer,  Supervisory  Appraiser,  VA  Home  Loan  Guaranty 
Service. 


2:00  P.M.;  334  Cannon 


Summary:  Due  to  the  timing  of  the  event,  a  summary  will  be  provided  tomorrow's  summary. 


Government  Accountability  Office  (GAO)  Activity: 


Exit  Conference 


April  4,  2017.  GAO  presented  their  findings  on  "Fiscal  Year  2015  Compliance  with  the  Improper 
Payments  Elimination  and  Recovery  Act  of  2010  (IPERA)" 


(GAO  job  code  100948).  GAO  is  updating  their  June  2016  report  entitled  "Improper  Payments:  CFO  Act 
Agencies  Need  to  Improve  Efforts  to  Address  Compliance  Issues"  (GAO-16-554)  to  include  fiscal  year 
2015  data. 


GAO’S  objectives  include,  but  may  not  be  limited  to,  determining: 


(1)  The  number  of  agencies,  among  those  listed  in  the  Chief  Financial  Officers  Act  of  1990,  as 
amended  (CFO  Act),  that  complied  with  the  criteria  listed  in  IPERA,  as  reported  by  their  Inspectors 
General  (IG),  and  what  criteria  and  programs  the  IGs  concluded  were  primarily  responsible  for 
instances  of  agency  noncompliance; 
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(2)  The  number  of  programs  at  the  24  CFO  Act  agencies  that  were  determined  noncompliant  with 
IPERA  criteria  by  their  IGs  for  3  or  more  consecutive  years,  as  of  fiscal  year  2015,  and  the  extent  to 
which  the  responsible  agencies  submitted  the  required  information  to  Congress  and  their  IGs; 

(3)  Whether  the  IGs  adhered  to  applicable  reporting  requirements  for  their  fiscal  year  2015  IPERA 
compliance  reviews,  including  reporting  on  special  disaster  relief  appropriations  and  OMB-designated 
high-priority  programs; 

(4)  What  additional  procedures,  if  any,  have  been  performed  by  the  IGs  during  their  IPERA  compliance 
reviews  to  assess  the  accuracy  and  completeness  of  the  agencies'  improper  payment  reporting  and 
performance  in  reducing  and  recapturing  improper  payments;  and 

(5)  The  status  of  recommendations  included  in  the  IGs  annual  IPERA  compliance  reviews. 


10:30-  11:30  A.M.;  Teleconference 


Summary: 


This  was  a  multi-agency  exit  meeting.  GAO  provided  a  statement  of  facts  (SOF)  prior  to  the  meeting 
that  was  discussed  at  a  high  level.  In  the  SOF  provided  to  VA,  GAO  found  that  VA  IG  reports  VA  as 
being  non-compliant  with  IPERA  overall  for  the  past  five  years.  GAO  stated  that  compliance  results 
were  obtained  from  the  IG’s  annual  IPERA  compliance  reports.  Specifically,  for  Fiscal  Year  2015,  the 
information  is  from  the  IGS's  FY  2015  IPERA  compliance  report.  For  the  compliance  results  for  Fiscal 
Years  201 1-2014,  GAO  referred  to  GAO-16-554,  which  was  previously  shared  and  confirmed  with  the 
IGs  and/or  agencies  prior  to  the  report  being  issued  to  the  public. 


GAO  stated  they  anticipate  providing  their  report  for  comment  at  the  end  of  April  2017  and  allowing  15 
days  for  agencies  to  comment.  GAO  will  not  be  making  any  recommendations  to  VA. 


GAO  anticipates  issuing  its  final  report  in  May  2017. 


Look  Ahead-  Wednesday,  April  5,  2017 


April  5,  2017,  The  HVAC  DAMA  Subcommittee  will  hold  a  legislative  hearing  on  the  agenda  set 
out  below.  VA  witnesses  have  not  been  established. 


10:30  A.M.;  Room  334  Cannon  HOB 


POC: 


.  (b)(6) 


Agenda 
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HR  1328  (Bost)-Auto  COLA 
HR  1329  {Bost)-Annual  COLA 

HR  1390  {Banks)-Transportation  to  State  and  Tribal  Cemeteries 
HR  1564  (Bergman)  Beneficial  Travel  for  VBA  (authorization  fix) 

HR  105  (Brownley)-Repayment  of  Misused  Benefits  of  Veterans  with  Fiduciaries 
Draft  Bill  (Waiz)  Quicker  Veterans  Benefits  Delivery  Act 
HR  299  (Valadao)  Blue  Water  Navy 

Upcoming  Hearings  and  Testimony  Due  to  Congress 


April  6,  2017.  The  HVAC  Health  Subcommittee  intends  to  hold  a  markup  on  various  legislation. 
8:00  A.M.;  334  Cannon 
POC: 


(t3)(6) 


Agenda 

H.R.  91 ,  the  Building  Supportive  Networks  for  Women  Veterans  Act  (Rep.  Brownley) 

H.R.  95,  the  Veterans’  Access  to  Child  Care  Act  (Rep.  Brownley) 

H.R.  467,  the  VA  Scheduling  Accountability  Act  (Rep.  Walorski) 

H.R.  907  the  Newborn  Care  Improvement  Act  (Rep.  Collins) 

H.R.  918,  the  Veteran  Urgent  Access  to  Mental  Healthcare  Act  (Rep.  Coffman) 

H.R.  1005,  to  improve  the  provision  of  adult  day  health  care  services  for  veterans  (Rep.  Zeldin) 
H.R.  1162,  the  No  Hero  Left  Untreated  Act  (Rep.  Knight) 

H.R.  1545,  to  clarify  VA's  authority  to  disclose  certain  patient  information  to  State  controlled 
substance  monitoring  programs  (Rep.  Kuster) 

H.R.  1662,  to  prohibit  smoking  in  any  facility  of  the  Veterans  Health  Administration  (Rep. 
Wenstrup) 


H.R.  1848,  the  Veterans  Affairs  Medical  Scribe  Pilot  Act  of  2017  (Rep.  Roe) 


(Tentative)  April  26,  2017.  The  HVAC  EO  Subcommittee  intends  to  hold  a  legislative  hearing  on 
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the  agenda  set  out  below.  VA  witnesses  have  not  been  established, 
10:00  A.M.;  TBD 


POC: 


Agenda 

Draft  bill,  to  amend  title  38,  USC,  to  consolidate  certain  eligibility  tiers  under  the  Post-9/1 1 
Education  Assistance  Program  of  Department  of 

Draft  bill,  to  amend  title  38,  USC,  to  make  certain  improvements  in  the  administration  of  the 
educational  assistance  programs  of  the  Department 

Draft  bill,  to  direct  the  Secretary  of  Veterans  Affairs  to  carry  out  a  high  technology  education  pilot 
program 

Draft  bill,  to  direct  the  Secretary  of  Veterans  Affairs  to  make  improvements  to  the  information 
technology  system  of  the  Veterans  Benefits 

Draft  Bill,  to  amend  title  38,  USC,  to  include  the  Frye  Scholarship  in  the  Yellow  Ribbon  Gl 
Education  Enhancement  Program 

HR  43,  to  authorize  the  use  of  Post-9/1 1  Educational  Assistance  to  pursue  independent  study 
programs  at  certain  educational  institutions  that  are  not  institutions  of  higher  learning 

HR  245,  to  provide  for  the  calculation  of  the  amount  of  the  monthly  housing  stipend  payable 
under  the  Post-9/1 1  Educational  Assistance  Program  of  the  Department  of  Veterans  Affairs  based  on 
the  location  of  the  campus  where  classes  attended 

HR  1 104.  To  provide  for  pro-rated  charges  to  entitlement  to  educational  assistance  under 
Department  of  Veterans  Affairs  Post-9/1 1  Educational  Assistance  Program  for  certain  licensure  and 
certification  tests  and  national  tests 

HR  1 1 12,  to  authorize  the  transfer  of  unused  Post-9/1 1  Educational  Assistance  benefits  to 
additional  dependents  upon  the  death  of  the  originally  designated  dependent 

HR  1216,  to  provide  veterans  affected  by  school  closures  certain  relief  and  restoration  of 
educational  benefits 

HR  1331 ,  to  direct  the  Secretary  of  Veterans  Affairs  to  provide  educational  and  vocational 
counseling  for  veterans  on  campuses  of  institutions  of  higher  learning 

HR  1384,  section  6,  eligibility  of  reserve  component  members  for  post  9/11  educational 
assistance. 


April  26,  2017  (tentative).  SVAC  intends  to  hold  a  legislative  hearing  on  the  draft  agenda  set  out 
below.  VA  witnesses  have  not  been  established. 


2:30  P.M.;412  Russell  SOB 


(b)(6) 
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Tentative  Agenda 

o  S.  23,  Biological  Implant  Tracking  and  Veteran  Safety  Act  of  2017  (Cassidy,  Tester) 

o  S.  1 12,  Creating  a  Reliable  Environment  for  Veterans’  Dependents  Act  (Heller,  Murray) 

0  S.  324,  State  Veterans  Home  Adult  Day  Health  Care  Improvement  Act  (Hatch/Hirono,  Boozman, 
Heller,  Tillis) 

o  S.  543,  Performance  Accountability  and  Contractor  Transparency  Act  of  2017  (Tester,  Murray, 
Manchin) 

o  S.  591 ,  Military  and  Veteran  Caregivers  Services  Improvement  Act  of  2017  (Murray,  Tester, 
Sanders,  Brown,  Blumenthal,  Hirono,  Manchin) 

o  S.  609,  Chiropractic  Care  Available  to  All  Veterans  Act  of  201 7  (Moran,  Tester,  Blumenthal,  Brown) 
o  S,  681,  Deborah  Sampson  Act  (Tester/Boozman,  Murray,  Blumenthal,  Brown) 
o  S.  764,  Veterans  Education  Priority  Enrollment  Act  of  2017  (Brown,  Tillis) 
o  S.  784,  Veterans'  Compensation  Cost-of- Living  Adjustment  Act  of  201 7  (Isakson/Tester) 

0  S. _ ,  Women  Veterans  Access  to  Quality  Care  Act  (Heller) 

0  S. _ ,  Serving  our  Rural  Veterans  Act  (Sullivan,  Tester) 

o  S. _ ,  Veteran  Partners’  Efforts  to  Enhance  Reintegration  Act  (Blumenthal) 

o  S. _ ,  Department  of  Veterans  Affairs  Veteran  Transition  Improvement  Act  (Hirono) 

Member  Engagement  Requests  for  Senior  Leaders 

Sen/Rep 
Last  Name 
First  Name 
State 

Type  of  Engagement 
Received 
Date  Scheduled 
Topic 
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Sen 


Murray 

Patty 

WA 

Meeting 

3/8/2017 

4/6/2017 

Caregivers 

Sen 

Duckworth 

Tammy 

IL 

Meeting 

3/8/2017 

4/6/2017 

Choice 

Sen 

Wyden 

Ron 

OR 

Meeting 
3/1 7/2017 
4/6/2017 

VCL  Backup  Contract 

Sen 

Enzi 

Michael 

WY 


Page  655  of  974 


Meeting 

3/21/2017 

4/6/2017 

Choice 

Rep 

O'Rourke 

Beto 

TX 

Meeting 

4/27/2017 

VA  Priorities  Rescheduled  from  3/15 
Rep 

Bergman 

Jack 

Ml 

Meeting 

4/27/2017 

VA  Priorities  Rescheduled  from  3/15 

Rep 

Mast 

Brian 

FL 

Meeting 

4/27/2017 
Meet  &  Greet 
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Rep 

Sablan 

Gregorio 

NMI 

Meeting 

4/27/2017 

Access  to  Care  in  the  Northern  Marianas  Islands 

HVAC  Minority  Member  Retreat 


Meeting 


5/1/2017 

VA  Priorities  -  Armed  Forces  Retirement  Home  (Washington,  DC) 
Rep 

Thompson 

Mike 

CA 

Meeting 

5/3/2017 

Military  Veteran  Caucus 

Rep 

Kuster 

Ann  McClane 
NH 
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Meeting 


5/3/2017 
Womens  Caucus 
Sen 

Sanders 

Bernie 

VT 

Meeting 

3/6/2017 

Privatization,  Choice  Reshedule  from  3/23  and  4/6 
Rep 

Brownley 

Julia 

CA 

Meeting 

3/28/2017 


VA  Priorities  -  Reschedule  from  3/15  -  Reschedule  again  due  to  HVAC  Hearing  Conflict 
Rep 

Arrington 

Jodey 

TX 

Meeting 

3/14/2017 

VA  Priorities  -  Proactive 
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Sen 


Sullivan 

Dan 

AK 

Travel 

2/1/2017 

SecVA  State  Visit  Request 

Sen 

T  ester 

Jon 

MT 

Travel 

2/1/2017 


SecVA  State  Visit  Request 
Sen 

Manchin 

Joe 

WV 

Travel 

2/1/2017 

SecVA  State  Visit  Request 

Sen 

Daines 

Steve 

MT 
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Travel 


1/25/2017 

Ft  Harrison 

Rep 

Esty 

Elizabeth 

CT 

Travel 

3/15/2017 


Newington  &  Farmington,  CT 

Rep 

Kuster 

Ann  McClane 
NH 

Travel 
3/1 5/2017 

Nashau,  NH  Homelessness/Suicide 

Rep 

Bacon 

Don 

NE 

Meeting 

3/23/2017 

Omaha  Ambulatory  Care  Center 
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Rep 

Young 

David 

lA 

Meeting 

3/23/2017 

VCL 
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Morning  Report:  Friday,  March  24,  2017 
Thu  Mar  23  2017  17:16:49  CDT 
EAS 


All, 


Attached  is  the  Morning  Report  for  Friday,  March  24,  2017.  This  document  is  for  internal  use  only. 


Thank  you  kindly. 
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Hot  Issues 


GAO  Final  Report  on  Appeals  to  be  released  March  23rd 


Emerging 


None 


Congressional  Letters  and  Meeting  Requests  Received 

March  15,  2017.  Rep.  John  Cater  (R-TX)  expressed  concern  over  organ  transplant  procedures 
for  Veterans. 

0  Received  March  23,  2017:  VAIQ  #7783645 


March  21, 2017.  Ranking  Member  Tim  Walz  (HVAC),  and  Rep.  Richard  M.  Nolan  (D-MN) 
expressed  concern  over  lodging  repairs  for  the  Minnesota  Department  of  Veterans  Home  in  Silver  Bay. 
MN. 

0  Received  March  23,  2017:  VAIQ  #7783503 


March  22,  201 7.  Chairman  David  P.  Roe  (HVAC)  expressed  concern  in  reference  to  the 
Veterans  Crisis  Line  back  up  call  center. 

o  Received  March  23,  2017;  VAIQ  #7783504 


Thursday,  March  23,  2017  Events 


March  22,  2017.  (Postponed  -  March  16,  2017).  The  House  Committee  on  Veterans  Affairs, 
Subcommittee  on  Health  conducted  an  oversight  hearing  on  “Healthy  Hiring:  Enabling  VA  to  Recruit 
and  Retain  Quality  Providers.” 

Witnesses:  Mr.  Steve  Young,  Deputy  Under  Secretary  for  Health  for  Operations  and  Management  and 
Dr.  Paula  Molloy,  Assistant  Deputy  Under  Secretary  for  Health  for  Workforce  Services. 
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2:00  P,M.;  334  Cannon 


Summary:  This  was  the  first  hearing  held  by  HVAC  Subcommittee  on  Health  for  1 1 5th  Congress  and 
essentially  served  as  a  follow  up  to  a  legislative  hearing  held  a  year  ago  that  focused  on  Veterans 
Health  Administration  (VHA)  hiring.  The  hearing  also  was  in  response  to  a  December  2016  GAO  (17- 
30)  report  that  outlined  key  challenges  in  VHA’s  management  of  HR  policies  and  operations.  All 
Members  were  present  for  at  least  part  of  the  hearing  with  one  exception  -  Congresswoman  Jenifer 
Gonzalez  (R-PR).  Representatives  Ann  McLane  Kuster  (D-NH)  and  Lou  Correa  (D-CA)  left  the  hearing 
early  and  did  not  question  the  witnesses.  There  was  a  single  panel  with  GAO,  American  Legion,  the 
Partnership  for  Public  Service  and  VA  at  the  table.  Chairman  Wenstrup  and  Congresswoman  Brownley 
expressed  bipartisan  support  for  H.R.  1367,  a  bill  to  Improve  the  Authority  of  the  Secretary  of  Veterans 
Affairs  to  Hire  and  Retain  Physicians  and  Other  Employees  and  a  willingness  to  work  together  to  help 
VA  overcome  its  HR  challenges.  GAO  reiterated  the  report  findings  noting  that  problems  persist  with 
respect  to  training  of  nurse  recruiters.  The  Partnership  suggested  VA  would  benefit  from  partnering  with 
private  sector  and  adapting  their  recruitment  tactics,  identifying  ways  to  entice  and  new  graduates  to 
Federal  service  and  normalizing  Government  processes  to  hire  more  executives  with  private  sector 
expertise.  The  American  Legion  noted  VHA's  has  historically  had  difficulty  with  succession  planning  but 
suggested  Congress  and  others  recognize  that  given  VA’s  distinct  and  multifaceted  mission  a  direct 
comparison  between  VA  and  private  sector  entities  like  Cleveland  Clinic  is  not  possible.  All  witnesses 
expressed  concern  about  the  impact  of  the  Federal  hiring  freeze  and  the  message  it  sends  to  potential 
candidates.  The  wide  disparity  in  pay  between  VA  Medical  Center  and  VISN  Director  and  private  sector 
health  care  executive  also  frustrates  VHA  recruitment  and  retention  efforts.  All  acknowledge  that 
Federal  HR  process  issues  as  well  as  the  national  shortage  of  health  care  providers  is  not  unique  to 
VA. 


March  22,  201 7.  Mr.  Steven  Young,  Deputy  Under  Secretary  for  Operations  Management, 
briefed  Sen.  Wyden’s  staff  on  the  Veterans  Crisis  Line  back-up  call  center  contracts. 

4:00  P 


POC: 


Summary:  Sen  Wyden’s  staffer,  Ben  Widness,  expressed  concerns  over  the  Department’s  recent 
decision  drastically  changing  the  scope  of  utilization  at  the  Portland  VCL  Backup  Call  Center.  The  call 
center  has  been  identified  as  the  primary  facility  to  take  calls  rolled-over  in  the  event  of  a  catastrophe 
rendering  the  main  service  centers  inoperable  (i.e.,  power  outages).  The  meeting  focused  mainly  on  the 
backup  centers  capacity  and  the  way  forward  for  the  Portland  facility.  Mr.  Eitutis  expanded  that  the  full 
scope  of  utilization  is  still  under  negotiation  as  a  part  of  the  new  contract.  The  staffer  expressed  the 
Senator’s  concern  that  staff  levels  should  remain  unchanged  at  the  Portland  Call  Center.  Mr.  Eitutis 
conveyed  the  Department’s  commitment  to  ensuring  appropriate  levels  of  staff  will  be  maintained,  and 
training  would  be  regularly  scheduled.  While  the  information  was  well  received,  it  is  very  likely  that  Mr. 
Widness  will  request  an  update  on  the  status  of  the  contract. 


.M.;  221  Dirksen 

(b)(6) 


March  22,  201 7.  Dr.  Yehia,  Deputy  Under  Secretary  for  Health  for  Community  Care,  briefed 
HVAC  Majority  staff  on  a  TN  VA  community  care  cardiology  proposal. 


5:00  P.M.;  Teleconference 


POC 


.(b)(6) 
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Summary:  Discussion  focused  on  a  proposal  set  forth  by  a  local  cardiovascular  association  (CVA)  in 
concert  with  Mountain  Home  VAMC  to  contract  for  cardiology  services  while  simultaneously  creating  a 
partnership  with  the  CVA  as  a  Choice  provider.  The  early  on  confusion  was  that  although  the  interested 
CVA  would  want  to  be  enrolled  in  Choice  as  well  as  provide  services  within  the  walls  of  VA,  that  would 
be  dependent  upon  their  ability  to  be  awarded  a  contract  that  is  currently  in  the  early  stages  of 
development  with  an  RFP  in  process.  Dr.  Yehia  explained  that  this  would  be  a  local  contract  and  not  an 
issue  with  VACO’s  Community  Care  team.  He  also  stated  that  neither  the  local  VAMC  nor  VA  could 
enter  into  a  sole  source  contract  with  this  CVA.  Dr.  Yehia  is  working  with  the  TPA  to  secure  their  entry 
into  the  Choice  program  where  they  could  eventually  serve  as  a  provider.  Staff  asked  if  VA  could  use 
Choice  funds  to  pay  the  CVA's  providers  to  perform  services  internal  to  VA's  walls  given  VA  lacks  staff. 
Dr.  Yehia  said  that  has  never  been  the  intent  in  the  past  to  use  Choice  funds  this  way,  and  VA  has 
never  paid  a  Choice  provider  to  come  to  a  VA  facility  to  provide  services  but  stated  this  is  exactly  the 
type  of  concept  VA  should  explore  in  Choice  2.0.  He  also  said  he  would  get  OGC  to  opine  on  that 
possibility.  Staff  agreed  that  congress  in  the  past  had  not  considered  Choice  to  be  utilized  that  way. 
However  they  would  support  this  new  approach.  Staff  also  asked  how  quick  the  CVA  could  enroll  as  a 
provider  as  well  as  how  quick  VA  could  not  only  let  out  a  contract  but  then  award  the  contract  given 
then  CVA's  sense  of  urgency  to  hire  2  additional  physicians.  Dr.  Yehia  reiterated  that  the  contract  for 
services  would  be  part  of  the  normal  contract  cycle  but  he  could  expedite,  working  with  the  TPA,  the 
process  of  enrolling  into  the  Choice  network. 


March  23,  2017.  Dr.  Poonam  Alaigh,  Acting  Undersecretary  for  Health,  Steve  Young,  Deputy 
Under  Secretary  for  Health  for  Operations  and  Management,  and  Matt  Eitutis,  Acting  VHA  Member 
Services  Executive  Director,  discussed  the  OlGs  Report  on  the  VHA’s  Veterans  Crisis  Line  with  the  4 
Corners  PSMs  and  Sen.  Nelson’s  staffer. 


9:30  A.M.;  334  Cannon 


POC: 


Summary:  Dr.  Alaigh  told  the  Congressional  staff  that  suicide  prevention  is  one  of  the  Department’s 
highest  priorities  and  she  was  taking  a  leadership  role  in  improving  the  Veterans  Crisis  Line  as  a  critical 
step  in  keeping  VA’s  commitment  to  Veterans.  Mr.  Young  and  Mr.  Eitutis  explained  a  series  initiatives 
VA  has  taken  to  ensure  every  caller  receives  the  best  customer  service  possible,  making  notable 
advances  to  improve  access  and  the  quality  of  mental  healthcare  to  Veterans  in  crisis.  The 
Congressional  staff  were  concerned  with  reports  that  clinical  input  was  not  being  considered  when 
making  routine  operational  decisions.  Mr,  Eituitis  explained  that  prior  to  moving  VCL  operations  to 
Member  Services  the  call  roll  over  rate  often  exceeded  30%,  whereas  the  current  call  roll  over  rate  is 
less  than  1%,  with  over  99%  of  all  calls  being  answered  by  the  VCL.  He  also  emphasized  the  Director 
of  VCL  has  been  a  clinician  and  VCL  leadership  relies  on  input  from  the  Clinical  Advisory  Board.  The 
staff  were  also  interested  on  what  effects  VA’s  plan  to  expand  mental  health  access  for  OTH  Veterans 
would  have  on  VCL  capacity  and  VA’s  budget.  Dr.  Alaigh  responded  servicem embers  may  enter  the 
system  to  use  this  benefit  by  calling  the  VCL  and  both  initiatives  are  part  of  the  larger  Suicide 
Prevention  Initiative. 


March  23,  2017.  Ms.  Carin  Otero,  Acting  Deputy  Assistant  Secretary,  HR  Policy  &  Planning, 
HR&A;  Ms.  Avia  Pichon-Cosay,  Deputy  Associate  Chief  Officer,  HR  Operations  &  Oversight,  VHA;  Mike 
Frueh,  Chief  of  Staff,  VBA;  Ms.  Lisa  Thomas,  Executive  Director,  Human  Capital  Management,  NCA; 
and  Ms.  Rici  Mulligan,  Executive  Director,  Budget  and  Finance,  OI&T  briefed  SVAC  Minority  staff  on 
“Impact  of  the  Current  Hiring  Freeze  on  VA’s  Exempt  and  Non-Exempt  Vacancies." 

1 1 :00  A.M.;  Teleconference 


Page  667  of  974 


POC: 


(b)(6) 


Summary:  HR&A,  VHA,  VBA,  NCA,  and  OI&T  responded  to  questions  from  SVAC  minority  staff 
regarding  the  status  of  VA’s  vacancies  exempted  from  the  current  hiring  freeze.  Information  regarding 
the  current  number  of  vacancies  in  relation  to  the  identified  positions  was  given.  Staff  requested  an 
updated  report  on  VA’s  exempted  positions. 


March  23,  2017.  (Postponed  -  March  13,  2017).  Dr.  Michael  S.  Icardi,  National  Director  of 
Pathology  and  Laboratory  Medicine,  Dr.  Laurence  J.  Meyer,  National  Director  Genomic  Medicine,  Chief 
Officer  Specialty  Care  Services  and  Ms.  Valerie  Miller,  Associate  Program  Manager,  Pathology  and 
Laboratory  Medicine  Services  briefed  Ms.  Dahlia  Melendrez,  SVAC-D,  concerning  VA  blood  sources. 


2:30  P.M.;  Teleconference 


(b)(6) 


Summary:  VA  subject  matter  experts  spoke  with  Ms.  Dahlia  Melendrez,  SVAC-D  about  how  VA 
sources  blood  products.  The  call  was  brief  and  cordial.  Dr.  Icardi  gave  a  quick  overview  explaining  that 
VA  does  not  accept  blood  donations  other  than  ontological  donations  where  a  patient  donates  blood  for 
the  patient’s  own  use.  VA  purchases  blood  from  local  blood  banks  approved  by  the  U.S.  Food  and  Drug 
Administration  (FDA).  VA  also  has  a  memorandum  of  understanding  with  the  Department  of  Defense 
(DoD)  to  access  surplus  DoD  blood  supplies.  All  sources  and  recipients  must  be  FDA  approved  and 
undergo  rigorous  investigations  to  ensure  compliance  with  all  FDA  standards  and  requirements.  Should 
a  source  loose  its  accreditation,  FDA  notifies  all  that  FDA  approval  has  been  withdrawn. 


Government  Accountability  Office  (GAO)  Activity: 


Exit  Conferences 


March  23,  2017.  GAO  presented  their  findings  on  Veterans  Health  Administration  (VHA) 
Information  Technology  (IT)  (GAO  Code  100436).  GAO  conducted  this  review  in  response  to  a  request 
made  by  former  Ranking  Member  Corrine  Brown  of  the  House  Committee  on  Veterans’  Affairs  (HVAC), 
and  Representative  Derek  Kilmer.  Former  HVAC  Chairman  Jeff  Miller  was  added  as  a  co-requester. 


1 1 :00  A.M.;  VACO.  Room  532 


GAO’S  objectives  were  to  examine: 


*The  extent  to  which  VHA’s  current  IT  systems  support  the  agency’s  core  functions. 

*The  extent  to  which  VA’s  IT  investment  management  process  ensures  that  technology  investments  are 
prioritized.  Selected,  executed,  and  monitored  to  support  VHA’s  core  functions. 
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GAO’s  findings: 


The  Information  Resource  Management  Strategic  Plan  does  not  describe  or  point  to  a  specific 
target  to  be  achieved  and  related  performance  metrics  for  how  progress  against  this  target  will  be 
measured. 


VHA’s  Health  Information  Strategic  Plan  does  not  identify  corresponding  performance  targets  and 
metrics  for  strategic  goals  and  objectives  identified  in  the  plan. 

OI&T’s  Multi-Year  Programming  guidance  does  not  describe  what  criteria  will  be  used  to  weigh 
tradeoffs  between  investments  for  selection  decisions  that  determine  whether  one  investment  is  funded 
over  another  and  does  not  address  how  programs  are  to  be  reselected  once  they  are  operational. 

The  Portfolio  Investment  Review  Board  and  OI&T  have  not  issued  additional  guidance  or  other 
documentation  related  to  how  the  new  IT  governance  structure  will  work  to  oversee  management  of  IT 
across  the  department. 

As  of  October  2016,  VHA  had  2,772  requests  for  IT  needs  documented  in  NSR  database  since 
1998.  Of  these,  there  are  approximately  817  open  requests — IT  needs  identified  throughout  VHA  that 
have  not  been  met.  316,  (39  percent),  of  open  needs  have  been  open  for  more  than  5  years. 

Pharmacy  Benefits  Management,  Scheduling,  and  Community  Care  all  have  open  requests  that 
represent  long-standing,  unmet  IT  needs. 

GAO  provided  a  statement  of  facts  prior  to  the  meeting  that  VA  agreed  to  provide  suggested  edits  by 
March  24.  GAO  stated  they  anticipate  providing  their  report  for  comment  in  early  April  2017,  making 
recommendations  to  VA  to  address  unmet  business  needs,  and  allowing  30  days  to  comment. 


GAO  anticipates  issuing  its  final  report  in  May  2017. 


Look  Ahead-  Friday,  March  24,  2017 


March  24,  2017.  Mr.  Jim  Warner,  Chief  Learning  Officer,  EES;  Dr.  Yasuharu  Okuda,  SimLEARN 
Medical  Director;  and  Dr.  Harry  Robinson,  SimLEARN  Project  Manager,  will  brief  staff  from 
Congresswoman  Stephanie  Murphy’s  (D-FL-07)  on  VA’s  SimLEARN  program. 


11:30  A.M.;  1237  Longworth 


POC: 


(bX6) 


March  24,  2017.  Dr.  Yehia,  Deputy  Under  Secretary  for  Health  for  Community  Care,  will  provide 
an  update  to  4-Corners  Professional  Staff  on  VA’s  Choice  2.0  plans. 
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12:30  P.M.;  Teleconference 


POC: 


March  24,  201 7.  BVA  and  VBA  staff  will  provide  a  briefing  to  4-Corners  staff  on  recent 
developments  related  to  appeals  modernization. 


3:00  P.M.;  Teleconference 


(b)(6) 


Upcoming  Hearings  and  Testimony  Due  to  Congress 


March  28,  2017.  The  HVAC  DAMA  Subcommittee  will  hold  a  roundtable  discussion  on  the  topic 
of  Veteran’s  appeals,  with  a  focus  on  the  VA/VSO  appeals  modernization  proposal.  The  Subcommittee 
requested  a  VBA  and  a  BVA  representative  participate  in  the  discussion  -  those  participants  have  not 
been  established. 


1 :30  P.M.;  Room:  Cannon  334 


(b)(6) 


March  29,  2017.  The  HVAC  Health  Subcommittee  will  hold  a  legislative  hearing  on  the  agenda 
set  out  below.  VA  witness  will  be  Dr.  Jennifer  Lee,  DUSH  for  Policy  and  Services  accompanied  by 
Susan  Blauert,  Deputy  Chief  Counsel. 


8:00  A.M.;  334  Cannon 


POC: 


(b)(6) 


H.R. 
H.R, 
H.R. 
H.R. 
H.  R 
H.R. 
H.R. 
H.R. 


91  -  The  Building  Supportive  Networks  for  Women  Veterans  Act. 

95  -  The  Veterans’  Access  to  Child  Care  Act. 

467  -  The  VA  Scheduling  Accountability  Act. 

907  -  The  Newborn  Care  Improvement  Act. 

.  918  -  The  Veteran  Urgent  Access  to  Mental  Healthcare  Act. 

1005  -  To  improve  the  provision  of  adult  day  health  care  services  for  Veterans. 
1058  -  The  VA  Provider  Equity  Act. 

1 162  -  The  No  Hero  Left  Untreated  Act. 
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H.R.  1545-  VA  Prescription  Data  Accountability  Act  of  2017 
Draft  Bill  -  The  Veterans  Affairs  Medical  Scribe  Pilot  Act  of  201 7. 
Draft  Bill  -  To  prohibit  smoking  in  any  VHA  facility. 


April  4,  2017.  The  House  Committee  on  Veterans’  Affairs  will  conduct  a  hearing  on  the  OIG’s 
Veterans  Crisis  Line  Report. 

10:00  A.M.;  334  Cannon 


POC: 


(b)(6) 


April  5,  2017.  The  HVAC  DAMA  Subcommittee  will  hold  a  legislative  hearing  on  the  agenda  set 
out  below.  VA  witnesses  have  not  been  established. 


10:30  A.M.;  Room  334  Cannon  HOB 
POC: 


(b)(6) 


Agenda 

HR  1328  {Bost)-Auto  COLA 
HR  1329  {Bost)-Annual  COLA 

HR  1390  {Banks)-Transportation  to  State  and  Tribal  Cemeteries 
HR  1564  (Bergman)  Beneficial  Travel  for  VBA  (authorization  fix) 

HR  105  (Brownley)-Repayment  of  Misused  Benefits  of  Veterans  with  Fiduciaries 
Draft  Bill  (Walz)  Quicker  Veterans  Benefits  Delivery  Act 
HR  299  (Valadao)  Blue  Water  Navy 


Member  Engagement  Requests  for  Senior  Leaders 


Sen/Rep 
Last  Name 
First  Name 
State 
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Type  of  Engagement 

Received 

Date  Scheduled 

Topic 

Rep 

McMorris  Rogers 

Cathy 

WA 

Meeting 

3/24/2017 

VA  issues  and  Moving  Forward  in  the  115th 

Sen 

Carper 

Tom 

DE 

Travel 

4/3/2017 

SecVA  Delaware  State  Veterans  Summit 
Sen 

Klobuchar 

Amy 

MN 

Call 

4/4/2017 

Burn  Pit  Legislation 
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Rep 


Brownley 

Julia 

CA 

Meeting 

4/4/2017 

VA  Priorities  Rescheduled  from  3/15 

Rep 

Bost 

Mike 

IL 

Meeting 

4/4/2017 

Appeals  Reform  Legislation 
Rep 

O’Rourke 

Beto 

TX 

Meeting 


4/27/2017 

VA  Priorities  Rescheduled  from  3/15 
Rep 

Bergman 

Jack 

Ml 
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Meeting 


4/27/2017 

VA  Priorities  Rescheduled  from  3/15 

Rep 

Mast 

Brian 

FL 

Meeting 

4/27/2017 

Meet  &  Greet 

Rep 

Sablan 

Gregorio 

NMI 

Meeting 

4/27/2017 

Access  to  Care  in  the  Northern  Marianas  Islands 
Rep 

Thompson 

Mike 

CA 

Meeting 

5/3/2017 

Military  Veteran  Caucus 
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Rep 

Kuster 

Ann  McClane 
NH 

Meeting 

5/3/2017 

Womens  Caucus 

Sen 

Murray 

Patty 

WA 

Call 

3/8/2017 

Caregivers 

Sen 

McCain 

John 

AZ 

Cal! 

3/22/2017 

Unkno\wn 

Sen 

Duckworth 

Tammy 

IL 
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Meeting 

3/8/2017 

TBD 

Rep 

Arrington 

Jodey 

TX 

Meeting 

3/14/2017 

VA  Priorities  -  Proactive 

Sen 

Wyden 

Ron 

OR 

Meeting 

3/17/2017 


VCL  Backup  Contract 

Sen 

Enzi 

Michael 

WY 

Meeting 

3/21/2017 

Choice 
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Sen 


Sanders 

Bernie 

VT 

Meeting 

3/6/2017 

Privatization,  Choice  Reschedule  from  3/23 
Sen 

Sullivan 

Dan 

AK 

Travel 

2/1/2017 

SecVA  State  Visit  Request 

Sen 

T  ester 

Jon 

MT 

Travel 

2/1/2017 


SecVA  State  Visit  Request 
Sen 

Manchin 

Joe 


WV 
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Travel 


2/1/2017 

SecVA  State  Visit  Request 

Sen 

Daines 

Steve 

MT 

Travel 

1/25/2017 

Ft  Harrison 

Rep 

Esty 

Elizabeth 

CT 

Travel 

3/15/2017 


Newington  &  Farmington,  CT 

Rep 

Kuster 

Ann  McClane 
NH 

Travel 
3/1 5/2017 

Nashau,  NH  Homelessness/Suicide 
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To; 
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Date: 

Attachments: 


(b)(6) 


</o=va/ou=vha 


philadelphia/cn=recipients/cr 


(b)(6) 


Morning  Report:  Thursday,  March  23,  2017 

Wed  Mar  22  2017  17:07:50  CDT 

EAS 


All, 


Attached  is  the  Morning  Report  for  Thursday,  March  23,  2017.  This  document  is  for  internal  use  only. 


Thank  you  kindly. 


(b)(6) 


Department  of  Veterans  Affairs 

Health  Program  Analyst,  Office  of  Congressional  and  Legislative  Affairs 
81 0  Vermont  Ave  NW 
Washington,  DC  20420 


Phone 


(b)(6) 


Secretary's  Morning  Report 


Prepared  by  the  Office  of  Congressional  &  Legislative  Affairs 


Thursday,  March  23,  2017 
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Hot  Issues 


GAO  Final  Report  on  Appeals  to  be  released  March  23rd 


Emerging 


None 


Congressional  Letters  and  Meeting  Requests  Received 


March  21, 2017,  Chairman  Jack  Bergman  (O&l),  and  Rep.  Mike  Coffman  (R-CO)  expressed 
concern  over  a  Veteran’s  pending  claim,  in  addition  to  side  effects  from  a  change  in  his  medication. 

o  Received  March  22,  2017:  VAIQ  #77831 12 


March  21 , 201 7.  Rep.  Huitgren  (R-IL)  expressed  concern  over  the  use  of  technology  servicing 
Veterans  verses  in-person  services. 

o  Received  March  22,  2017:  VAIQ  #7783387 


Wednesday,  March  22,  2017  Events 


March  21, 2017.  The  HVAC  EO  Subcommittee  held  a  legislative  hearing  on  a  single  bill  H.R. 
1461,  entitled  the  "Veterans,  Employees,  and  Taxpayers  Protection  Act  of  2017,”  which  pertains,  in 
significant  part,  to  the  use  of  official  time  and  probationary  employees.  VA  witnesses  are  Kimberly 
Perkins  McLeod,  Acting  Executive  Director,  Labor  Management  Relations,  accompanied  by  Rondy 
Waye,  Human  Resources  Policy  Advisor  in  VA’s  Office  of  Human  Resources  and  Management. 


2:00  P.M.;  Room:  334  Cannon  HOB 


POC: 


.  (b){6) 


Summary:  HVAC  DAMA  held  a  hearing  on  H.R.  1461  titled  The  Veterans  Employees  and  Taxpayer 
Protection  Act  of  2017,  also  called  the  VET  Protection  Act.  The  bill  was  introduced  by  Chairman 
Arrington  and  though  the  bill  has  no  co-sponsors,  appeared  to  have  full  support  of  the  Republican 
Member  on  subcommittee.  Although  the  bill  has  four  main  components  the  focus  of  the  Committee  was 
on  the  provision  of  limiting  official  time.  Other  witnesses  at  this  hearing  were:  Shirley  Parker  Blommel, 
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President,  Local  390,  St.  Cloud  VA  Health  Care  System,  American  Federation  of  Government 
Employees  and  Derk  Wilcox,  Senior  Attorney  for  the  Mackinac  Center  for  Public  Policy. 

Mrs,  McLeod  stated  the  Department’s  support  for  all  the  measures,  noting  however,  that  edits  would 
need  to  be  made  for  the  bill  to  meet  the  intent  noted  by  the  Chairman.  Mrs.  Parker  spoke  against  the 
restrictions  on  official  time.  Mr.  Wilcox  supported  the  all  measures  of  the  bill. 


A  majority  of  the  Members,  particularly  Ranking  Member  O’Rourke  and  Rep.  Takano,  expressed 
frustration  that  the  VA  has  not  been  adequately  keeping  track  of  official  time.  Mr.  Wilcox,  one  of  the 
witnesses,  noted  that  one  million  official  hours  were  reported  in  2012,  costing  $47  million,  and  that  the 
GAO  still  believes  that  to  be  an  underestimated  number.  Many  members  expressed  that  it  would  be 
difficult  to  make  the  correct  decision  without  this  critical  information  to  base  their  decision  on. 


The  hearing  was  amicable  and  the  legislation  should  move  forward  to  a  future  mark-up. 


March  22,  201 7.  Dr.  Karen  Drexler,  National  Mental  Health  Director-Addictive  Disorders  and  Dr. 
Heather  Chapman,  Director  of  the  Cleveland  VA  Gambling  Treatment  Program,  briefed  the  staff  of  Sen. 
Warren  (MA)  on  treatments  for  Gambling  Disorders, 


9:00  A.M.;  Teleconference 


POC: 


.  (b)(6) 


Summary:  The  office  of  Sen.  Warren  is  looking  to  learn  about  VHA  programs  or  treatments  for 
Veterans  who  are  struggling  with  gambling  addiction.  The  Senator’s  office  explained  that  the  January 
2017  GAO  Report  MILITARY  PERSONNEL  DOD  and  the  Coast  Guard  Need  to  Screen  for  Gambling 
Disorder  Addiction  and  Update  Guidance  (GAO-1 17-114)  was  conducted  at  their  request  as  they  had 
gotten  the  requirement  inserted  in  a  recent  National  Defense  Authorization  Act  (NDAA).  Seeking  to 
build  upon  these  findings,  the  Senator’s  office  is  seeking  to  learn  more  about  what  programs/treatments 
that  are  available  to  Veterans  through  VA.  Dr.  Chapman  provided  an  overview  of  current  services 
available  through  VAfor  Veterans  dealing  with  gambling  addiction. 


March  22,  2017.  Dr.  Peter  Almenoff,  Senior  Advisor  to  the  Secretary  and  Chief  Improvement  & 
Analytics  Officer,  Veterans  Health  Administration  (VHA)  Office  of  Organizational  Excellence,  briefed 
Sen.  Bill  Cassidy’s  staff  concerning  VHA’s  Strategic  Analytics  for  Improvement  and  Learning  (SAIL) 
Value  Model. 


9:30  A.M.;  189  Russell 


(b)(6) 


Summary:  Dr.  Almenoff,  described  the  SAIL  data  web-based  balanced  scorecard  model  that  VA 
developed  to  measure,  evaluate  and  benchmark  quality  and  efficiency  at  medical  centers.  He  noted  that 
SAIL  is  an  internal  benchmark  designed  to  make  the  VA  system  better.  VA  is  not  a  hospital,  it  is  a 
healthcare  delivery  system  with  75  percent  of  VA’s  work  outside  of  a  hospital.  He  provided  comparisons 
and  contrasts  to  similar  methods  used  by  Medicare  and  in  the  private  sector  and  pointed  out  that  VA 
has  a  large  outpatient  population  which  the  private  medical  sector  does  not  have.  Medicare  does  not 
report  on  access.  Other  discussions  included:  the  Shreveport  VAMC;  the  difference  between  SAIL’s 
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internal  and  external  data;  HIPAA  regulations;  mental  health  measures;  VA’s  crisis  hotline. 


March  22,  201 7.  Joint  Hearing  of  the  House  and  Senate  Committee’s  on  Veterans’  Affairs  to 
receive  the  Legislative  Presentation  of  Multiple  Veterans  Service. 


10:00  A.M.;  G-50  Dirksen 


(b)(S) 


Summary:  Representatives  from  the  Jewish  War  Veterans  of  the  United  States  of  America,  Fleet 
Reserve  Association,  Air  Force  Sergeants  Association,  Military  Order  of  the  Purple  Heart,  American  Ex- 
Prisoners  of  War  Organization,  Blinded  Veterans  Association,  The  Retired  Enlisted  Association,  Military 
Officers  Association  of  America,  and  Iraq  and  Afghanistan  Veterans  of  America  testified  before  a  Joint 
Committee  of  the  House  and  Senate  Committee's  on  Veterans’  Affairs  where  they  provided  their 
organizations’  legislative  priorities  for  the  year.  Overall,  the  VSOs  who  testified  focused  on  supporting 
eliminating  the  Choice  sunset  date  and  ensuring  accountability  at  the  VA. 


March  22,  2017.  (Postponed  -  March  16,  2017).  The  House  Committee  on  Veterans’  Affairs, 
Subcommittee  on  Health  conducted  an  oversight  hearing  on  “Healthy  Hiring:  Enabling  VA  to  Recruit 
and  Retain  Quality  Providers." 

Witnesses:  Mr.  Steve  Young,  Deputy  Under  Secretary  for  Health  for  Operations  and  Management  and 
Dr.  Paula  Molloy,  Assistant  Deputy  Under  Secretary  for  Health  for  Workforce  Services. 


2:00  P.M.;  334  Cannon 


POC: 


(b)(6) 


Summary:  Due  to  the  timing  of  the  event,  a  summary  will  be  provided  tomorrow’s  summary. 


March  22,  2017.  Cheryl  Mason,  Interim  Principal  Deputy  Vice  Chairman,  BVA,  and  Dave 
McLenachen,  Director,  Appeals  Management  Office,  met  with  HVAC  DAMA  Subcommittee  Chairman 
Bost  and  HVAC  DAMA  majority  staff  in  advance  of  the  Subcommittee’s  Roundtable  on  Appeals. 


2:00  P.M.;  1440  Longworth  House  Office  Building 


(b)(6) 


Summary:  BVA  and  VBA  staff  provided  a  friendly  overview  and  status  update  for  appeals 
modernization  to  HVAC  DAMA  Subcommittee  Chairman  Bost  and  HVAC  DAMA  majority  staff.  BVA  and 
VBA  staff  discussed  some  of  the  complexities  existing  in  the  current  process  and  provided  an  overview 
of  modernization  efforts,  including  a  potential  opt-in  process  for  legacy  appeals.  Chairman  Bost  asked 
questions  regarding  remaining  VSO  concerns  and  HVAC  DAMA  staff  discussed  IT  issues  and  also 
asked  questions  about  a  proposal  to  pilot  appeals  modernization. 


March  22,  2017.  Mr.  Steven  Young,  Deputy  Under  Secretary  for  Operations  Management, 
briefed  Sen.  Wyden’s  staff  on  the  Veterans  Crisis  Line  back-up  call  center  contracts. 
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4:00  P,M.;  221  Dirksen 


POC: 


Summary:  Due  to  the  timing  of  the  event,  a  summary  will  be  provided  tomorrow’s  summary. 


March  22,  2017.  Dr.  Yehia,  Deputy  Under  Secretary  for  Health  for  Community  Care,  briefed 
HVAC  Majority  staff  on  a  TN  VA  community  care  cardiology  proposal. 

5:00  P.M.;  Teleconference 

POC: 


(b)(6) 


Summary:  Due  to  the  timing  of  the  event,  a  summary  will  be  provided  tomorrow's  summary. 


Government  Accountability  Office  (GAO)  Activity: 


Exit  Conferences 


March  22,  2017.  GAO  presented  its  findings  on  Graduate  Medical  Education  (GME)  Structure 
and  Funding  (GAO  Code  100504).  GAO  conducted  this  review  in  response  to  a  request  by  the 
Chairman  of  the  U.S.  House  of  Representatives  Committee  on  Ways  and  Means,  the  Chair  of  the 
Republican  Conference,  and  25  other  Members  of  Congress. 


GAO’S  objective: 


Review  programs  that  provide  federal  funding  for  GME,  including  programs  funded  through  the 
Veterans  Health  Administration,  and  report  on  topics  including  GME  funding,  oversight,  and  the 
geographic  distribution  of  medical  residents. 


12:00  P.M.;  VACO.  Room  532 


POC 


(b)(6) 


Summary:  GAO  provided  a  statement  of  facts  (SOF),  and  VHA  provided  edits  to  the  statement  of  facts, 
prior  to  the  meeting.  GAO  reviewed  the  SOF  edits  and  agreed  to  most  VHA  edits  and  others  they 
agreed  to  take  into  consideration.  VA  stated  their  overall  concern  with  GAO’s  findings  is  that  it  only 
reflects  2  years  of  a  10  year  program,  and  it  gives  the  impression  that  there  was  only  a  20  percent  effort 
from  VA  toward  GME  expansion. 


GAO  stated  they  anticipate  providing  their  report  for  comment  April  7,  2017,  and  allowing  30  days  to 
comment.  GAO  stated  they  will  not  be  making  any  recommendations  to  the  Department. 
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GAO  anticipates  issuing  their  final  report  in  Summer  2017. 


Look  Ahead-  Thursday,  March  23,  201 7 


March  23,  2017.  Steve  Young,  Deputy  Under  Secretary  for  Health  for  Operations  and 
Management,  and  Matt  Eitutis,  Acting  VHA  Member  Services  Executive  Director,  will  discuss  the  OIGs 
Report  on  the  VHA’s  Veterans  Crisis  Line  with  the  4  Corners  PSMs  and  Sen  Nelson’s  staffer. 


9;30  A.M.;  334  Cannon 


(b)(6) 


March  23,  2017.  Ms.  Carin  Otero,  Acting  Deputy  Assistant  Secretary,  HR  Policy  &  Planning, 
HR&A;  Ms.  Avia  Pichon-Cosay,  Deputy  Associate  Chief  Officer,  HR  Operations  &  Oversight,  VHA;  Mike 
Frueh,  Chief  of  Staff,  VBA;  Ms.  Lisa  Thomas,  Executive  Director,  Human  Capital  Management,  NCA; 
and  Ms.  Rici  Mulligan,  Executive  Director,  Budget  and  Finance,  OI&T  will  brief  SVAC  Minority  staff  on 
“Impact  of  the  Current  Hiring  Freeze  on  VA’s  Exempt  and  Non-Exempt  Vacancies.” 


11:00  A.M.;  Teleconference 


POC: 


(b)(6) 


March  23,  2017.  Michael  Murphy,  Director  of  VA  Northwest  Health  Network,  and  Michael  J. 
Kraycinovich,  Trial  Attorney,  Office  of  the  General  Counsel,  will  brief  the  House  Veterans  Affairs 
Committee  on  the  Bremerton,  WA  CBOC’s  delays. 


1:30  P.M.;  334  Cannon  HOB 


POC: 


.  (b)(6) 


March  23,  2017.  (Postponed  -  March  13,  2017).  Dr.  Michael  S.  Icardi,  National  Director  of 
Pathology  and  Laboratory  Medicine,  Dr.  Laurence  J.  Meyer,  National  Director  Genomic  Medicine,  Chief 
Officer  Specialty  Care  Services  and  Ms.  Valerie  Miller,  Associate  Program  Manager,  Pathology  and 
Laboratory  Medicine  Services  will  brief  Ms.  Dahlia  Melendrez,  SVAC-D,  concerning  VA  blood  sources. 


2:30  P.M.;  Teleconference 


POC:  P)(6) 


Government  Accountability  Office  (GAO)  Activity: 
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Exit  Conferences 


March  23,  2017,  GAO  is  ready  to  present  their  findings  on  Veterans  Health  Administration  (VHA) 
Information  Technology  (IT)  (GAO  Code  100436).  GAO  conducted  this  review  in  response  to  a  request 
made  by  former  Ranking  Member  Corrine  Brown  of  the  House  Committee  on  Veterans’  Affairs  (HVAC), 
and  Representative  Derek  Kilmer.  Former  HVAC  Chairman  Jeff  Miller  was  added  as  a  co-requester. 


GAO’s  objectives  were  to  examine: 


The  extent  to  which  VHA’s  current  IT  systems  support  the  agency’s  core  functions. 

The  extent  to  which  VA’s  IT  investment  management  process  ensures  that  technology 
investments  are  prioritized.  Selected,  executed,  and  monitored  to  support  VHA’s  core  functions. 

1 1  ;00  A.M.;  VACO,  Room  532 


Upcoming  Hearings  and  Testimony  Due  to  Congress 


March  28,  201 7.  The  HVAC  DAMA  Subcommittee  will  hold  a  roundtable  discussion  on  the  topic 
of  Veteran's  appeals,  with  a  focus  on  the  VA/VSO  appeals  modernization  proposal.  The  Subcommittee 
requested  a  VBA  and  a  BVA  representative  participate  in  the  discussion  -  those  participants  have  not 
been  established. 


1 :30  P.M.;  Room:  Cannon  334 


POC: 


March  29,  2017.  The  HVAC  Health  Subcommittee  will  hold  a  legislative  hearing  on  the  agenda 
set  out  below.  VA  witness  will  be  Dr.  Jennifer  Lee,  DUSH  for  Policy  and  Services  accompanied  by 
Susan  Blauert,  Deputy  Chief  Counsel. 


8:00  A.M.;  334  Cannon 


(b)(6) 


H.R.  91  -  The  Building  Supportive  Networks  for  Women  Veterans  Act. 
H.R.  95  -  The  Veterans’  Access  to  Child  Care  Act. 
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H.R.  467  -  The  VA  Scheduling  Accountability  Act. 

H.R.  907  -  The  Newborn  Care  Improvement  Act. 

H.  R.  918  -  The  Veteran  Urgent  Access  to  Mental  Healthcare  Act. 

H.R.  1005  -  To  improve  the  provision  of  adult  day  health  care  services  for  Veterans. 
H.R.  1058  -  The  VA  Provider  Equity  Act. 

H.R.  1162  -  The  No  Hero  Left  Untreated  Act. 

H.R.  1545-  VA  Prescription  Data  Accountability  Act  of  2017 
Draft  Bill  -  The  Veterans  Affairs  Medical  Scribe  Pilot  Act  of  201 7. 

Draft  Bill  -  To  prohibit  smoking  in  any  VHA  facility. 


April  4,  2017.  The  House  Committee  on  Veterans’  Affairs  will  conduct  a  hearing  on  the  OIG’s 
Veterans  Crisis  Line  Report. 


10:00  A.M.;  334  Cannon 


(bH6) 


April  5,  2017.  The  HVAC  DAMA  Subcommittee  will  hold  a  legislative  hearing  on  the  agenda  set 
out  below.  VA  witnesses  have  not  been  established. 


10:30  A.M.;  Room  334  Cannon  HOB 


(b)(6) 


Agenda 

HR  1328  {Bost)-Auto  COLA 
HR  1329  {Bost)-Annual  COLA 

HR  1390  {Banks)-Transportation  to  State  and  Tribal  Cemeteries 
HR  1564  (Bergman)  Beneficial  Travel  for  VBA  (authorization  fix) 

HR  105  (Brownley)-Repayment  of  Misused  Benefits  of  Veterans  with  Fiduciaries 
Draft  Bill  (Walz)  Quicker  Veterans  Benefits  Delivery  Act 
HR  299  (Valadao)  Blue  Water  Navy 
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Member  Engagement  Requests  for  Senior  Leaders 


Sen/Rep 
Last  Name 
First  Name 
State 

Type  of  Engagement 

Received 

Date  Scheduled 

Topic 

Rep 

Brownley 

Julia 

CA 

Meeting 

4/4/2017 
VA  Priorities 

To  Be  Rescheduled  from  3/15 
Rep 

O’Rourke 

Beto 

TX 

Meeting 


4/27/2017 
VA  Priorities 

To  Be  Rescheduled  from  3/15 
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Rep 

Bergman 

Jack 

Ml 

Meeting 

4/27/2017 
VA  Priorities 

To  Be  Rescheduled  from  3/15 

Rep 

Bost 

Mike 

IL 

Meeting 

4/27/2017 
VA  Priorities 

To  Be  Rescheduled  from  3/15 
Sen 

Sullivan 

Dan 

AK 

Travel 

2/1/2017 

SecVA 

State  Visit  Request 
Sen 
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T  ester 


Jon 

MT 

Travel 

2/1/2017 

SecVA 

State  Visit  Request 
Sen 

Manchin 

Joe 

WV 

Travel 

2/1/2017 

SecVA 

State  Visit  Request 

Sen 

Carper 

Tom 

DE 

Travel 

4/3/2017 

SecVA 

Delaware  State  Veterans  Summit 
Sen 

McCaskill 
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Claire 


MO 

Cali 

3/21/2017 
Aria  Harrell  Act 
Sen 

Gillibrand 

Kirsten 

NY 

Meeting 


3/22/2017 

Blue  Water  Navy 

Sen 

Sanders 

Bernie 

VT 

Meeting 

3/23/2017 

Privatization,  Choice,  Drug  Costs 

(Meeting  in  Office  of  Secretary) 

Rep 

Mast 

Brian 

FL 

Meeting 
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4/4/2017 


Meet  &  Greet 

Sen 

Murray 

Patty 

WA 

Call 

3/8/2017 


Caregivers 

Rep 

Sablan 

Gregorio 

NMI 

Meeting 

4/27/2017 

Access  to  Care  in  the  Northern  Marianas  Islands 
Sen 

Duckworth 

Tammy 

IL 

Call 

3/8/2017 

TBD 
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HVAC  Minority  Member  Retreat 


Meeting 

(Annapolis) 

3/24/2017 

SecVA’s  Way  Forward  for  VA 
Rep 

McMorris  Rogers 

Cathy 

WA 

Meeting 

3/24/2017 

VA  issues  and  Moving  Forward  in  the  1 15th 
Rep 

Arrington 

Jodey 

TX 

Meeting 

3/14/2017 

VA  Priorities  -  Proactive 

Sen 

Daines 

Steve 

MT 
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Travel 


1/25/2017 

Ft  Harrison 

Rep 

Esty 

Elizabeth 

CT 

Travel 
3/1 5/2017 

Newington  &  Farmington,  CT 

Rep 

Kuster 

Ann  McClane 
NH 

Travel 

3/15/2017 

Nashau,  NH  Homelessness/Suicide 
Sen 

Klobuchar 

Amy 

MN 

Call 

4/4/2017 

Burn  Pit  Legislation 
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Rep 


Thompson 

Mike 

CA 

Meeting 

3/17/2017 


Military  Veteran  Caucus 

Sen 

Wyden 

Ron 

OR 

Meeting 

3/17/2017 

VCL  Backup  Contract 
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Morning  Report:  Thursday,  March  30,  2017 

Wed  Mar  29  2017  16:44:23  CDT 

EAS 


All, 


Attached  is  the  Morning  Report  for  Thursday,  March  30,  2017.  This  document  is  for  internal  use  only. 


Thank  you  kindly. 


:b)(6) 


Department  of  Veterans  Affairs 

Health  Program  Analyst,  Office  of  Congressional  and  Legislative  Affairs 
81 0  Vermont  Ave  NW 
Washington,  DC  20420 


Phone: 


Secretary's  Morning  Report 


Prepared  by  the  Office  of  Congressional  &  Legislative  Affairs 


Thursday,  March  30,  2017 
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Hot  Issues 


None 


Emerging 

On  March  31 , 201 7,  Ranking  Member  Waiz  will  visit  the  Phoenix  VAMC  to  meet  with  facility's 
leadership  about  a  recent  OIG  report  Review  of  Alleged  Consult  Mismanagement  at  the  Phoenix  VA 
Health  Care  System  and  receive  demonstrations  on  VA's  scheduling  system  and  Electronic  Health 
Records  system. 


On  April  1 0,  201 7,  Chairman  Roe  will  tour  the  West  LA  Campus  with  the  facility’s  leadership.  On 
the  tour  Chairman  Roe  would  like  to  discuss  VA's  homeless  initiatives,  the  campus’s  master  plan, 
operations  of  the  VAMC  and  wants  to  meet  with  the  Community  Veteran  Engagement  Board. 


On  April  1 1 , 201 7,  Chairman  Roe  will  visit  the  Phoenix  VAMC  to  meet  with  facility's  leadership 
about  a  recent  OIG  report  Review  of  Alleged  Consult  Mismanagement  at  the  Phoenix  VA  Health  Care 
System  and  receive  demonstrations  on  VA’s  scheduling  system  and  Electronic  Health  Records  system. 


Congressional  Letters  and  Meeting  Requests  Received 


March  28,  2017.  Ranking  Member  Tim  Walz  (HVAC)  expressed  concern  over  a  Board  of 
Veteran’s  Appeals  disconnected  phone  line. 

o  Received  March  29,  2017;  VAIQ  #7784854 


March  29,  2017.  Rep.  Rodney  Frelinghuysen  (R-NJ)  expressed  concern  and  support  of 
Community  Hope  funding  for  homeless  Veterans. 

‘Received  March  29,  2017;  VAIQ  #7785012. 


‘March,  29,  2017.  Chairman  Dr.  David  P.  Roe  (HVAC)  expressed  concern  over  high  tech  medical 
equipment  for  VHA  facilities. 

‘Received  March  29,  2017;  VAIQ  #7784998. 
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Wednesday,  March  29,  2017  Events 


March  28,  201 7.  The  HVAC  DAMA  Subcommittee  held  a  roundtable  discussion  on  the  topic  of 
Veteran’s  Appeals,  with  a  focus  on  the  VA/VSO  Appeals  Modernization  proposal.  The  Subcommittee 
requested  a  VBA  and  a  BVA  representative  participate  in  the  discussion.  The  Government 
Accountability  Office  (GAO)  and  VSOs  will  also  attend  the  roundtable. 

VA  Attendees:  BVA  Executive  in  Charge/Acting  Vice  Chairman  David  Spickler,  BVA  Interim  Principal 
Deputy  Vice  Chairman  Cheryl  Mason,  and  VBA  Appeals  Management  Office  Director  David 
McLenachen 


1:30  P.M.;  334  Cannon 


Summary:  BVA  and  VBA  staff  provided  a  detailed  path  forward  for  Appeals  Modernization,  including  a 
discussion  on  the  proposed  opt-in  process  and  how  it  would  reduce  legacy  appeals.  GAO  discussed 
strong  support  for  providing  a  pilot  for  Appeals  Modernization  and  also  expressed  concerns  related  to  IT 
planning  and  risk  mitigation,  but  agreed  that  Appeals  Modernization  is  the  correct  approach.  Most  VSOs 
expressed  strong  support  for  Appeals  Modernization,  and  for  undertaking  legislation  sooner,  rather  than 
after  a  pilot  program.  HVAC  Chairman  Roe,  DAMA  Chairman  Bost,  DAMA  Ranking  Member  Etsy,  Rep. 
Titus,  and  Rep.  Bergman  were  in  attendance.  DAMA  Chairman  Bost  and  Rep.  Titus  expressed  the 
need  for  more  detailed  letters  from  VA  now,  as  opposed  to  after  potential  legislation. 


March  29,  201 7.  The  HVAC  Health  Subcommittee  held  a  legislative  hearing  on  the  agenda  set 
out  below.  VA  witnesses  were  Dr.  Jennifer  Lee,  DUSH  for  Policy  and  Services  accompanied  by  Susan 
Blauert,  Deputy  Chief  Counsel. 


8:00  A.M.;  334  Cannon 


POC: 


(b)(6) 


H.R.  91  -  The  Building  Supportive  Networks  for  Women  Veterans  Act. 

H.R.  95  -  The  Veterans’  Access  to  Child  Care  Act. 

H.R.  467  -  The  VA  Scheduling  Accountability  Act. 

H.R.  907  -  The  Newborn  Care  Improvement  Act. 

H.  R.  918  -  The  Veteran  Urgent  Access  to  Mental  Healthcare  Act. 

H.R.  1005  -  To  improve  the  provision  of  adult  day  health  care  services  for  Veterans. 
H.R.  1 162  -  The  No  Hero  Left  Untreated  Act. 

H.R.  1545-  VA  Prescription  Data  Accountability  Act  of  2017 
Draft  Bill  -  The  Veterans  Affairs  Medical  Scribe  Pilot  Act  of  201 7. 
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H.R.  1662  Bill  -  To  prohibit  smoking  in  any  VHA  facility. 

Summary:  The  overall  theme  of  the  hearing  revolved  around  mental  health  and  access  to  health  care 
for  women  Veterans.  Representatives  from  VFW,  DAV,  and  PVA  were  present  to  provide  oral 
testimony.  Chairman  Roe,  arrived  late  to  the  hearing  and  provided  a  brief  statement  on  his  draft  medical 
scribes  pilot  bill.  He  stated  that  while  he’s  disappointed  in  VA’s  opposition  to  the  bill,  he  looks  forward  to 
continuing  to  work  with  VA  on  a  way  forward.  Chairman  Wenstrup  spoke  on  his  bill,  H.R.  1662,  which 
would  prohibit  smoking  at  VHA  facilities  and  said  that  he  recognizes  there  are  employees  and  Veterans 
who  are  smokers  but  this  legislation  provides  a  delay  in  implementation  and  would  allow  VA  to  utilize 
the  existing  resources  to  assist  Veterans  in  quitting  the  habit.  He  wants  to  see  the  money  that  is 
currently  spent  to  maintain  the  smoking  facilities  to  be  spent  on  the  health  care  of  Veterans.  Ranking 
Member  Brownley  provided  a  brief  statement  on  her  two  women  Veterans-related  bills,  H.R.  91  and  H. 
R.  95,  by  stating  that  we  must  ensure  women  Veterans  have  access  to  care.  She  is  interested  in 
looking  at  a  VFW  proposal  that  would  expand  childcare  services  to  homeless  Veterans.  Chairman 
Wenstrup  was  interested  in  understanding  the  difference  between  the  Health  Advocate  Program  the  VA 
uses  and  the  pilot  program  the  medical  scribes  bill  mandates  VA  to  do.  Dr.  Lee  provided  a  brief 
comparison,  noting  that  at  the  approximately  14  facilities  that  HAP  is  used,  the  individuals  serve  a  dual 
role  and  licensed  nurses  which  are  directly  employed  by  VA.  Ranking  Member  Brownley’s  questions 
focused  on  her  two  bills  by  asking  if  VA  is  looking  to  expand  the  retreats  for  what  particular  cohorts,  to 
which  Dr.  Lee  stated  that  we  are  hoping  to  expand  to  all  cohorts,  including  male  Veterans,  which  was 
also  stated  in  VA’s  written  testimony.  The  Ranking  Member  was  also  curious  on  how  VA  received  the 
data  that  led  to  VA  opposing  her  childcare  bill.  Dr.  Lee  mentioned  the  Barriers  to  Care  report  that  was 
cited  in  the  written  testimony  and  elaborated  on  some  of  the  methodology  for  receiving  that  data.  Rep. 
Takano  focused  his  questions  on  whether  to  expand  the  scope  of  Rep.  Coffman’s  OTH  bill,  but  asked 
only  the  VSOs  to  opine.  DAV  and  PVA  agreed  with  the  legislation  as  it  is,  with  VFW  asking  for  it  to  be 
expanded. 


March  29,  201 7.  Ron  Burke,  Assistant  Deputy  Under  Secretary  for  Field  Operations,  VBA;  and 
Elizabeth  Kruse,  Deputy  Director  for  Field  Operations,  VBA,  briefed  HVAC  staff  regarding  the  non-rating 
claims  backlog. 


1 0:00  A.M.;  335  Cannon 


Summary:  VA  staff  provided  a  positive  briefing  to  HVAC  highlighting  the  notable  decrease  in  the 
number  of  outstanding  non-rating  claims.  The  general  themes  discussed  during  the  briefing  include:  the 
12  new  non-rating  claims  teams;  call  centers,  to  include  waiting  and  duration  time  frames;  appeal  rates 
on  completed  non-rating  claims;  and  quality  statistics  on  completed  non-rating  claims.  HVAC  staff 
raised  the  topic  of  appeals  and  showed  particular  interest  in  VBMS  and  NWQ’s  capacity  to  incorporate 
and  manage  appeals,  and  if  appeals  reform  would  have  any  impact.  Lastly,  HVAC  staff  expressed  an 
interest  in  having  a  quarterly  Office  of  Field  Operations/Compensation  Service  briefing. 


March  29,  201 7.  Jennifer  Harkins,  Health  Systems  Specialist  -  Executive  Assistant  to  the 
Medical  Center,  Director,  Jordan  W.  Benware,  Capital  Support  Consultant,  Ben  lachini.  Director  of 
Contracting  for  NCO  4,  Joe  Maletta,  SAO-East  Director,  Joe  Delanko,  VISN  4  Capital  Asset  Manager 
spoke  with  George  Perez  and  Eriade  Williams,  w/Rep.  Brady’s  (PA-1)  office  regarding  update  on 
construction  site  at  CLC  collocated  with  the  Philadelphia  VAMC. 

1 1 :00  A.M.;  Teleconference 
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POC: 


(b)(6) 


Summary:  Mr.  Delanko  provided  an  update  regarding  the  construction  site,  informing  Mr.  Perez  of  the 
recent  litigation  developments  concerning  the  project  contractor  and  the  bonding  agency  due  to  default 
of  both  entities.  Mr.  Delanko  pointed  out  the  default  of  both  entities  created  a  very  unique  concern/role 
for  the  VA  which  potentially  required  the  additional  legal  process,  however  the  final  litigation  allows  VA 
to  move  forward  with  the  construction  project,  Mr,  Delanko  provided  the  projected  way  ahead  to  include, 
schedule  for  redesign  and  bidding  as  early  as  Dec  2017  and  the  beginning  of  construction  o/a  FY2018. 
Mr.  Perez  had  additional  questions  concerning  the  award  and  funding  of  the  design/architect  of  which 
Ms.  Harkins  stated  that  the  funding  for  design  has  been  obligated  in  FY17.  Lastly,  Mr.  Perez  expressed 
some  additional  concerns  regarding  increased  measures  and  surveillance  for  pest  control,  a  previous 
concern  from  Rep.  Brady’s  office  over  the  past  18  months.  Ms.  Harkins  stated  that  the  Philadelphia 
VAMC  has  hired  contractors  that  have  increased  services  and  support,  however  she  would  report  the 
new  concerns  to  the  contracting  agency  for  additional  surveillance  and  would  follow-up  with  Mr.  Perez 
on  the  status. 


March  29,  2017.  Dr.  Neil  Evans,  Chief  Officer,  Connected  Care,  briefed  staff  from  Senator 
Klobuchar’s  (D-MN)  office  on  the  pilot  program  for  the  Faster  Care  for  Veterans  Act  at  the  Minneapolis 
VAMC, 


12:00  P.M.;  Teleconference 


POC:  (b)(6) 


Summary:  Staffers  initiated  the  call  due  to  the  Minneapolis  VAMC’s  selection  as  one  of  three  sites  for 
the  Pilot  Program.  The  other  two  sites,  Bedford,  MA  and  Salt  Lake  City,  LIT  were  also  selected  due  to 
Member’s  interest  and  sponsorship  of  the  legislation.  Staffers  biggest  concern  was  whether  the  VAMC 
would  have  to  fund  the  program  directly  and  if  that  would  have  any  effect  on  patient  care.  Dr.  Evans 
explained  that  the  program  was  being  funded  by  Choice  and  the  VAMC  would  not  have  to  put  forth  any 
of  their  own  money.  Dr.  Evans  gave  a  general  overview  of  the  pilot  and  where  VA  was  in  the  process. 
Staffers  were  hoping  to  get  information  on  formal  announcements  and  timelines,  but  it  was  explained 
that  most  of  that  would  not  be  known  until  the  contract  was  awarded  on  April  15th.  Dr.  Evans  explained 
some  of  the  specifications  and  requirements  that  VA  expected  and  was  laid  out  in  the  RFP.  The 
Senator’s  will  request  a  follow-up  meeting  when  the  contract  is  awarded. 


March  29,  2017.  Rep.  Tim  Ryan  (D-13-OH)  requested  an  in-person  meeting  with  Dr.  Tracy 
Gaudet,  Director  of  the  Office  of  Patient  Centered  Care.  According  to  the  Congressman’s  staff.  Rep.  T. 
Ryan  is  personal  friends  with  Dr.  Gaudet  and  wanted  an  update  to  the  projects  she  has  been  working 
on.  Dr.  Benjamin  Kligler,  Director  of  Integrated  Health  Coordinator  Center  accompanied  Dr.  Gaudet  to 
the  meeting. 


12:30  P.M.;  1126  Longworth  HOB 


POC: 


Summary:  The  conversation  mainly  centered  on  the  integrated  healthcare  model  both  Dr.  Gaudet  and 
Dr.  Kligler  have  been  developing.  The  model  focuses  on  connecting  Veterans  with  a  trained  peer,  who 
is  a  fellow  Veteran.  This  peer  would  help  the  Veteran  identify  their  health  goals.  Depending  on  the 
Veteran’s  health  goals,  they  can  connect  with  wellness  programs  that  can  help  the  Veteran  achieve 
those  goals  through  “seif-health";  e.g.  if  the  health  goal  is  to  lose  weight,  a  Veteran  would  work  with  a 
nutrition  expert  on  their  dietary  goals.  Limited  programs  currently  exist  at  different  VHA  facilities. 
However,  fully  funded  programs  are  slated  to  begin  at  18  sites  in  October  of  FY18.  Rep.  Ryan  was  very 
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interested  in  the  subject  matter  and  asked  both  Dr.  Gaudet  and  Dr.  Kligler  to  appear  as  witnesses  for  a, 
yet  unscheduled,  MilCon  VA  Appropriations  Hearing.  Rep.  Ryan  also  pulled  HVAC  Health 
Subcommittee  Chairman,  Mr.  Wenstrup,  into  the  room  and  he  was  also  very  interested  in  what  our  VA 
doctors  had  to  say  about  integrated  health. 


March  29,  2017.  Willie  Clark,  Deputy  Under  Secretary  for  Field  Operations,  VBA;  and  Ronald 
Burke,  Assistant  Deputy  Under  Secretary  for  Field  Operations,  VBA,  briefed  HVAC  and  SVAC  staff 
regarding  mandatory  overtime. 


2:30  P.M.;  Teleconference 


POCs: 


Summary:  The  purpose  of  this  call  was  to  notify  4-Corners  staff  that  VBA  intends  on  extending 
strategic  mandatory  overtime  for  an  additional  30  days.  4-Corners  staff  inquired  if  the  agreement  VBA 
made  with  AFGE  was  on  a  national  or  local  basis;  how  many  more  months  VA  anticipates  utilizing 
mandatory  overtime;  how  many  RVSRs  are  currently  working  overtime;  and  if  VA  will  consider 
mandatory  overtime  for  VSRs  in  the  future. 


March  29,  2017.  Dr.  Steven  Lieberman,  ADUSH  for  Access  to  Care,  Dr.  Mark  Shelhorse,  Acting 
VISN  6  Director,  Dr.  Kameron  Matthews,  Deputy  Executive  Director,  Provider  Relations  and  Services, 
Office  of  Community  Care,  Dr.  Michael  Davies,  Senior  Medical  Advisor,  Office  of  Veterans  Access  to 
Care  and  Andy  Bartlett,  Health  System  Specialist  briefed  Members  of  the  House  of  Representatives 
with  the  NC  Delegation  on  the  VISN  6  OIG  Report. 


2:30  P.M.;H-107  Capitol 


POC: 


(b)(0> 


Summary:  Due  to  the  timing  of  the  event,  a  summary  will  be  provided  in  tomorrow’s  report. 


Look  Ahead-  Thursday,  March  30,  201 7 


March  30,  2017.  Dr.  Kathleen  Klink,  Chief,  Health  Professions  Education,  Office  of  Acad. 
Affiliations,  VHA  will  provide  an  update  on  VHA’s  Graduate  Medical  Education  Program  to  Rep.  Mark 
Takano. 


10:30  A.M.;  1507  Longworth 


(b)(0) 


Government  Accountability  Office  (GAO)  Activity: 


Exit  Conferences 
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March  30,  2017.  GAO  is  ready  to  present  its  findings  on  VA  Treatment  of  Gulf  War  Illness  Claims 
(GAO  Job  Code  100365).  GAO  conducted  this  review  in  response  to  a  request  by  the  Chair  of  the 
Subcommittee  on  Investigations  and  Oversight,  Committee  on  Veterans’  Affairs.  U.S.  House  of 
Representatives. 


GAO  Objective; 


What  have  been  the  trends  in  the  disability  claims  related  to  Gulf  War  Illness; 

What  policies  and  procedure  does  VA  have  in  place  to  ensure  accurate  and  timely  processing  of 
these  claims:  and 

To  what  extent  is  VA  using  prevailing  research  and  science  to  inform  their  disability  decisions  for 
Gulf  War  Illness,  including  their  designation  of  symptoms  and  conditions  as  presumptively  linked  to  Gulf 
War  service. 


1 :00  P.M.;  1800  G  Street,  NW,  Room  436F 


(b)(6) 


Upcoming  Hearings  and  Testimony  Due  to  Congress 


April  4,  2017.  The  House  Committee  on  Veterans’  Affairs  will  conduct  a  hearing  on  the  OIG’s 
Veterans  Crisis  Line  Report. 


10:00  A.M.;  334  Cannon 


(b)(6) 


April  4,  2017.  The  Subcommittee  on  Economic  Opportunity  of  the  House  Committee  on 
Veterans’  Affairs  will  conduct  an  oversight  hearing  on  “Assessing  VA  Approved  Appraisers  and  How  to 
Improve  the  Program  for  the  21st  Century."  VA  witnesses  have  not  been  established. 


2:00  P.M.;  334  Cannon 


POC:  (t=)(6) 


April  5,  2017.  The  HVAC  DAMA  Subcommittee  will  hold  a  legislative  hearing  on  the  agenda  set 
out  below.  VA  witnesses  have  not  been  established. 
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1 0:30  A.M.;  Room  334  Cannon  HOB 


(b)(6) 


Agenda 

HR  1328  {Bost)-Auto  COLA 
HR  1329  {Bost)-Annual  COLA 

HR  1390  {Banks)-Transportation  to  State  and  Tribal  Cemeteries 
HR  1564  (Bergman)  Beneficial  Travel  for  VBA  (authorization  fix) 

HR  105  (Brownley)-Repayment  of  Misused  Benefits  of  Veterans  with  Fiduciaries 
Draft  Bill  (Walz)  Quicker  Veterans  Benefits  Delivery  Act 
HR  299  (Valadao)  Blue  Water  Navy 

April  5,  2017.  The  HVAC  Health  Subcommittee  intends  to  hold  a  markup  on  various  legislation. 
2:00  P.M.;  334  Cannon 


Member  Engagement  Requests  for  Senior  Leaders 


Sen/Rep 
Last  Name 
First  Name 
State 

Type  of  Engagement 

Received 

Date  Scheduled 

Topic 

Sen 
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Carper 

Tom 

DE 

Travel 

4/3/2017 

SecVA  Delav\/are  State  Veterans  Summit 
Sen 

Klobuchar 

Amy 

MN 

Cali 

4/4/2017 

Burn  Pit  Legislation 

Rep 

Bost 

Mike 

IL 

Meeting 

4/4/2017 

Appeals  Reform  Legislation 

Sen 

Murray 

Patty 

WA 

Meeting 
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3/8/2017 


4/6/2017 

Caregivers 

Sen 

Duckworth 

Tammy 

IL 

Meeting 

3/8/2017 

4/6/2017 

Choice?? 

Sen 

Wyden 

Ron 

OR 

Meeting 
3/1 7/2017 
4/6/2017 

VCL  Backup  Contract 

Sen 

Enzi 

Michael 

WY 

Meeting 

3/21/2017 

4/6/2017 

Choice 

Sen 
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Sanders 


Bernie 

VT 

Meeting 

3/6/2017 

4/6/2017 

Privatization,  Choice  Reshedule  from  3/23 
Rep 

O’Rourke 

Beto 

TX 

Meeting 

4/27/2017 

VA  Priorities  Rescheduled  from  3/15 
Rep 

Bergman 

Jack 

Ml 

Meeting 

4/27/2017 

VA  Priorities  Rescheduled  from  3/15 

Rep 

Mast 

Brian 

FL 

Meeting 
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4/27/2017 


Meet  &  Greet 

Rep 

Sablan 

Gregorio 

NMI 

Meeting 

4/27/2017 

Access  to  Care  in  the  Northern  Marianas  Islands 

HVAC  Minority  Member  Retreat 


Meeting 

5/1/2017 

VA  Priorities  -  Armed  Forces  Retirement  Home  (Washington,  DC) 
Rep 

Thompson 

Mike 

CA 

Meeting 


5/3/2017 

Military  Veteran  Caucus 
Rep 
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Kuster 


Ann  McClane 
NH 

Meeting 


5/3/2017 
Womens  Caucus 
Rep 

Brownley 

Julia 

CA 

Meeting 

3/28/2017 

VA  Priorities  -  Reschedule  from  3/15  -  Reschedule  again  due  to  HVAC  Hearing  Conflict 
Rep 

Arrington 

Jodey 

TX 

Meeting 

3/14/2017 

VA  Priorities  -  Proactive 
Sen 

Sullivan 

Dan 

AK 

Travel 
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2/1/2017 


SecVA  State  Visit  Request 

Sen 

Tester 

Jon 

MT 

Travel 

2/1/2017 

SecVA  State  Visit  Request 
Sen 

Manchin 

Joe 

WV 

Travel 

2/1/2017 

SecVA  State  Visit  Request 

Sen 

Daines 

Steve 

MT 

Travel 

1/25/2017 

Ft  Harrison 
Rep 
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Esty 

Elizabeth 

CT 

Travel 
3/1 5/2017 


Newington  &  Farmington,  CT 

Rep 

Kuster 

Ann  McClane 
NH 

Travel 
3/1 5/2017 

Nashau,  NH  Homelessness/Suicide 

Rep 

Bacon 

Don 

NE 

Meeting 

3/23/2017 

Omaha  Ambulatory  Care  Center 

Rep 

Young 

David 

lA 

Meeting 
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3/23/2017 


VCL 

Rep 

Roe 

Phil 

TN 

Call 

3/29/2017 

Cardiology  Contract 
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:b)(6) 


/o=va/ou=vba 


phHadelphia/cn=recipients/cn[(bj(^ 


Morning  Report:  Tuesday,  March  28,  2017 

Mon  Mar  27  2017  16:21:23  CDT 

EAS 


All, 


Attached  is  the  Morning  Report  for  Tuesday,  March  28,  2017.  This  document  is  for  internal  use  only. 


Thank  you  kindly. 


(b)(6) 


Department  of  Veterans  Affairs 

Health  Program  Analyst,  Office  of  Congressional  and  Legislative  Affairs 
81 0  Vermont  Ave  NW 
Washington,  DC  20420 
Phone:F'®^ 


Secretary's  Morning  Report 

Prepared  by  the  Office  of  Congressional  &  Legislative  Affairs 
Tuesday,  March  28,  2017 
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Hot  Issues 


None 


Emerging 


None 


Congressional  Letters  and  Meeting  Requests  Received 


None 


Monday,  March  27,  2017  Events 

March  24,  201 7.  BVA  Acting  Vice  Chairman  Executive  in  Charge  David  Spickler,  Interim 
Principal  Deputy  Vice  Chairman  Cheryl  Mason,  Chief  Counsel  for  Policy  &  Procedure  Veterans 
Administration  Donnie  Hachey,  Chief  Counsel  for  Policy  &  Procedure,  Veterans  Administration  James 
Ridgway,  VBA  Director,  Appeals  Management  Office  David  McLenachen,  and  VACI  Director  Office  of 
Enterprise  Integration  Patrick  Littlefield  briefed  4-Corners  staff  on  recent  developments  related  to 
Appeals  Modernization. 


3:00  P.M.;  Teleconference 


(b)(6) 


Summary:  VA  staff  provided  an  informational  briefing  to  4-Corners  staff  on  Appeals  Modernization  and 
recent  developments  to  reduce  legacy  appeals  within  the  new  proposed  system.  BVA  and  VBA  staff 
provided  a  detailed  overview  of  the  proposed  opt-in  process  and  also  discussed  recommendations  for 
Appeals  Modernization  outlined  in  the  recent  GAO  report.  HVAC  and  SVAC  staff  asked  questions 
regarding  potential  resource  needs,  buy-in  from  the  VSO  community,  and  also  points  in  the  appeals 
process  where  opt-in  could  occur. 


March  27,  201 7.  Danny  Devine,  Deputy  Director  of  Policy  and  Procedures,  Compensation 
Service,  VBA,  and  Laurine  Carson,  Assistant  Director  for  Procedures,  Compensation  Service,  VBA, 
briefed  SVAC  staff  regarding  VA’s  efforts  to  update  the  disability  rating  schedule. 


1 :00  P.M.;  Teleconference 


(b)(6) 
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Summary:  VBA  staff  provided  a  friendly  overview  and  update  to  SVAC  majority  and  minority  staff  on 
VA's  efforts  to  update  the  disability  rating  schedule.  SVAC  staff  inquired  if  the  personnel  assigned  to  the 
rating  schedule  working  group,  to  include  medical  officers,  would  stay  intact  after  the  disability  rating 
schedule  was  updated,  and  which  VA  office  would  manage  the  roll-out  of  the  new  disability  rating 
schedule.  SVAC  staff  also  expressed  an  interest  in  whether  medical  or  economic  data  is  shaping  the 
updated  rating  schedule,  and  in  the  cost  of  an  “earnings  lost”  study  for  VA. 


March  27,  2017.  BVA  Executive  in  Charge/Acting  Vice  Chairman,  Dave  Spickler  and  VBA 
Appeals  Management  Office  Director,  David  McLenachen,  briefed  SVAC  minority  staff  on  Appeals 
Modernization  and  the  proposed  appeals  pilot  program. 


2:00  P.M.;  311  Hart 


(b)(6) 


Summary:  BVA  and  VBA  staff  held  a  friendly  briefing  on  the  status  of  Appeals  Modernization  efforts 
with  SVAC  minority  staff.  VA  staff  provided  background  information  on  appeals  inventory,  discussed  the 
recent  opt-in  proposal,  and  also  GAO  recommendations  including  holding  an  appeals  pilot,  SVAC 
minority  staff  asked  questions  regarding  buy-in  from  VSOs  for  the  opt-in  proposal,  and  also  briefly 
discussed  an  Appeals  Modernization  bill  introduced  by  Senator  Blumenthal  last  week. 


Look  Ahead-  Tuesday,  March  28,  2017 


March  28,  2017.  Rep.  Tim  Ryan  (D-13-OH)  requested  an  in  person  meeting  with  Dr.  Tracy 
Gaudet,  Director  of  the  Office  of  Patient  Centered  Care.  According  to  the  Congressman’s  staff,  Rep.  T. 
Ryan  is  personal  friends  with  Dr.  Gaudet  and  wants  an  update  to  the  projects  she  has  been  working  on. 
Dr.  Benjamin  Kligler,  Director  of  Integrated  Health  Coordinator  Center  will  accompany  Dr.  Gaudet  to  the 
meeting. 


12:30  P.M.;  1126  Longworth  HOB 


(b)(6) 


March  28,  2017.  VA’s  Office  of  Tribal  Government  Relations  (OTGR)  will  meet  with  Majority  and 
Minority  staffers  on  the  Senate  Veterans’  Affairs  and  Senate  Indian  Affairs  Committees,  The  purpose  of 
the  meet  and  greet  is  to  introduce  OTGR’s  front  line  staff.  Field  Tribal  Government  Relations 
Specialists,  to  Committee  staffers  who  work  on  tribal  Veterans  issues  and  hear  from  the  staffers  about 
the  Committees’  priorities  as  they  relate  to  American  Indian  and  Alaska  Native  Veterans. 


1:00  P.M.;  418  Russel! 


POC: 


.  :b)(6) 


March  28,  2017.  The  HVAC  DAMA  Subcommittee  will  hold  a  roundtable  discussion  on  the  topic 
of  Veteran’s  appeals,  with  a  focus  on  the  VA/VSO  Appeals  Modernization  proposal.  The  Subcommittee 
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requested  a  VBA  and  a  BVA  representative  participate  in  the  discussion  -  those  participants  have  not 
been  established. 


1 :30  P.M.;  334  Cannon 


POC;  (b)(6) 


March  28,  2017.  Dr.  Jennifer  Lee,  Deputy  Under  Secretary  for  Health  for  Policy  and  Services 
and  Dr.  Joel  Scholten,  National  Director,  Physical  Medicine  and  Rehabilitation  will  brief  Representative 
Sessions  office  regarding  hyperbaric  oxygen  therapy.  This  is  a  follow  up  to  last  week’s  meeting  on 
March  21st. 


2:00  P.M.;  2233  Rayburn 


(b)(6) 


Upcoming  Hearings  and  Testimony  Due  to  Congress 


March  29,  2017.  The  HVAC  Health  Subcommittee  will  hold  a  legislative  hearing  on  the  agenda 
set  out  below.  VA  witness  will  be  Dr.  Jennifer  Lee,  DUSH  for  Policy  and  Services  accompanied  by 
Susan  Blauert,  Deputy  Chief  Counsel. 


8:00  A.M.;  334  Cannon 


POC:  (b)(6) 


H.R.  91  -  The  Building  Supportive  Networks  for  Women  Veterans  Act. 

H.R.  95  -  The  Veterans’  Access  to  Child  Care  Act. 

H.R.  467  -  The  VA  Scheduling  Accountability  Act. 

H.R.  907  -  The  Newborn  Care  Improvement  Act. 

H.  R.  918  -  The  Veteran  Urgent  Access  to  Mental  Healthcare  Act. 

H.R.  1005  -  To  improve  the  provision  of  adult  day  health  care  services  for  Veterans. 
H.R.  1 162  -  The  No  Hero  Left  Untreated  Act. 

H.R.  1545-  VA  Prescription  Data  Accountability  Act  of  2017 
Draft  Bill  -  The  Veterans  Affairs  Medical  Scribe  Pilot  Act  of  201 7. 

H.R.  1662  Bill  -  To  prohibit  smoking  in  any  VHA  facility. 
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April  4,  2017.  The  House  Committee  on  Veterans’  Affairs  will  conduct  a  hearing  on  the  OIG’s 
Veterans  Crisis  Line  Report. 


10:00  A.M.;  334  Cannon 


(b)(6) 


April  4,  2017.  The  Subcommittee  on  Economic  Opportunity  of  the  House  Committee  on 
Veterans’  Affairs  will  conduct  an  oversight  hearing  on  “Assessing  VA  Approved  Appraisers  and  How  to 
Improve  the  Program  for  the  21st  Century."  VA  witnesses  have  not  been  established. 


2:00  P.M.;  334  Cannon 


(b)(6) 


April  5,  2017.  The  HVAC  DAMA  Subcommittee  will  hold  a  legislative  hearing  on  the  agenda  set 
out  below,  VA  witnesses  have  not  been  established. 


10:30  A.M.;  Room  334  Cannon  HOB 


(b)(6) 


Agenda 

HR  1328  {Bost)-Auto  COLA 
HR  1329  {Bost)-Annual  COLA 

HR  1390  (Banks)-Transportation  to  State  and  Tribal  Cemeteries 
HR  1564  (Bergman)  Beneficial  Travel  for  VBA  (authorization  fix) 

HR  105  (Brownley)-Repayment  of  Misused  Benefits  of  Veterans  with  Fiduciaries 
Draft  Bill  (Walz)  Quicker  Veterans  Benefits  Delivery  Act 
HR  299  (Valadao)  Blue  Water  Navy 


Member  Engagement  Requests  for  Senior  Leaders 


Sen/Rep 
Last  Name 
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First  Name 


State 

Type  of  Engagement 

Received 

Date  Scheduled 

Topic 

Sen 

McCain 

John 

AZ 

Cal! 

3/29/2017 

Choice 

Sen 

Carper 

Tom 

DE 

Travel 

4/3/2017 

SecVA  Delaware  State  Veterans  Summit 
Sen 

Klobuchar 

Amy 

MN 

Call 

4/4/2017 
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Burn  Pit  Legislation 
Rep 

Brownley 

Julia 

CA 

Meeting 

4/4/2017 

VA  Priorities  Rescheduled  from  3/15 

Rep 

Bost 

Mike 

IL 

Meeting 

4/4/2017 

Appeals  Reform  Legislation 

Sen 

Murray 

Patty 

WA 

Meeting 

4/6/2017 

Caregivers 

Sen 

Duckworth 

Tammy 
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IL 

Meeting 

4/6/2017 

Choice?? 

Sen 

Wyden 

Ron 

OR 

Meeting 

4/6/2017 

VCL  Backup  Contract 

Sen 

Enzi 

Michael 

WY 

Meeting 

4/6/2017 

Choice 

Rep 

O'Rourke 

Beto 

TX 

Meeting 

4/27/2017 
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VA  Priorities  Rescheduled  from  3/15 
Rep 

Bergman 

Jack 

Ml 

Meeting 

4/27/2017 

VA  Priorities  Rescheduled  from  3/15 

Rep 

Mast 

Brian 

FL 

Meeting 

4/27/2017 

Meet  &  Greet 

Rep 

Sablan 

Gregorio 

NMi 

Meeting 

4/27/2017 

Access  to  Care  in  the  Northern  Marianas  Islands 

HVAC  Minority  Member  Retreat 
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Meeting 


5/1/2017 

VA  Priorities  -  Armed  Forces  Retirement  Home  {Washington,  DC) 
Rep 

Thompson 

Mike 

CA 

Meeting 

5/3/2017 

Military  Veteran  Caucus 

Rep 

Kuster 

Ann  McClane 
NH 

Meeting 

5/3/2017 
Womens  Caucus 
Rep 

Arrington 

Jodey 

TX 

Meeting 

3/14/2017 
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VA  Priorities  -  Proactive 


Sen 

Sanders 

Bernie 

VT 

Meeting 

3/6/2017 

Privatization,  Choice  Reshedule  from  3/23 
Sen 

Sullivan 

Dan 

AK 

Travel 

2/1/2017 

SecVA  State  Visit  Request 

Sen 

T  ester 

Jon 

MT 

Travel 

2/1/2017 


SecVA  State  Visit  Request 
Sen 

Manchin 

Joe 
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wv 

Travel 

2/1/2017 

SecVA  State  Visit  Request 

Sen 

Daines 

Steve 

MT 

Travel 

1/25/2017 

Ft  Harrison 

Rep 

Esty 

Elizabeth 

CT 

Travel 
3/1 5/2017 

Newington  &  Farmington,  CT 

Rep 

Kuster 

Ann  McClane 
NH 

Travel 

3/15/2017 
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Nashau,  NH  Homelessness/Suicide 


Rep 

Bacon 

Don 

NE 

Meeting 

3/23/2017 


Omaha  Ambulatory  Care  Center 

Rep 

Young 

David 

lA 

Meeting 

3/23/2017 

VCL 
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From: 


To; 

Cc: 

Bcc: 

Subject: 
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(b)(6) 
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Morning  Report:  Wednesday,  March  29,  201 7 

Tue  Mar  28  2017  16:25:28  CDT 

EAS 


All, 


Attached  is  the  Morning  Report  for  Wednesday,  March  29,  2017.  This  document  is  for  internal  use  only. 


Thank  you  kindly. 


(b)(6) 


Department  of  Veterans  Affairs 

Health  Program  Analyst,  Office  of  Congressional  and  Legislative  Affairs 
81 0  Vermont  Ave  NW 
Washington,  DC  20420 


Phone:(b)(6) 


Secretary's  Morning  Report 

Prepared  by  the  Office  of  Congressional  &  Legislative  Affairs 
Wednesday,  March  29,  2017 
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Hot  Issues 


None 


Emerging 

On  March  31 , 201 7,  Ranking  Member  Waiz  will  visit  the  Phoenix  VAMC  to  meet  with  facility's 
leadership  about  a  recent  OIG  report  Review  of  Alleged  Consult  Mismanagement  at  the  Phoenix  VA 
Health  Care  System  and  receive  demonstrations  on  VA's  scheduling  system  and  Electronic  Health 
Records  system. 


On  April  1 0,  201 7,  Chairman  Roe  will  tour  the  West  LA  Campus  with  the  facility’s  leadership.  On 
the  tour  Chairman  Roe  would  like  to  discuss  VA's  homeless  initiatives,  the  campus’s  master  plan, 
operations  of  the  VAMC  and  wants  to  meet  with  the  Community  Veteran  Engagement  Board. 


On  April  1 1 , 201 7,  Chairman  Roe  will  visit  the  Phoenix  VAMC  to  meet  with  facility's  leadership 
about  a  recent  OIG  report  Review  of  Alleged  Consult  Mismanagement  at  the  Phoenix  VA  Health  Care 
System  and  receive  demonstrations  on  VA’s  scheduling  system  and  Electronic  Health  Records  system. 


Congressional  Letters  and  Meeting  Requests  Received 


March  29,  2017.  Rep.  Tom  Emmer  (R-MN)  expressed  concern  over  a  disconnected  Board  of 
Veteran’s  Appeal  phone  line. 

‘Received  March  28,  2017;  VAIQ  #7784741. 


‘March,  28,  2017.  80  Members  of  Congress  expressed  concern  over  the  Veterans  Crisis  Line  (VCL). 
‘Received  March  28,  2017;  VAIQ  #7784735. 


Tuesday,  March  28,  2017  Events 


March  28,  2017.  Mr.  Kevin  Friel,  Assistant  Director,  Pension  &  Fiduciary  Service,  VBA  and 
Kimberly  Wright,  Executive  Director,  Office  of  Field  Programs  NCA  briefed  Congressman  Issa’s  (CA-49) 
Staff  on  Veterans  Burial  Benefits. 
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10:30  A. M.;  Teleconference 


(b)(6) 


Summary:  This  was  a  short  call;  Todd  Putnam,  Congressman  Issa’s  Defense  Legislative  Fellow  took 
the  briefing.  Todd  relayed  that  the  Congressman  is  interested  in  proposing  legislation  to  effectively 
expand  Veteran  current  programs  to  help  with  Veteran  burial  benefits.  Mr.  Friel  and  Mrs.  Wright 
explained  the  processes  of  current  programs  that  cover  and  reimburse  for  most  burial  expenses 
incurred  for  homeless  Veterans  and  their  families  to  help  finance  the  costs  of  transportation  and 
funerals  for  the  Veterans  remains.  The  discussion  was  well  received.  The  staffer  was  very  appreciative. 


March  28,  201 7.  VA's  Office  of  Tribal  Government  Relations  (OTGR)  met  with  Majority  and 
Minority  staffers  on  the  Senate  Veterans’  Affairs  and  Senate  Indian  Affairs  Committees.  The  purpose  of 
the  meet  and  greet  was  to  introduce  OTGR’s  front  line  staff,  Field  Tribal  Government  Relations 
Specialists,  to  Committee  staffers  who  work  on  tribal  Veterans  issues  and  hear  from  the  staffers  about 
the  Committees’  priorities  as  they  relate  to  American  Indian  and  Alaska  Native  Veterans. 


1:00  P.M.;  418  Russell 


POC: 


Summary:  Ms.  Stephanie  Birdwell,  Director,  Office  of  Tribal  Government  Relations  (OTGR),  Mr.  Clay 
Ward,  OTGR  and  their  colleagues,  Ms.  Terry  Bentley  (Northwest),  Ms.  Mary  Culley  (Southern  Plains), 
Ms.  Homana  Pawiki  (Southwest)  and  Mr,  Peter  Vicaire  (Northern  Plains) -all  Tribal  Government 
Relations  Specialists  who  work  in  the  field  -  met  with  SVAC  and  SiAC  staffers.  Ms.  Birdwell  gave  a 
quick  overview  of  OTGR  and  its  role  highlighting  key  the  top  five  priorities  identified  by  Tribal 
Governments:  access  to  health  care,  housing  and  homelessness,  PTSD  and  mental  health  services, 
understanding  Veterans  benefits  and  benefits  for  families  and  transportation.  Ms.  Birdwell  also  stressed 
the  importance  of  respectful  Government  to  Government  relations  and  outreach  that  encompasses 
cultural  sensitivity  and  an  awareness  of  the  customer  base.  The  Specialists  shared  examples  from  their 
particular  regions  describing  their  experiences  relative  to  choice,  copays,  tribal  health  programs,  and 
the  Native  American  Direct  Loan  Program  in  VBA.  One  staffer  mentioned  that  SIAC  is  planning  a 
hearing  in  May  on  Housing  and  Homelessness  in  Indian  Country.  VA  likely  will  be  invited  to  participate. 


March  28,  2017.  The  HVAC  DAMA  Subcommittee  held  a  roundtable  discussion  on  the  topic  of 
Veteran’s  appeals,  with  a  focus  on  the  VAA/SO  appeals  modernization  proposal.  The  Subcommittee 
requested  a  VBA  and  a  BVA  representative  participate  in  the  discussion. 

VA  Attendees:  BVA  Executive  in  Charge/Acting  Vice  Chairman  David  Spickler,  BVA  Interim  Principal 
Deputy  Vice  Chairman  Cheryl  Mason,  and  VBA  Appeals  Management  Office  Director  David 
McLenachen 


1 :30  P.M.;  334  Cannon 


POC: 


.  (b)(6) 


Summary:  Due  to  the  timing  of  the  event,  a  summary  will  be  provided  in  tomorrow’s  report. 


March  28,  201 7.  Dr.  Jennifer  Lee,  Deputy  Under  Secretary  for  Health  for  Policy  and  Services 
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and  Dr,  Joel  Scholten,  National  Director,  Physical  Medicine  and  Rehabilitation  briefed  Rep.  Sessions’s 
office  regarding  hyperbaric  oxygen  therapy.  This  was  a  follow  up  to  last  week’s  meeting  on  March  21st. 

2;00  P.M.;  2233  Rayburn 


POC:  (b)(6) 


Summary:  Due  to  the  timing  of  the  event,  a  summary  will  be  provided  in  tomorrow’s  report. 


Look  Ahead-  Wednesday,  March  29,  2017 


March  29,  201 7.  The  HVAC  Health  Subcommittee  will  hold  a  legislative  hearing  on  the  agenda 
set  out  below.  VA  witness  will  be  Dr.  Jennifer  Lee,  DUSH  for  Policy  and  Services  accompanied  by 
Susan  Blauert,  Deputy  Chief  Counsel. 


8:00  A.M.;  334  Cannon 


(b)(6) 


H.R.  91  -  The  Building  Supportive  Networks  for  Women  Veterans  Act. 

H.R.  95  -  The  Veterans’  Access  to  Child  Care  Act. 

H.R.  467  -  The  VA  Scheduling  Accountability  Act, 

H.R.  907  -  The  Newborn  Care  Improvement  Act. 

H.  R.  918  -  The  Veteran  Urgent  Access  to  Mental  Healthcare  Act. 

H.R.  1005  -  To  improve  the  provision  of  adult  day  health  care  services  for  Veterans. 
H.R.  1162  -  The  No  Hero  Left  Untreated  Act. 

H.R.  1545-  VA  Prescription  Data  Accountability  Act  of  2017 
Draft  Bill  -  The  Veterans  Affairs  Medical  Scribe  Pilot  Act  of  201 7. 

H.R,  1662  Bill  -  To  prohibit  smoking  in  any  VHA  facility. 


March  29,  201 7.  Ron  Burke,  Assistant  Deputy  Under  Secretary  for  Field  Operations,  VBA;  and 
Elizabeth  Kruse,  Deputy  Director  for  Field  Operations,  VBA,  will  provide  a  briefing  to  HVAC  staff 
regarding  the  non-rating  claims  backlog. 


1 0:00  A.M.;  335  Cannon 


(b)(6) 
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March  29,  201 7.  Jennifer  Harkins,  Health  Systems  Specialist  -  Executive  Assistant  to  the 
Medical  Center,  Director,  Jordan  W.  Benware,  Capital  Support  Consultant,  Ben  lachini,  Director  of 
Contracting  for  NCO  4,  Joe  Maletta,  SAO-East  Director,  Joe  Delanko,  VISN  4  Capital  Asset  Manager 
will  speak  with  George  Perez  and  Eriade  Williams,  w/Rep.  Brady's  (PA-1)  office  regarding  update  on 
construction  site  at  CLC  collocated  with  the  Philadelphia  VAMC. 


11:00  A. M.;  Teleconference 


POClt^HS) 


March  29,  2017.  Rep.  Tim  Ryan  (D-13-OH)  requested  an  in  person  meeting  with  Dr.  Tracy 
Gaudet,  Director  of  the  Office  of  Patient  Centered  Care.  According  to  the  Congressman’s  staff.  Rep.  T. 
Ryan  is  personal  friends  with  Dr.  Gaudet  and  wants  an  update  to  the  projects  she  has  been  working  on. 
Dr.  Benjamin  Kligler,  Director  of  Integrated  Health  Coordinator  Center  will  accompany  Dr.  Gaudet  to  the 
meeting. 


12:30  P.M.;  1126  Longworth  HOB 


POC 


March  29,  2017.  Willie  Clark,  Deputy  Under  Secretary  for  Field  Operations,  VBA;  and  Ronald 
Burke,  Assistant  Deputy  Under  Secretary  for  Field  Operations,  VBA,  will  provide  a  briefing  to  HVAC  and 
SVAC  staff  regarding  mandatory  overtime. 


2:30  P.M.;  Teleconference 


POCs: 


March  29,  201 7.  Dr.  Steven  Lieberman,  ADUSH  for  Access  to  Care,  Dr.  Mark  Shelhorse,  Acting 
VISN  6  Director,  Dr.  Kameron  Matthews,  Deputy  Executive  Director,  Provider  Relations  and  Services, 
Office  of  Community  Care,  Dr.  Michael  Davies,  Senior  Medical  Advisor,  Office  of  Veterans  Access  to 
Care  and  Andy  Bartlett,  Health  System  Specialist  will  provide  Members  of  the  House  of 
Representatives  with  the  NC  Delegation  a  briefing  on  the  VISN  6  OIG  Report. 


2:30  P.M.;  H-107  Capitol 


POC:  :b){0) 


March  29,  2017.  Willie  Clark,  Deputy  Under  Secretary  for  Field  Operations,  VBA;  and  Ronald 
Burke,  Assistant  Deputy  Under  Secretary  for  Field  Operations,  VBA,  will  provide  a  briefing  to  HVAC  and 
SVAC  staff  regarding  mandatory  overtime. 

2:30  P 


POCs: 


.M.;  Teleconference 

(b)(6) 
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Upcoming  Hearings  and  Testimony  Due  to  Congress 


April  4,  2017.  The  House  Committee  on  Veterans’  Affairs  will  conduct  a  hearing  on  the  OIG’s 
Veterans  Crisis  Line  Report, 

10:00  A.M.;  334  Cannon 


POC: 


April  4,  2017.  The  Subcommittee  on  Economic  Opportunity  of  the  House  Committee  on 
Veterans'  Affairs  will  conduct  an  oversight  hearing  on  “Assessing  VA  Approved  Appraisers  and  How  to 
Improve  the  Program  for  the  21st  Century.”  VA  witnesses  have  not  been  established. 


2:00  P.M.;  334  Cannon 


(b)(6) 


April  5,  2017.  The  HVAC  DAMA  Subcommittee  will  hold  a  legislative  hearing  on  the  agenda  set 
out  below.  VA  witnesses  have  not  been  established. 


1 0:30  A.M.;  Room  334  Cannon  HOB 


POC: 


(b)(6) 


Agenda 

HR  1328  (Bost)-Auto  COLA 
HR  1329  {Bost)-Annual  COLA 

HR  1390  (Banks)-Transportation  to  State  and  Tribal  Cemeteries 
HR  1564  (Bergman)  Beneficial  Travel  for  VBA  (authorization  fix) 

HR  105  (Brownley)-Repayment  of  Misused  Benefits  of  Veterans  with  Fiduciaries 
Draft  Bill  (Walz)  Quicker  Veterans  Benefits  Delivery  Act 
HR  299  (Valadao)  Blue  Water  Navy 


April  5,  2017.  The  HVAC  Health  Subcommittee  intends  to  hold  a  markup  on  various  legislation. 
2:00  P.M.;  334  Cannon 
POC: 


(b)(6) 
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Member  Engagement  Requests  for  Senior  Leaders 


Sen/Rep 
Last  Name 
First  Name 
State 

Type  of  Engagement 

Received 

Date  Scheduled 

Topic 

Sen 

McCain 

John 

AZ 

Call 

3/29/2017 

Choice  Senator  did  not  keep  scheduled  3/23  call 

Sen 

Carper 

Tom 

DE 

Travel 

4/3/2017 

SecVA  Delaware  State  Veterans  Summit 
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Sen 


Klobuchar 

Amy 

MN 

Call 

4/4/2017 

Burn  Pit  Legislation 

Rep 

Bost 

Mike 

IL 

Meeting 

4/4/2017 

Appeals  Reform  Legislation 

Sen 

Murray 

Patty 

WA 

Meeting 


4/6/2017 

Caregivers 

Sen 

Duckworth 

Tammy 

IL 
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Meeting 


4/6/2017 

Choice?? 

Sen 

Wyden 

Ron 

OR 

Meeting 

4/6/2017 

VCL  Backup  Contract 

Sen 

Enzi 

Michael 

WY 

Meeting 

4/6/2017 

Choice 

Sen 

Sanders 

Bernie 

VT 

Meeting 

4/6/2017 

Privatization,  Choice  Reshedule  from  3/23 
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Rep 


O’Rourke 

Beto 

TX 

Meeting 

4/27/2017 

VA  Priorities  Rescheduled  from  3/15 
Rep 

Bergman 

Jack 

Ml 

Meeting 

4/27/2017 

VA  Priorities  Rescheduled  from  3/15 

Rep 

Mast 

Brian 

FL 

Meeting 


4/27/2017 

Meet  &  Greet 

Rep 

Sablan 

Gregorio 

NMI 
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Meeting 


4/27/2017 

Access  to  Care  in  the  Northern  Marianas  Islands 

HVAC  Minority  Member  Retreat 


Meeting 

5/1/2017 

VA  Priorities  -  Armed  Forces  Retirement  Home  {Washington,  DC) 
Rep 

Thompson 

Mike 

CA 

Meeting 


5/3/2017 

Military  Veteran  Caucus 

Rep 

Kuster 

Ann  McClane 
NH 

Meeting 

5/3/2017 
Womens  Caucus 
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Rep 

Brownley 

Julia 

CA 

Meeting 

3/28/2017 


VA  Priorities  -  Reschedule  from  3/15  -  Reschedule  again  due  to  HVAC  Hearing  Conflict 
Rep 

Arrington 

Jodey 

TX 

Meeting 

3/14/2017 

VA  Priorities  -  Proactive 
Sen 

Sullivan 

Dan 

AK 

Travel 

2/1/2017 


SecVA  State  Visit  Request 
Sen 
T  ester 
Jon 


MT 
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Travel 


2/1/2017 

SecVA  State  Visit  Request 
Sen 

Manchin 

Joe 

WV 

Travel 

2/1/2017 

SecVA  State  Visit  Request 

Sen 

Daines 

Steve 

MT 

Travel 

1/25/2017 

Ft  Harrison 

Rep 

Esty 

Elizabeth 

CT 

Travel 
3/1 5/2017 


Newington  &  Farmington,  CT 
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Rep 

Kuster 

Ann  McClane 
NH 

Travel 

3/15/2017 

Nashau,  NH  Homelessness/Suicide 

Rep 

Bacon 

Don 

NE 

Meeting 

3/23/2017 

Omaha  Ambulatory  Care  Center 

Rep 

Young 

David 

lA 

Meeting 

3/23/2017 

VCL 


Page  746  of  974 


Page  747  of  974 


Owner; 

Filename: 

Last  Modified; 


(b)(6)  (b)(6) 


</o=va/ou=vba  philadelphia/cn=recipients/cn=t^^ 


EAS 

Tue  Mar  28  16:25:28  CDT  2017 


Page  748  of  974 


Document  ID:  0.7.10678.739058-000001 


Attachment  Name:  EAS 

Locator.  esa.pst  *;  \'aausdcdscw20rMS  Collections  GCLAWS  97074  VoteVets  Action  Fundv.  VA'Batch  1  Online  David 

SlmIkmA'ACODJSl.pst00000000dddld847dc44de4ebb65729b0dd7de5d44632c00; 

c07004201d90f732d0987e9ae2a3c794aa4b92a0c9657cGa3569acb57f4fc6543023 

Reasoa-  :  This  ffle  is  empt>'  (i.e..  its  lengdi  is  zero  b>tes) 


Page  749  of  974 


From: 


To; 
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EAS 


See  the  HVAC  touring  the  facilities 


Sent  with  Good  (www.good.com) 


Original  Message- 


(b)(6) 


From 

Sent:  I  uesday,  March  28j  201 7  05:25 
To: 

Subject:  Morning  Report;  Wednesday, 


PM  Eastern  Standard  Time 
March  29,  2017 


All, 


Attached  is  the  Morning  Report  for  Wednesday,  March  29,  2017.  This  document  is  for  internal  use  only. 


Thank  you  kindly, 


(b)(6) 


Department  of  Veterans  Affairs 

Health  Program  Analyst,  Office  of  Congressional  and  Legislative  Affairs 
810  Vermont  Ave  NW 
Washington,  DC  20420 


Phone:''^-'®^ 
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Secretary’s  Morning  Report 


Prepared  by  the  Office  of  Congressional  &  Legislative  Affairs 


Wednesday,  March  29,  2017 


Hot  Issues 


None 


Emerging 

On  March  31 , 201 7,  Ranking  Member  Waiz  will  visit  the  Phoenix  VAMC  to  meet  with  facility's 
leadership  about  a  recent  OIG  report  Review  of  Alleged  Consult  Mismanagement  at  the  Phoenix  VA 
Health  Care  System  and  receive  demonstrations  on  VA's  scheduling  system  and  Electronic  Health 
Records  system. 


On  April  1 0,  201 7,  Chairman  Roe  will  tour  the  West  LA  Campus  with  the  facility’s  leadership.  On 
the  tour  Chairman  Roe  would  like  to  discuss  VA's  homeless  initiatives,  the  campus’s  master  plan, 
operations  of  the  VAMC  and  wants  to  meet  with  the  Community  Veteran  Engagement  Board. 


On  April  1 1 , 201 7,  Chairman  Roe  will  visit  the  Phoenix  VAMC  to  meet  with  facility's  leadership 
about  a  recent  OIG  report  Review  of  Alleged  Consult  Mismanagement  at  the  Phoenix  VA  Health  Care 
System  and  receive  demonstrations  on  VA’s  scheduling  system  and  Electronic  Health  Records  system. 


Congressional  Letters  and  Meeting  Requests  Received 


March  29,  2017.  Rep.  Tom  Emmer  (R-MN)  expressed  concern  over  a  disconnected  Board  of 
Veteran’s  Appeal  phone  line. 
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Received  March  28,  2017;  VAIQ  #7784741. 


*March,  28,  2017.  80  Members  of  Congress  expressed  concern  over  the  Veterans  Crisis  Line  (VCL). 

* 


‘Received  March  28,  2017;  VAIQ  #7784735. 


Tuesday.  March  28,  2017  Events 


March  28,  2017.  Mr.  Kevin  Fhel,  Assistant  Director,  Pension  &  Fiduciary  Service,  VBA  and 
Kimberly  Wright,  Executive  Director,  Office  of  Field  Programs  NCA  briefed  Congressman  Issa’s  (CA-49) 
Staff  on  Veterans  Burial  Benefits. 


10:30  A.M.;  Teleconference 


(b)(6) 


Summary:  This  was  a  short  call;  Todd  Putnam,  Congressman  Issa’s  Defense  Legislative  Fellow  took 
the  briefing.  Todd  relayed  that  the  Congressman  is  interested  in  proposing  legislation  to  effectively 
expand  Veteran  current  programs  to  help  with  Veteran  burial  benefits.  Mr.  Friel  and  Mrs.  Wright 
explained  the  processes  of  current  programs  that  cover  and  reimburse  for  most  burial  expenses 
incurred  for  homeless  Veterans  and  their  families  to  help  finance  the  costs  of  transportation  and 
funerals  for  the  Veterans  remains.  The  discussion  was  well  received.  The  staffer  was  very  appreciative. 


March  28,  201 7.  VA’s  Office  of  Tribal  Government  Relations  (OTGR)  met  with  Majority  and 
Minority  staffers  on  the  Senate  Veterans’  Affairs  and  Senate  Indian  Affairs  Committees.  The  purpose  of 
the  meet  and  greet  was  to  introduce  OTGR’s  front  line  staff,  Field  Tribal  Government  Relations 
Specialists,  to  Committee  staffers  who  work  on  tribal  Veterans  issues  and  hear  from  the  staffers  about 
the  Committees’  priorities  as  they  relate  to  American  Indian  and  Alaska  Native  Veterans. 


1:00  P.M.;  418  Russel! 


(b)(6) 


Summary:  Ms.  Stephanie  Birdwell,  Director,  Office  of  Tribal  Government  Relations  (OTGR),  Mr.  Clay 
Ward,  OTGR  and  their  colleagues,  Ms.  Terry  Bentley  (Northwest),  Ms.  Mary  Culley  (Southern  Plains), 
Ms.  Homana  Pawiki  (Southwest)  and  Mr.  Peter  Vicaire  (Northern  Plains)  -  all  Tribal  Government 
Relations  Specialists  who  work  in  the  field  -  met  with  SVAC  and  SIAC  staffers.  Ms.  Birdwell  gave  a 
quick  overview  of  OTGR  and  its  role  highlighting  key  the  top  five  priorities  identified  by  Tribal 
Governments:  access  to  health  care,  housing  and  homelessness,  PTSD  and  mental  health  services, 
understanding  Veterans  benefits  and  benefits  for  families  and  transportation.  Ms.  Birdwell  also  stressed 
the  importance  of  respectful  Government  to  Government  relations  and  outreach  that  encompasses 
cultural  sensitivity  and  an  awareness  of  the  customer  base.  The  Specialists  shared  examples  from  their 
particular  regions  describing  their  experiences  relative  to  choice,  copays,  tribal  health  programs,  and 
the  Native  American  Direct  Loan  Program  in  VBA.  One  staffer  mentioned  that  SIAC  is  planning  a 
hearing  in  May  on  Housing  and  Homelessness  in  Indian  Country.  VA  likely  will  be  invited  to  participate. 
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March  28,  201 7.  The  HVAC  DAMA  Subcommittee  held  a  roundtable  discussion  on  the  topic  of 
Veteran’s  appeals,  with  a  focus  on  the  VAA/SO  appeals  modernization  proposal.  The  Subcommittee 
requested  a  VBA  and  a  BVA  representative  participate  in  the  discussion, 

VA  Attendees:  BVA  Executive  in  Charge/Acting  Vice  Chairman  David  Spickler,  BVA  interim  Principal 
Deputy  Vice  Chairman  Cheryl  Mason,  and  VBA  Appeals  Management  Office  Director  David 
McLenachen 


1 :30  P.M.;  334  Cannon 


(b)(6) 


Summary:  Due  to  the  timing  of  the  event,  a  summary  will  be  provided  in  tomorrow’s  report. 


March  28,  2017.  Dr.  Jennifer  Lee,  Deputy  Under  Secretary  for  Health  for  Policy  and  Services 
and  Dr.  Joe!  Scholten,  National  Director,  Physical  Medicine  and  Rehabilitation  briefed  Rep.  Sessions’s 
office  regarding  hyperbaric  oxygen  therapy.  This  was  a  follow  up  to  last  week’s  meeting  on  March  21st. 


2:00  P.M.;  2233  Rayburn 


POC:  :b){6) 


Summary:  Due  to  the  timing  of  the  event,  a  summary  will  be  provided  in  tomorrow’s  report. 


Look  Ahead-  Wednesday,  March  29,  2017 


March  29,  2017.  The  HVAC  Health  Subcommittee  will  hold  a  legislative  hearing  on  the  agenda 
set  out  below.  VA  witness  will  be  Dr.  Jennifer  Lee,  DUSH  for  Policy  and  Services  accompanied  by 
Susan  Blauert,  Deputy  Chief  Counsel. 


8:00  A.M.;  334  Cannon 


(b)(6) 


H.R,  91  -  The  Building  Supportive  Networks  for  Women  Veterans  Act. 

H.R.  95  -  The  Veterans’  Access  to  Child  Care  Act. 

H.R.  467  -  The  VA  Scheduling  Accountability  Act. 

H.R.  907  -  The  Newborn  Care  Improvement  Act. 

H.  R.  918  -  The  Veteran  Urgent  Access  to  Mental  Healthcare  Act. 

H.R.  1005  -  To  improve  the  provision  of  adult  day  health  care  services  for  Veterans. 
H.R.  1 162  -  The  No  Hero  Left  Untreated  Act. 
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H.R.  1545-  VA  Prescription  Data  Accountability  Act  of  2017 
Draft  Bill  -  The  Veterans  Affairs  Medical  Scribe  Pilot  Act  of  201 7. 
H.R.  1662  Bill  -  To  prohibit  smoking  in  any  VHA  facility. 


March  29,  2017.  Ron  Burke,  Assistant  Deputy  Under  Secretary  for  Field  Operations,  VBA;  and 
Elizabeth  Kruse,  Deputy  Director  for  Field  Operations,  VBA,  will  provide  a  briefing  to  HVAC  staff 
regarding  the  non-rating  claims  backlog. 


1 0:00  A.M.;  335  Cannon 


(b)(6) 


March  29,  2017.  Jennifer  Harkins,  Health  Systems  Specialist  -  Executive  Assistant  to  the 
Medical  Center,  Director,  Jordan  W.  Benware,  Capital  Support  Consultant,  Ben  lachini.  Director  of 
Contracting  for  NCO  4,  Joe  Maletta,  SAO-East  Director,  Joe  Delanko,  VISN  4  Capital  Asset  Manager 
will  speak  with  George  Perez  and  Eriade  Williams,  w/Rep.  Brady’s  (PA-1)  office  regarding  update  on 
construction  site  at  CLC  collocated  with  the  Philadelphia  VAMC. 


1 1 :00  A.M.;  Teleconference 


(b)(6) 


March  29,  2017.  Rep.  Tim  Ryan  (D-13-OH)  requested  an  in  person  meeting  with  Dr.  Tracy 
Gaudet,  Director  of  the  Office  of  Patient  Centered  Care.  According  to  the  Congressman’s  staff.  Rep.  T. 
Ryan  is  personal  friends  with  Dr.  Gaudet  and  wants  an  update  to  the  projects  she  has  been  working  on. 
Dr.  Benjamin  Kligler,  Director  of  Integrated  Health  Coordinator  Center  will  accompany  Dr.  Gaudet  to  the 
meeting. 


12:30  P.M.;  1126  Longworth  HOB 


(b)(6) 


March  29,  2017.  Willie  Clark,  Deputy  Under  Secretary  for  Field  Operations,  VBA;  and  Ronald 
Burke,  Assistant  Deputy  Under  Secretary  for  Field  Operations,  VBA,  will  provide  a  briefing  to  HVAC  and 
SVAC  staff  regarding  mandatory  overtime. 


2:30  P.M.;  Teleconference 


POCs: 


(b)(6) 


March  29,  2017.  Dr.  Steven  Lieberman,  ADUSH  for  Access  to  Care,  Dr.  Mark  Shelhorse,  Acting 
VISN  6  Director,  Dr.  Kameron  Matthews,  Deputy  Executive  Director,  Provider  Relations  and  Services, 
Office  of  Community  Care,  Dr.  Michael  Davies,  Senior  Medical  Advisor,  Office  of  Veterans  Access  to 
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Care  and  Andy  Bartlett,  Health  System  Specialist  will  provide  Members  of  the  House  of 
Representatives  with  the  NC  Delegation  a  briefing  on  the  VISN  6  OIG  Report. 

2:30  P.M.;  H-107  Capitol 


(b)(6) 


March  29,  2017.  Willie  Clark,  Deputy  Under  Secretary  for  Field  Operations,  VBA;  and  Ronald 
Burke,  Assistant  Deputy  Under  Secretary  for  Field  Operations,  VBA,  will  provide  a  briefing  to  HVAC  and 
SVAC  staff  regarding  mandatory  overtime. 


2:30  P.M.;  Teleconference 


(b)(6) 


Upcoming  Hearings  and  Testimony  Due  to  Congress 


April  4,  2017.  The  House  Committee  on  Veterans’  Affairs  will  conduct  a  hearing  on  the  OIG’s 
Veterans  Crisis  Line  Report. 

10:00 

POC: 


A.M.;  334  Cannon 

(bp) 


April  4,  2017.  The  Subcommittee  on  Economic  Opportunity  of  the  House  Committee  on 
Veterans’  Affairs  will  conduct  an  oversight  hearing  on  “Assessing  VA  Approved  Appraisers  and  How  to 
Improve  the  Program  for  the  21st  Century."  VA  witnesses  have  not  been  established. 


2:00  P.M.;  334  Cannon 


POC: 


.  (b)(6) 


April  5,  2017.  The  HVAC  DAMA  Subcommittee  will  hold  a  legislative  hearing  on  the  agenda  set 
out  below.  VA  witnesses  have  not  been  established. 


1 0:30  A.M.;  Room  334  Cannon  HOB 


(b)(6) 


Agenda 

HR  1328  {Bost)-Auto  COLA 
HR  1329  {Bost)-Annual  COLA 
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HR  1390  (Banks )-Transportation  to  State  and  Tribal  Cemeteries 
HR  1564  (Bergman)  Beneficial  Travel  for  VBA  (authorization  fix) 

HR  105  (Brownley)-Repayment  of  Misused  Benefits  of  Veterans  with  Fiduciaries 
Draft  Bill  (Walz)  Quicker  Veterans  Benefits  Delivery  Act 
HR  299  (Valadao)  Blue  Water  Navy 


April  5,  2017.  The  HVAC  Health  Subcommittee  intends  to  hold  a  markup  on  various  legislation. 
2;00  P.M.;  334  Cannon 
POC: 


(b)(6) 


Member  Engagement  Requests  for  Senior  Leaders 


Sen/Rep 
Last  Name 
First  Name 
State 

Type  of  Engagement 

Received 

Date  Scheduled 

Topic 

Sen 

McCain 

John 

AZ 

Call 

3/29/2017 
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Choice  Senator  did  not  keep  scheduled  3/23  call 

Sen 

Carper 

Tom 

DE 

Travel 

4/3/2017 

SecVA  Delav\/are  State  Veterans  Summit 
Sen 

Klobuchar 

Amy 

MN 

Cal! 

4/4/2017 

Burn  Pit  Legislation 

Rep 

Bost 

Mike 

IL 

Meeting 

4/4/2017 

Appeals  Reform  Legislation 

Sen 

Murray 

Patty 
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WA 

Meeting 

4/6/2017 

Caregivers 

Sen 

Duckworth 

Tammy 

IL 

Meeting 

4/6/2017 

Choice?? 

Sen 

Wyden 

Ron 

OR 

Meeting 

4/6/2017 

VCL  Backup  Contract 

Sen 

Enzi 

Michael 

WY 

Meeting 

4/6/2017 
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Choice 


Sen 

Sanders 

Bernie 

VT 

Meeting 

4/6/2017 

Privatization,  Choice  Reshedule  from  3/23 
Rep 

O’Rourke 

Beto 

TX 

Meeting 

4/27/2017 

VA  Priorities  Rescheduled  from  3/15 
Rep 

Bergman 

Jack 

Ml 

Meeting 

4/27/2017 

VA  Priorities  Rescheduled  from  3/15 

Rep 

Mast 

Brian 
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FL 

Meeting 

4/27/2017 

Meet  &  Greet 

Rep 

Sablan 

Gregorio 

NMI 

Meeting 


4/27/2017 

Access  to  Care  in  the  Northern  Marianas  Islands 

HVAC  Minority  Member  Retreat 


Meeting 

5/1/2017 

VA  Priorities  -  Armed  Forces  Retirement  Home  (Washington,  DC) 
Rep 

Thompson 

Mike 

CA 

Meeting 

5/3/2017 
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Military  Veteran  Caucus 

Rep 

Kuster 

Ann  McClane 
NH 

Meeting 

5/3/2017 
Womens  Caucus 
Rep 

Brownley 

Julia 

CA 

Meeting 

3/28/2017 


VA  Priorities  -  Reschedule  from  3/15  -  Reschedule  again  due  to  HVAC  Hearing  Conflict 
Rep 

Arrington 

Jodey 

TX 

Meeting 

3/14/2017 

VA  Priorities  -  Proactive 
Sen 

Sullivan 

Dan 
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AK 

Travel 

2/1/2017 

SecVA  State  Visit  Request 

Sen 

T  ester 

Jon 

MT 

Travel 

2/1/2017 

SecVA  State  Visit  Request 
Sen 

Manchin 

Joe 

WV 

Travel 

2/1/2017 

SecVA  State  Visit  Request 

Sen 

Daines 

Steve 

MT 

Travel 

1/25/2017 
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Ft  Harrison 


Rep 

Esty 

Elizabeth 

CT 

Travel 
3/1 5/2017 

Newington  &  Farmington,  CT 

Rep 

Kuster 

Ann  McClane 
NH 

Travel 

3/15/2017 

Nashau,  NH  Homelessness/Suicide 

Rep 

Bacon 

Don 

NE 

Meeting 

3/23/2017 


Omaha  Ambulatory  Care  Center 

Rep 

Young 

David 
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lA 

Meeting 

3/23/2017 


VCL 
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Cc: 

Bcc: 

Subject: 

Date: 

Attachments: 


[(bpT 


]/o=va/ou=vba 


philadelphia/cn=recipients/cn=li^ML 


Morning  Report:  Monday,  March  27,  2017 

Fri  Mar  24  2017  16:24:29  CDT 

EAS 


All, 


Attached  is  the  Morning  Report  for  Monday,  March  27,  201 7.  This  document  is  for  internal  use  only. 


Thank  you  kindly. 


(b)(6) 


Department  of  Veterans  Affairs 

Health  Program  Analyst,  Office  of  Congressional  and  Legislative  Affairs 
81 0  Vermont  Ave  NW 
Washington,  DC  20420 


Phone: 


.  (b)(6) 


Secretary's  Morning  Report 

Prepared  by  the  Office  of  Congressional  &  Legislative  Affairs 
Monday,  March  27,  2017 
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Hot  Issues 


None 


Emerging 


None 


Congressional  Letters  and  Meeting  Requests  Received 


March  23,  2017,  Sen,  Tom  Udall  (D-NM)  expressed  concern  over  VA  staffing  shortage,  and 
mental  health  care  services  in  New  Mexico. 

o  Received  March  24,  2017:  VAIQ  #7784042 


Friday,  March  24,  201 7  Events 

March  23,  201 7.  Dr.  Baligh  Yehia,  Deputy  Under  Secretary  for  Health  for  Community  Care,  held 
a  discussion  with  Sen  Enzi’s  staff  on  provider  payments  in  Wyoming  following  up  with  the  Secretary’s 
letter  to  the  Senator. 

5:00  P 


POC; 


Summary:  Prior  to  Dr.  Yehia  providing  an  update,  he  gave  Sen  Enzi’s  staffer  an  opportunity  to  discuss 
their  office’s  concerns.  The  staffer  informed  him  that  a  lot  of  the  casework  has  been  resolved  but  in  the 
last  6-8  months  the  Veterans  in  WY  have  had  an  increase  in  VA  Choice  appointments.  She  went  on  to 
discuss  how  several  of  their  providers  are  experiencing  challenges  in  getting  payments  for  their 
services  to  Veterans.  Dr.  Baligh  acknowledged  the  challenges  that  many  of  the  providers  across  the 
country  are  experiencing.  He  went  on  to  discuss  the  complexity  of  Choice  and  the  importance  of 
education,  customer  service  and  good  provider  relations.  Then  he  mentioned  the  importance  of  the 
extension  for  VCP  and  the  few  fixes  to  include  VA  being  the  primary  coordinator  of  benefits,  which  will 
result  in  timelier  provider  payments.  Dr.  Yehia  also  mentioned  the  billing  fact  sheet  which  was  shared 
with  Sen  Enzi’s  staffer  following  the  conference  call.  The  fact  sheet  is  a  tool  to  assist  community 
providers  in  submitting  claims  and  getting  paid  faster.  Finally,  he  offered  to  do  a  follow-up  face  to  face 
meeting  with  the  staffer  and  a  senior  representative  from  Health  Net  accompanying  him  in  order  to 
further  discuss  provider  payment  issues  in  WY.  He  also  promised  to  bring  a  monthly  snapshot  by 
VAMC  showing  the  current  status  of  claims  in  WY  to  that  face  to  face  meeting. 


.M.;  Teleconference 

(bK6) 
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March  24,  2017.  Mr.  Jim  Warner,  Chief  Learning  Officer,  EES;  Dr.  Yasuharu  Okuda,  SimLEARN 
Medical  Director;  and  Dr.  Harry  Robinson,  SimLEARN  Project  Manager,  briefed  Congresswoman 
Stephanie  Murphy  {D-FL-07)  on  VA’s  SimLEARN  program. 


11:30  A.M.;  1237  Longworth 


POC: 


Summary:  Dr.  Okuda  and  Dr,  Robinson  provided  the  Congresswoman  with  an  overview  of  VA’s 
SimLEARN  facility,  which  is  located  in  her  district.  Dr.  Okuda  spoke  about  the  simulation  based  training 
and  how  useful  it  is  for  experienced  personnel,  versus  the  private  sector  where  simulation  is  geared 
towards  students.  The  Congresswoman  was  impressed  with  the  state  of  the  art  technology  and  curious 
about  the  training  requirements  and  hours  that  VA  personnel  would  train  at  SimLEARN.  Dr.  Okuda 
explained  how  VA  does  required  training  versus  elective  training  and  how  that  would  be  spread  out  in 
the  field  and  at  SimLEARN.  He  added  that  the  advantages  the  facility  provides  will  greatly  reduce  the 
burden  on  frontline  doctors  and  nurses  at  VA.  He  used  the  example  that  simulation  training  allows  VA 
staff  to  evaluate  potential  dangers  when  opening  a  new  facility,  or  use  a  3D  printer  to  create  a  human 
organ  for  difficult,  pre-operation  surgery  training.  Mr.  Warner  emphasized  the  role  that  the  SimLEARN 
facility  has  in  the  potential  for  future  opportunities  in  developing  new  training  strategies  and  the  potential 
impact  it  could  have  on  healthcare  at  a  national  scale.  Dr.  Robinson  spoke  about  the  strong  partnership 
the  facility  has  with  DoD  and  the  University  of  Central  Florida.  The  Congresswoman  was  very 
appreciative  of  the  briefing  and  would  like  to  visit  the  facility  sometime  in  the  coming  weeks. 


March  24,  2017.  Dr.  Yehia,  Deputy  Under  Secretary  for  Health  for  Community  Care,  provided  an 
update  to  4-Corners  Professional  Staff  on  VA’s  Choice  2.0  plans. 


12:30  P.M.;  Teleconference 


(b)(6) 


Summary:  Dr.  Alaigh,  Acting  Under  Secretary  for  Health,  along  with  Dr.  Yehia,  and  Kristin 
Cunningham,  Executive  Officer  to  Office  of  Community  Care,  VHA,  provided  a  status  report  of  VA’s 
efforts  relating  to  the  future  of  community  care.  Dr.  Alaigh  discussed  the  premise  of  VA’s  efforts  to 
reform  care  in  the  community,  followed  by  walking  staff  through  VA’s  core  principles  for  Veterans 
Choice  2.0  carefully  defining  each  of  the  principles  and  linking  Choice  2.0  reform  efforts  to  each 
principle.  Dr.  Yehia  continued  the  conversation  by  framing  the  Secretary’s  concepts  explaining  the  idea 
of  Choice  2.0  is  to  have  a  plan  that  is  both  sustainable  over  the  long  run  while  providing  Veterans  with 
quality  care  of  their  choice.  He  then  defined  the  features  and  enablers  of  the  Basic  and  Preferred  plans, 
which  were  previously  given  to  Chairman  and  Ranking  Member  of  SVAC  and  HVAC.  He  stressed  VA 
was  in  the  early  stages  of  developing  Choice  2.0  (analysis  of  concept  models  continues)  and  that  it  was 
critical  for  VA  to  not  only  be  open  and  transparent  with  all  stakeholders,  but  more  importantly,  he 
wanted  to  hear  what  Congress  thought  was  within  the  realm  of  possibilities  (what  enablers/features  of 
VA’s  concepts  are  tolerable  as  well  as  those  considered  to  be  NO-GO  areas?  SVAC  minority  said 
billing  service  connected  was  problematic;  SVAC  majority  stated  co-pays  are  a  major  issue  with  the 
committee  members  stating  some  support  while  others  do  not).  Staff  was  also  interested  in  how  VSOs 
felt  about  the  basic  and  preferred  plans,  particularly  the  enablers.  Dr.  Yehia  stated  in  general  terms 
VSOs  were  supportive  of  the  features  (mainly  due  to  the  fact  that  the  basic  services  provided  to 
Veterans  remain  intact)  of  the  plans  and  apprehensive  of  the  enablers.  Staff  also  asked  about  costs 
shares,  revenue  collection  (subvention,  billing  self-referrals  who  participate  in  the  network,  and  billing 
other  health  insurance  plans  for  services  provided),  0MB  and  administration  comments  with  regard  to 
VA  efforts,  the  community  care  network  request  for  proposal  (RFP)  and  if  the  RFP  was  flexible  enough 
to  execute  VA’s  concepts,  and  VA’s  proposed  execution  timeline.  Dr,  Yehia  stated  the  RFP  had  built  in 
flexibility  to  support  VA  efforts  for  Choice  reform  and  stated  the  goal  was  to  have  legislation  in  place  by 
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the  end  of  the  fiscal  year.  HVAC  majority  was  pleased  with  that  commenting  they  wanted  something  to 
be  done  by  the  summer  time.  SVAC  minority  was  interested  in  VA  providing  additional  details, 
particularly  for  the  models  as  well  as  VA  providing  dollar  amounts  for  each  of  the  features  and  enablers 
of  all  concepts  VA  is  considering.  SVAC  majority  asked  if  VA  was  not  successful  in  either  obtaining 
additional  enablers  (increasing  revenues  though  any  and  all  means)  what  is  the  Choice  2.0  alternative? 
Finally,  staff  was  interested  in  the  next  steps  of  the  RFP. 


March  24,  2017.  BVA  and  VBA  staff  briefed  4-Corners  staff  on  recent  developments  related  to 
appeals  modernization. 


3;00  P.M.;  Teleconference 


POC:  (b)(6) 


Summary:  Due  to  the  timing  of  the  event,  a  summary  will  be  provided  tomorrow’s  summary. 


Look  Ahead-  Monday,  March  27,  2017 


March  27,  2017.  Danny  Devine,  Deputy  Director  of  Policy  and  Procedures,  Compensation 
Service,  VBA,  and  Laurine  Carson,  Assistant  Director  for  Procedures,  Compensation  Service,  VBA,  will 
provide  a  briefing  to  SVAC  staff  regarding  VA’s  efforts  to  update  the  disability  rating  schedule. 


1:00  P.M.;  Teleconference 


POC:  :b){6) 


March  27,  2017.  BVA  Executive  in  Charge/Acting  Vice  Chairman,  Dave  Spickler  and  VBA 
Appeals  Management  Office  Director,  David  McLenachen,  will  provide  a  briefing  on  Appeals 
Modernization  and  the  proposed  appeals  pilot  program  to  SVAC  minority  staff. 


2:00  P.M.;  TBD  Hart 


(b)(6) 


Upcoming  Hearings  and  Testimony  Due  to  Congress 


March  28,  2017.  The  HVAC  DAMA  Subcommittee  will  hold  a  roundtable  discussion  on  the  topic 
of  Veteran’s  appeals,  with  a  focus  on  the  VA/VSO  appeals  modernization  proposal.  The  Subcommittee 
requested  a  VBA  and  a  BVA  representative  participate  in  the  discussion  -  those  participants  have  not 
been  established. 


1 :30  P.M.;  Room;  Cannon  334 


POC: 


.  (b)(6) 
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March  29,  2017.  The  HVAC  Health  Subcommittee  will  hold  a  legislative  hearing  on  the  agenda 
set  out  below.  VA  witness  will  be  Dr.  Jennifer  Lee,  DUSH  for  Policy  and  Services  accompanied  by 
Susan  Blauert,  Deputy  Chief  Counsel. 


8:00  A.M.;  334  Cannon 


POC: 


(b)(6) 


H.R.  91  -  The  Building  Supportive  Networks  for  Women  Veterans  Act. 

H.R.  95  -  The  Veterans’  Access  to  Child  Care  Act. 

H.R.  467  -  The  VA  Scheduling  Accountability  Act. 

H.R.  907  -  The  Newborn  Care  Improvement  Act. 

H.  R.  918  -  The  Veteran  Urgent  Access  to  Mental  Healthcare  Act. 

H.R.  1005  -  To  improve  the  provision  of  adult  day  health  care  services  for  Veterans. 
H.R.  1058  -  The  VA  Provider  Equity  Act. 

H.R.  1162  -  The  No  Hero  Left  Untreated  Act. 

H.R.  1545-  VA  Prescription  Data  Accountability  Act  of  2017 
Draft  Bill  -  The  Veterans  Affairs  Medical  Scribe  Pilot  Act  of  201 7. 

Draft  Bill  -  To  prohibit  smoking  in  any  VHA  facility. 


April  4,  2017.  The  House  Committee  on  Veterans'  Affairs  will  conduct  a  hearing  on  the  OIG’s 
Veterans  Crisis  Line  Report. 

10:00  A.M.;  334  Cannon 


POC:  (b)(6) 


April  5,  2017.  The  HVAC  DAMA  Subcommittee  will  hold  a  legislative  hearing  on  the  agenda  set 
out  below.  VA  witnesses  have  not  been  established. 


10:30  A.M.;  Room  334  Cannon  HOB 
POC: 


(b)(6) 


Agenda 
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HR  1328  (Bost)-Auto  COLA 
HR  1329  {Bost)-Annual  COLA 

HR  1390  {Banks)-Transportation  to  State  and  Tribal  Cemeteries 
HR  1564  (Bergman)  Beneficial  Travel  for  VBA  (authorization  fix) 

HR  105  (Brownley)*Repayment  of  Misused  Benefits  of  Veterans  with  Fiduciaries 
Draft  Bill  (Wa!z)  Quicker  Veterans  Benefits  Delivery  Act 
HR  299  (Valadao)  Blue  Water  Navy 

Member  Engagement  Requests  for  Senior  Leaders 

Sen/Rep 
Last  Name 
First  Name 
State 

Type  of  Engagement 

Received 

Date  Scheduled 

Topic 

Rep 

McMorris  Rogers 

Cathy 

WA 

Meeting 

3/24/2017 

VA  issues  and  Moving  Forward  in  the  115th 

Sen 

Carper 


Page  772  of  974 


Tom 


DE 

Travel 

4/3/2017 

SecVA  Dela\A/are  State  Veterans  Summit 
Sen 

Klobuchar 

Amy 

MN 

Call 

4/4/2017 

Burn  Pit  Legislation 
Rep 

Brownley 

Julia 

CA 

Meeting 

4/4/2017 

VA  Priorities  Rescheduled  from  3/15 

Rep 

Bost 

Mike 

IL 

Meeting 
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4/4/2017 


Appeals  Reform  Legislation 
Rep 

O’Rourke 

Beto 


TX 

Meeting 


4/27/2017 

VA  Priorities  Rescheduled  from  3/15 
Rep 

Bergman 

Jack 

Ml 

Meeting 

4/27/2017 

VA  Priorities  Rescheduled  from  3/15 

Rep 

Mast 

Brian 

FL 

Meeting 

4/27/2017 
Meet  &  Greet 
Rep 
Sablan 
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Gregorio 

NMi 


Meeting 

4/27/2017 

Access  to  Care  in  the  Northern  Marianas  Islands 
Rep 

Thompson 

Mike 

CA 

Meeting 


5/3/2017 

Military  Veteran  Caucus 

Rep 

Kuster 

Ann  McClane 
NH 

Meeting 

5/3/2017 

Womens  Caucus 

Sen 

Murray 

Patty 

WA 

Call 
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4/6/2017 


Caregivers 

Sen 

McCain 

John 

AZ 

Cai! 

3/22/2017 

Unknown 

Sen 

Duckworth 

Tammy 

IL 

Meeting 

4/6/2017 

TBD 

Rep 

Arrington 

Jodey 

TX 

Meeting 

3/14/2017 

VA  Priorities  -  Proactive 

Sen 

Wyden 
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Ron 


OR 

Meeting 

4/6/2017 

VCL  Backup  Contract 

Sen 

Enzi 

Michael 

WY 

Meeting 


4/6/2017 

Choice 

Sen 

Sanders 

Bernie 

VT 

Meeting 

3/6/2017 

Privatization,  Choice  Reschedule  from  3/23 
Sen 

Sullivan 

Dan 

AK 

Travel 

2/1/2017 
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SecVA  State  Visit  Request 


Sen 

T  ester 

Jon 

MT 

Travel 

2/1/2017 


SecVA  State  Visit  Request 
Sen 

Manchin 

Joe 

WV 

Travel 

2/1/2017 

SecVA  State  Visit  Request 

Sen 

Daines 

Steve 

MT 

Travel 

1/25/2017 

Ft  Harrison 

Rep 

Esty 
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Elizabeth 


CT 

Travel 
3/1 5/2017 


Newington  &  Farmington,  CT 

Rep 

Kuster 

Ann  McClane 
NH 

Travel 

3/15/2017 

Nashau,  NH  Homelessness/Suicide 
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_ |:/o=va/ou=vba 
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Morning  Report:  Tuesday,  March  21, 2017 

Mon  Mar  20  2017  16:24:34  CDT 

EAS 


All, 


Attached  is  the  Morning  Report  for  Tuesday,  March  21, 2017.  This  document  is  for  internal  use  only. 


Thank  you  kindly. 


(b)(6) 

Department  of  Veterans  Affairs 

Health  Program  Analyst,  Office  of  Congressional  and  Legislative  Affairs 
81 0  Vermont  Ave  NW 
Washington,  DC  20420 


Phone: 


Secretary's  Morning  Report 

Prepared  by  the  Office  of  Congressional  &  Legislative  Affairs 
Tuesday,  March  21, 2017 
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Hot  Issues 


GAO  Final  Report  on  Appeals  to  be  released  March  23rd. 
Emerging 


None 

Congressional  Letters  and  Meeting  Requests  Received 


None 

Monday,  March  20,  2017  Events 


March  17,  2017.  {Continued  -  March  9,  2017)  Rob  Thomas,  OI&T,  Acting  Assistant  Secretary, 
provided  a  briefing  to  SVAC  minority  staff  on  “VA’s  Major  IT  Projects.” 


2:00  P.M.;  703  VACO 


POC: 


(b)(6) 


Summary:  Ms.  Ricci  Mulligan,  Executive  Director  for  Budget  and  Finance,  OI&T  and  Ms.  Nicole 
Mayerhauser,  Executive  Director  for  Enterprise  Portfolio  Management,  OI&T  provided  a  general 
overview  on  VA’s  major  IT  projects  and  accomplishments  to  SVAC  Minority  staff.  Information  was 
given  on  VA's  ability  to  improve  the  vulnerabilities  noted  in  VAOIG’s  report.  Ms.  Mulligan  and  Ms. 
Mayerhauser  provided  further  information  on  VA’s  IT  infrastructure  and  transformation  improvements 
that  focused  on  improving  the  Veteran  experience. 


March  20,  2017.  Dr.  Yehia,  Deputy  Under  Secretary  for  Health  for  Community  Care,  briefed 
SVAC  Minority  staff  along  with  Sen.  Tester’s  local  staff  on  the  Choice  Program  Scheduling  Options  for 
Montana. 


10:30  A.M.;  Teleconference 
POC:  |(b)(6) 

Summary:  Dr.  Yehia  discussed  how  VA  intends  to  modify  the  current  Choice  Program  contract  to  allow 
VA  to  work  directly  with  Veterans  and  community  providers  in  Montana  to  coordinate  medical 
appointments  for  those  Veterans  seeking  care  through  the  Veterans  Choice  Program.  This  pilot  would 
be  similar  to  those  ongoing  programs  in  Alaska  and  North  Dakota.  The  overall  goal  would  be  to  improve 
care  coordination  for  local  Montanans.  Dr.  Yehia  then  walked  staff  through  how  appointments  would  be 
scheduled  under  the  contract  modification  and  how  that  would  differ  from  current  practices.  Staff  was 
told  the  modification  to  the  Choice  contract  would  be  implemented  once  the  TPA  agrees  to  terms  and 
staff  is  properly  trained  to  assume  the  role  of  scheduling.  SVAC  staff  was  also  concerned  with  the  TPA’ 
s  inability  to  promptly  pay  claims.  Dr.  Yehia  stated  that  clean  claims  are  routinely  paid  in  the  allotted 
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time  allowed;  however,  claims  would  continue  to  be  rejected  or  denied  through  no  fault  of  VA  or  the 
TPA,  but  due  to  VA’s  inability  to  pay  the  claims  given  the  current  laws  on  reimbursements  that  must  be 
adhered  to;  highlighting  all  the  more  reason  for  Congress  to  endorse  VA’s  efforts  to  move  forward  with 
Choice  2,0. 


March  20,  2017.  Dr.  Baligh  Yehia,  Assistant  Deputy  Under  Secretary  for  Health  -  Community 
Care  briefed  the  members  of  Senator  Steve  Daines’s  staff  regarding  the  Choice  Program. 


12:30  P.M.,  Teleconference 


(b)(6) 


Summary:  Dr.  Baligh  Yehia,  Deputy  Under  Secretary  for  Health  -  Community  Care  briefed  members  of 
Senator  Steve  Daines  staff  regarding  the  Choice  Program  ahead  of  his  stakeholder  listening  session  in 
Helena/Ft.  Harrison.  The  call  went  very  well  and  staff  were  pleased  to  get  insight  ahead  of  the  town  hall 
Dr.  Yehia  asked  the  staff  for  any  outstanding  claim  balances  under  Choice  so  VA  can  correct  these 
prior  to  the  visit.  Dr.  Yehia,  through  Matt  Stiner  will  send  Senator  Daines  staff  the  Community  Care 
Provider  Toolkit  and  Fact  Sheet  for  local  staff  in  MT  to  utilize. 


March  20,  2017.  Margarita  Devlin,  Executive  Director,  Benefits  Assistance  Service;  and  Meredith 
Bedenbaugh-Thomas,  Assistant  Director,  Benefits  Assistance  Service;  briefed  staff  from  Congressman 
Robert  Aderholt’s  {R-AL-04)  office  on  education  and  training  benefits  available  to  service  members 
upon  departing  the  military. 


1 :30  P.M.;  235  Cannon  House  Office  Building 


(b)(6) 


Summary:  The  Congressman’s  staff  has  been  meeting  with  various  agencies,  including  the 
Department  of  Defense  and  the  Department  of  Labor,  to  discuss  opportunities  available  to  separating 
service  members  with  an  interest  in  careers  in  agriculture.  Ms.  Devlin  and  Ms.  Bedenbaugh-Thomas 
began  by  discussing  the  Military  Lifecycle  plan  and  how  the  implementation  across  all  branches  would 
assist  military  members  in  their  career  path  from  beginning  to  end  of  the  pipeline.  The  Congressional 
staff  were  particularly  interested  in  apprenticeship  and  mentorship  opportunities  related  to  agriculture 
and  how  they  are  covered  by  either  the  Gl  Bill  or  Chapter  31  benefits.  Ms.  Devlin  gave  an  overview  of 
the  two  programs  and  how  they  would  be  able  to  be  used  specifically  for  an  apprenticeship  opportunity. 
Staffers  were  concerned  about  the  availability  of  this  information  for  both  active  duty  members  of  the 
military  and  Veterans.  Ms.  Devlin  and  Ms.  Bedenbaugh-Thomas  assured  them  that  there  are  tools 
available  online  to  find  approved  apprenticeships  through  the  Department  of  Labor,  and  VA’s 
comparative  information  about  schools.  Overall,  the  Staff  was  very  appreciative  for  the  briefing  and 
would  like  follow-up  information  on  Gl  Bill/Vocational  Rehab  statistics  as  well  as  to  discuss  another 
briefing  specifically  on  those  topics. 


Government  Accountability  Office  (GAO)  Activity: 


Entrance  Conference 
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March  20,  201 7.  In  response  to  a  request  by  the  Chairs  of  the  House  Armed  Services  Committee 
and  the  House  Veterans’  Affairs  Committee,  GAO  is  beginning  its  work  on  Reverse  Auctions  (GAO 
Code  101428), 


GAO’s  key  questions: 


What  are  the  trends  in  use  of  reverse  auctions  over  the  past  5  years? 

What  steps  have  the  agencies  taken  to  improve  the  use  of  reverse  auctions? 

To  what  extent  did  agencies  achieve  benefits  through  reverse  auctions,  such  as  enhanced 
competition  and  savings,  with  consideration  of  fees  paid? 


1:00  P.M.;  VACO,  Room  632 


POC: 


(b)(6) 


Summary:  GAO  used  the  meeting  to  discuss  their  objective  and  establish  VA  points  of  contacts.  In 
addition  to  VA,  GAO  will  meet  with  the  Department  of  Defense,  General  Service  Administration,  and 
Office  of  Management  and  Budget.  GAO  stated  they  will  look  at  the  largest  users  of  reverse  auctions  in 
the  federal  government.  Due  to  VA’s  limited  use  of  reverse  auctions,  GAO  does  not  anticipate  VA  to  be 
a  major  focus  of  this  review.  GAO  anticipates  conducting  site  reviews  and  will  narrow  down  selected 
sites  in  the  near  future. 


GAO  anticipates  the  review  to  last  9-12  months. 


Look  Ahead- Tuesday,  March  21, 2017 


March  21 , 2017.  Dr.  Jennifer  Lee,  Deputy  Under  Secretary  for  Health  for  Policy  and  Services 
and  Dr,  Joel  Scholten,  National  Director,  Physical  Medicine  and  Rehabilitation  will  brief  Representative 
Sessions,  Buck  and  Jone's  offices  regarding  hyperbaric  oxygen  therapy. 


12:00  P.M.;  United  States  Capitol,  Rules  Chairman’s  Office,  Room  H-314 


POC: 


March  21, 2017.  Mr.  Greg  Giddens,  Executive  Director,  Office  of  Acquisition  Logistics  & 
Construction  will  meet  with  Congresswoman  Ann  Kuster  (D-NH)  and  Congressman  Beto  O’Rourke  {D- 
TX)  to  discuss  VA’s  ongoing  supply  chain  management  reforms. 


1:30  P.M.;  1330  Longworth 


(b)(6) 
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March  21, 2017.  Margarita  Devlin,  Executive  Director,  Benefits  Assistance  Service  (BAS),  will 
provide  a  briefing  to  SVAC  staff  on  the  BAS  role  with  the  Transition  Assistance  Program  (TAP)  and  the 
handover  of  the  TAP  Career  Technical  Training  module  to  DOL-VETS. 


2:00  P.M.;  412  Russell 


(b)(6) 


March  21 , 201 7.  The  HVAC  EO  Subcommittee  has  notified  VA  that  they  will  hold  a  legislative 
hearing  on  a  single  bill  H.R.  1461,  entitled  the  “Veterans,  Employees,  and  Taxpayers  Protection  Act  of 
2017,"  which  pertains,  in  significant  part,  to  the  use  of  official  time  and  probationary  employees.  VA 
witnesses  are  Kimberly  Perkins  McLeod,  Acting  Executive  Director,  Labor  Management  Relations, 
accompanied  by  Rondy  Waye,  Human  Resources  Policy  Advisor  in  VA’s  Office  of  Human  Resources 
and  Management. 


2:00  PM.;  Room:  334  Cannon  HOB 


POC: 


(b)(6) 


March  21, 2017.  Secretary  Shulkin  is  taking  a  call  with  Sen,  Clair  McCaskill  (D-MO)  at  the 
Senator's  request.  The  Senator  wishes  to  discuss  her  legislation,  the  Aria  Harrell  Act  (S.  75),  and  the 
Veteran  who  inspired  the  bill.  Among  other  things,  S.  75  shifts  the  burden  of  proof  to  VA  to  deny 
benefits  claims  based  on  mustard  gas  exposure;  i.e.  VA  would  have  to  prove  a  Veteran  was  not 
exposed  to  mustard  gas  to  deny  a  claim.  Mr.  Harrell’s  claim  has  been  repeatedly  denied  because  his 
service  record  cannot  support  his  claim  for  benefits  related  to  mustard  gas  exposure. 


4:45  P.M.;  Teleconference 


POC:(^)(S) 


Upcoming  Hearings  and  Testimony  Due  to  Congress 


March  22,  2017.  Joint  Hearing  of  the  House  and  Senate  Committee’s  on  Veterans’  Affairs  to 
receive  the  Legislative  Presentation  of  Multiple  Veterans  Service. 


10:00  A.M.;  G-50  Dirksen 


POC: 


(b)(6) 


March  22,  2017.  (Postponed  -  March  16,  2017).  The  House  Committee  on  Veterans’  Affairs, 
Subcommittee  on  Health  will  conduct  an  oversight  hearing  on  “Healthy  Hiring:  Enabling  VA  to  Recruit 
and  Retain  Quality  Providers." 
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Witnesses:  Mr.  Steve  Young,  Deputy  Under  Secretary  for  Health  for  Operations  and  Management  and 
Dr.  Paula  Molloy,  Assistant  Deputy  Under  Secretary  for  Health  for  Workforce  Services. 

2:00  P.M.;  334  Cannon 


POC:  (b)(6) 


March  28,  2017.  The  HVAC  DAMA  Subcommittee  will  hold  a  roundtable  discussion  on  the  topic 
of  Veteran’s  appeals,  with  a  focus  on  the  VA/VSO  appeals  modernization  proposal.  The  Subcommittee 
requested  a  VBA  and  a  BVA  representative  participate  in  the  discussion  -  those  participants  have  not 
been  established. 


1:30  P.M.;  Room:  Cannon  334 


POC: 


(b)(6) 


March  29,  2017.  The  HVAC  Health  Subcommittee  will  hold  a  legislative  hearing  on  the  agenda 
set  out  below.  VA  witness  will  be  Dr.  Jennifer  Lee,  DUSH  for  Policy  and  Services  accompanied  by 
Susan  Blauert,  Deputy  Chief  Counsel. 

8:00  A.M.;  334  Cannon 


(b)(6) 


H.R.  91  -  The  Building  Supportive  Networks  for  Women  Veterans  Act. 

H.R.  95  -  The  Veterans’  Access  to  Child  Care  Act. 

H.R.  467  -  The  VA  Scheduling  Accountability  Act. 

H.R.  907  -  The  Newborn  Care  Improvement  Act. 

H.  R.  918  -  The  Veteran  Urgent  Access  to  Mental  Healthcare  Act. 

H.R.  1005  -  To  improve  the  provision  of  adult  day  health  care  services  for  Veterans. 
H.R.  1058  -  The  VA  Provider  Equity  Act. 

H.R.  1 162  -  The  No  Hero  Left  Untreated  Act. 

H.R.  1545-  VA  Prescription  Data  Accountability  Act  of  2017 
Draft  Bill  -  The  Veterans  Affairs  Medical  Scribe  Pilot  Act  of  201 7. 

Draft  Bill  -  To  prohibit  smoking  in  any  VHA  facility. 


April  5,  2017.  The  HVAC  Disability  and  Memorial  Affairs  Subcommittee  will  hold  a  legislative 
hearing  on  the  agenda  set  out  below.  VA  witnesses  have  not  been  established. 
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1 0:30  AM.;  Room  334  Cannon  HOB 


(b)(6) 


Agenda 

HR  1328  {Bost)-Auto  COLA 
HR  1329  {Bost)-Annual  COLA 

HR  1390  {Banks)-Transportation  to  State  and  Tribal  Cemeteries 
HR  1564  (Bergman)  Beneficial  Travel  for  VBA  (authorization  fix) 

HR  105  (Brownley)-Repayment  of  Misused  Benefits  of  Veterans  with  Fiduciaries 
Draft  Bill  (Walz)  Quicker  Veterans  Benefits  Delivery  Act 
HR  299  (Valadao)  Blue  Water  Navy 


Member  Engagement  Requests  for  Senior  Leaders 


Sen/Rep 
Last  Name 
First  Name 
State 

Type  of  Engagement 

Received 

Date  Scheduled 

Topic 

Rep 

Brownley 

Julia 

CA 

Meeting 
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4/4/2017 


VA  Priorities 

To  Be  Rescheduled  from  3/15 
Rep 

O’Rourke 

Beto 

TX 

Meeting 

4/27/2017 
VA  Priorities 

To  Be  Rescheduled  from  3/15 
Rep 

Bergman 

Jack 

Ml 

Meeting 

4/27/2017 
VA  Priorities 

To  Be  Rescheduled  from  3/15 

Rep 

Bost 

Mike 

IL 

Meeting 

4/27/2017 
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VA  Priorities 


To  Be  Rescheduled  from  3/15 
Sen 

Sullivan 

Dan 

AK 

Travel 

2/1/2017 

SecVA 

State  Visit  Request 

Sen 

Tester 

Jon 

MT 

Travel 

2/1/2017 

SecVA 

State  Visit  Request 
Sen 

Manchin 

Joe 

WV 

Travel 

2/1/2017 

SecVA 
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state  Visit  Request 

Sen 

Carper 

Tom 

DE 

Travel 

4/3/2017 

SecVA 

Delaware  State  Veterans  Summit 
Sen 

McCaskill 

Claire 

MO 

Cali 

3/21/2017 
Aria  Harrell  Act 
Sen 

Gillibrand 

Kirsten 

NY 

Meeting 

3/22/2017 

Blue  Water  Navy 

Sen 

Sanders 
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Bernie 


VT 

Meeting 

3/23/2017 

Privatization,  Choice.  Drug  Costs 

(Meeting  in  Office  of  Secretary) 

Rep 

Mast 

Brian 

FL 

Meeting 

4/4/2017 

Meet  &  Greet 

Sen 

Murray 

Patty 

WA 

Call 

3/8/2017 

Caregivers 

Rep 

Sablan 

Gregorio 

NMI 

Meeting 
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4/27/2017 


Access  to  Care  in  the  Northern  Marianas  Islands 
Sen 

Duckworth 

Tammy 

IL 

Call 

3/8/2017 

TBD 

HVAC  Minority  Member  Retreat 


Meeting 

(Annapolis) 

3/24/2017 

SecVA’s  Way  Forward  for  VA 
Rep 

McMorris  Rogers 

Cathy 

WA 

Meeting 

3/24/2017 

VA  issues  and  Moving  Forward  in  the  1 15th 
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Rep 

Arrington 

Jodey 

TX 

Meeting 

3/14/2017 

VA  Priorities  -  Proactive 

Sen 

Daines 

Steve 

MT 

Travel 

1/25/2017 

Ft  Harrison 

Rep 

Esty 

Elizabeth 

CT 

Travel 
3/1 5/2017 


Newington  &  Farmington,  CT 

Rep 

Kuster 

Ann  McClane 
NH 
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Travel 


3/1 5/2017 

Nashau,  NH  Homelessness/Suicide 
Sen 

Klobuchar 

Amy 

MN 

Cal! 

4/4/2017 

Burn  Pit  Legislation 
Rep 

Thompson 

Mike 

CA 

Meeting 

3/17/2017 


Military  Veteran  Caucus 

Sen 

Wyden 

Ron 

OR 

Meeting 
3/1 7/2017 

VCL  Backup  Contract 
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(b)(6) 
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(b)(6) 


Morning  Report:  Wednesday,  March  22,  201 7 

Tue  Mar  21  2017  16:56:10  CDT 

EAS 


All, 


Attached  is  the  Morning  Report  for  Wednesday,  March  22,  2017.  This  document  is  for  internal  use  only. 


Thank  you  kindly. 


(b)(6) 

Department  of  Veterans  Affairs 

Health  Program  Analyst,  Office  of  Congressional  and  Legislative  Affairs 
81 0  Vermont  Ave  NW 
Washington,  DC  20420 


Phone:^^^^®^ 


Secretary's  Morning  Report 

Prepared  by  the  Office  of  Congressional  &  Legislative  Affairs 
Wednesday,  March  22,  2017 
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Hot  Issues 


GAO  Final  Report  on  Appeals  to  be  released  March  23rd. 


Emerging 


None 


Congressional  Letters  and  Meeting  Requests  Received 


March  20,  2017.  Chairman  P.  Roe  (HVAC),  and  Rep.  Jackie  Walorski  (R-IN)  expressed  concern 
over  an  investigation  by  the  Drug  Enforcement  Administration  at  a  VA  medical  facility  in  Indiana. 

o  Received  March  21, 2017:  VAIQ  #7782287 


Tuesday,  March  21, 2017  Events 


March  21 , 201 7.  Dr.  Jennifer  Lee,  Deputy  Under  Secretary  for  Health  for  Policy  and  Services 
and  Dr.  Joe!  Scholten,  National  Director,  Physical  Medicine  and  Rehabilitation  briefed  Representative 
Sessions,  Buck  and  Jone’s  offices  regarding  hyperbaric  oxygen  therapy. 


12:00  P.M.;  United  States  Capitol,  Rules  Chairman’s  Office,  Room  H-314 


POC: 


Summary:  Rep.  Sessions  made  a  formal  request  and  stated  he  would  put  in  writing  to  VA  that  he  will 
find  the  funds  for  a  hyperbaric  chamber  study.  He  promised  his  team  by  Monday  he  would  provide  VA 
with  all  their  analysis,  data,  and  research  for  such  a  study  next  week.  Dr.  Lee  stated  she  and  her  team 
would  meet  with  Rep.  Sessions  next  week  to  follow  up  on  today’s  discussion. 


March  21 , 201 7.  VBA  Director  Education  Service  Rob  Worley,  Assistant  Director  for  Policy  and 
Procedures  James  Ruhiman,  and  Deputy  Director  of  Operations  Charmain  Bogue  briefed  HVAC  EO 
majority  and  SVAC  majority  and  minority  staff  on  Gl  Bill  processing  payments. 


12:00  P.M.;  Teleconference 


(bX6) 


Summary:  VBA  staff  provided  a  detailed  briefing  on  recently  identified  problems  with  Gl  Bill  payment 
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processing  to  HVAC  EO  majority  and  SVAC  majority  and  minority  staff.  VBA  staff  provided  background 
information  and  the  current  status  of  a  payment  issue  that  is  causing  delays  for  Gl  Bill  recipients.  HVAC 
and  SVAC  staff  expressed  considerable  concern  regarding  payment  delays  and  also  discussed  the 
potential  for  equitable  relief  cases.  VBA  staff  discussed  how  this  issue  was  identified  during  an  internal 
audit  and  that  steps  are  being  actively  taken  to  prioritize  claims,  work  with  DoD  to  provide  corrections, 
and  strengthen  internal  training  to  prevent  similar  payment  disruptions. 


March  21, 2017.  Mr.  Greg  Giddens,  Executive  Director,  Office  of  Acquisition  Logistics  & 
Construction  met  with  Congresswoman  Ann  Kuster  (D-NH)  and  Congressman  Beto  O’Rourke  (D-TX)  to 
discuss  VA’s  ongoing  supply  chain  management  reforms. 


1:30  P.M.;  1330  Longworth 


POC 


.(b)(6) 


Summary:  Mr.  Giddens  provided  an  update  on  five  areas  in  which  the  department  is  focusing  efforts  to 
transform  the  supply  chain,  including  healthcare  commodity  staffing,  MSPV-NG  Formulary  contracts, 
and  deployment  of  a  Graphical  User  Interface  (GUI)  Overlay.  He  highlighted  significant  progress  with 
meeting  targeted  staffing  levels  and  the  deployment  of  the  GUI  overlay.  Congresswoman  Kuster  was 
extremely  pleased  with  the  update  and  asked  how  Congress  could  help.  Staff  members  in  attendance 
focused  questions  on  key  milestones  and  dates  for  delivery.  They  also  continued  to  express  interest  in 
the  department’s  partnership  with  USDA  to  deploy  an  integrated  financial  management  system 
enterprise- wide. 


March  21, 2017.  Margarita  Devlin,  Executive  Director,  Benefits  Assistance  Service  (BAS), 
briefed  SVAC  staff  on  the  BAS  role  with  the  Transition  Assistance  Program  (TAP)  and  the  handover  of 
the  TAP  Career  Technical  Training  module  to  DOL-VETS. 


2:00  P.M.;  412  Russell 


POC: 


Summary:  Benefits  Assistance  Service  (BAS)  Executive  Director  Devlin  and  BAS  Assistant  Director 
Bedenbaugh-Thomas  had  a  lively  sharing  of  ideas  with  SVAC  majority  and  minority  staff  regarding  the 
role  of  the  BAS,  transition  program  touchpoints  and  the  handover  of  the  TAP  Career  Technical  Training 
module  to  the  Department  of  Labor.  SVAC  seemed  appreciative  of  the  briefing  and  expressed  interest 
in  TAP  outcome  metrics  and  BAS’s  exploration  of  different  measures  of  transition  outcomes. 


March  21, 2017.  The  HVAC  EO  Subcommittee  held  a  legislative  hearing  on  a  single  bill  H.R. 
1461,  entitled  the  "Veterans,  Employees,  and  Taxpayers  Protection  Act  of  2017,”  which  pertains,  in 
significant  part,  to  the  use  of  official  time  and  probationary  employees.  VA  witnesses  are  Kimberly 
Perkins  McLeod,  Acting  Executive  Director,  Labor  Management  Relations,  accompanied  by  Rondy 
Waye,  Human  Resources  Policy  Advisor  in  VA’s  Office  of  Human  Resources  and  Management. 


2:00  P.M.;  Room;  334  Cannon  HOB 


(b)(6) 


Summary:  Due  to  the  timing  of  the  event,  a  summary  will  be  provided  tomorrow’s  summary. 
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Government  Accountability  Office  (GAO)  Activity: 


Exit  Conference 


March  21, 2017.  GAO  is  ready  to  present  its  findings  on  Incremental  Development  FITARA 
(GAO  Code  101036).  GAO  conducted  this  review  in  response  to  a  request  by  the  Chairman  and 
Ranking  Members  of  the  House  Committee  on  Oversight  and  Government  Reform  and  its 
Subcommittees  on  Information  Technology  and  Government  Operations. 


GAO’S  objectives: 


Analyze  agencies’  reported  use  of  incremental  development  and  the  factors  affecting  delivery 
rates;  and 

Evaluate  agencies’  policies  and  procedures  for  CIO  certification  of  incremental  development  in 
accordance  with  FITARA. 


3:30  P.M.;  VACO,  Room  511 


Summary:  GAO  provided  a  statement  of  facts  prior  to  the  meeting  that  VA  overall  agreed  with.  GAO 
found  that  VA’s  Chief  Information  Officer  incremental  development  policy  does  not  adequately  detail  VA 
’s  incremental  certification  process. 


GAO  anticipates  providing  their  report  for  comment  in  May  2017,  allowing  30  days  to  comment.  GAO 
anticipates  making  a  recommendation  to  VA  to  address  any  deficiencies  and  noncompliance  with 
legislative  reporting  requirements. 


GAO  stated  they  anticipate  issuing  their  report  in  July  2017. 


Look  Ahead-  Wednesday,  March  22,  2017 


March  22,  2017.  Dr.  Karen  Drexler,  National  Mental  Health  Director- Addictive  Disorders  and  Dr. 
Heather  Chapman,  Director  of  the  Cleveland  VA  Gambling  Treatment  Program  will  provide  a  briefing  on 
treatments  for  Gambling  Disorders  to  the  staff  of  Sen.  Warren  (MA). 

9:00  A.M.;  Teleconference 
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POC: 


(b)(6) 


March  22,  2017.  Joint  Hearing  of  the  House  and  Senate  Committee’s  on  Veterans’  Affairs  to 
receive  the  Legislative  Presentation  of  Multiple  Veterans  Service. 


10:00  A.M.;  G-50  Dirksen 


POC:  (^)(6) 


March  22,  2017.  (Postponed  -  March  16,  2017).  The  House  Committee  on  Veterans’  Affairs, 
Subcommittee  on  Health  will  conduct  an  oversight  hearing  on  “Healthy  Hiring:  Enabling  VA  to  Recruit 
and  Retain  Quality  Providers." 

Witnesses:  Mr.  Steve  Young,  Deputy  Under  Secretary  for  Health  for  Operations  and  Management  and 
Dr.  Paula  Molloy,  Assistant  Deputy  Under  Secretary  for  Health  for  Workforce  Services. 


2:00  P.M.;  334  Cannon 


(b)(6) 


March  22,  2017.  Cheryl  Mason,  interim  Principal  Deputy  Vice  Chairman,  EVA,  and  Dave 
McLenachen,  Director,  Appeals  Management  Office,  will  meet  with  HVAC  DAMA  Subcommittee 
Chairman,  Bost  in  advance  of  the  Subcommittee’s  Roundtable  on  Appeals. 


2:00  P.M.;  1440  Longworth 


(b)(6) 


March  22,  2017.  Mr.  Steven  Young,  Deputy  Under  Secretary  for  Operations  Management,  will 
brief  Sen.  Wyden's  staff  on  the  Veterans  Crisis  Line  back-up  call  center  contracts. 


4:00  P.M.;  221  Dirksen 


POC: 


March  22,  201 7.  Secretary  Shulkin  will  meet  with  Sen.  Gillibrand  (NY)  to  discuss  her  newest  bill 
S.  422  Blue  Water  Navy  Vietnam  Veterans  Act  of  2017. 


4:15  P.M.;  478  Russell 


POC: 


March  22,  201 7.  Dr.  Yehia,  Deputy  Under  Secretary  for  Health  for  Community  Care,  will  provide 
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an  information  brief  on  a  TN  VA  community  care  cardiology  proposal  to  HVAC  Majority  staff. 
5:00  P.M.;  Teleconference 


POC: 


Government  Accountability  Office  (GAO)  Activity: 


Exit  Conferences 


March  22,  2017.  GAO  is  ready  to  present  its  findings  on  Graduate  Medical  Education  (GME) 
Structure  and  Funding  (GAO  Code  100504).  GAO  conducted  this  review  in  response  to  a  request  by 
the  Chairman  of  the  U.S.  House  of  Representatives  Committee  on  Ways  and  Means,  the  Chair  of  the 
Republican  Conference,  and  25  other  Members  of  Congress. 


GAO  Objective: 


*GAO  was  asked  to  review  programs  that  provide  federal  funding  for  GME,  including  programs  funded 
through  the  Veterans  Health  Administration,  and  report  on  topics  including  GME  funding,  oversight,  and 
the  geographic  distribution  of  medical  residents. 


12:00  P.M.;  VACO,  Room  532 


POC: 


(b)(6) 


Upcoming  Hearings  and  Testimony  Due  to  Congress 


March  28,  2017.  The  HVAC  DAMA  Subcommittee  will  hold  a  roundtable  discussion  on  the  topic 
of  Veteran’s  appeals,  with  a  focus  on  the  VA/VSO  appeals  modernization  proposal.  The  Subcommittee 
requested  a  VBA  and  a  BVA  representative  participate  in  the  discussion  -  those  participants  have  not 
been  established. 


1:30  P.M.;  Room:  Cannon  334 


POC: 


March  29,  2017.  The  HVAC  Health  Subcommittee  will  hold  a  legislative  hearing  on  the  agenda 
set  out  below.  VA  witness  will  be  Dr.  Jennifer  Lee,  DUSH  for  Policy  and  Services  accompanied  by 
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Susan  Blauert,  Deputy  Chief  Counsel. 
8:00  A.M.;  334  Cannon 


POC:  (b)(6) 


H.R.  91  -  The  Building  Supportive  Networks  for  Women  Veterans  Act. 

H.R.  95  -  The  Veterans’  Access  to  Child  Care  Act. 

H.R.  467  -  The  VA  Scheduling  Accountability  Act. 

H.R.  907  -  The  Newborn  Care  Improvement  Act. 

H.  R.  918  -  The  Veteran  Urgent  Access  to  Mental  Healthcare  Act. 

H.R.  1005  -  To  improve  the  provision  of  adult  day  health  care  services  for  Veterans. 
H.R.  1058  -  The  VA  Provider  Equity  Act. 

H.R.  1162  -  The  No  Hero  Left  Untreated  Act. 

H.R.  1545-  VA  Prescription  Data  Accountability  Act  of  2017 
Draft  Bill  -  The  Veterans  Affairs  Medical  Scribe  Pilot  Act  of  201 7. 

Draft  Bill  -  To  prohibit  smoking  in  any  VHA  facility. 


April  4,  2017.  The  House  Committee  on  Veterans’  Affairs  will  conduct  a  hearing  on  the  OIG’s 
Veterans  Crisis  Line  Report. 

10:00  A.M.;  334  Cannon 

POC: 


(b)(6) 


April  5,  2017.  The  HVAC  Disability  and  Memorial  Affairs  Subcommittee  will  hold  a  legislative 
hearing  on  the  agenda  set  out  below.  VA  witnesses  have  not  been  established. 

10:30  A.M.;  Room  334  Cannon  HOB 


(b){6) 


Agenda 

HR  1328  (Bost)-Auto  COLA 
HR  1329  {Bost)-Annual  COLA 
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HR  1390  (Banks)-! ransportation  to  State  and  Tribal  Cemeteries 
HR  1564  (Bergman)  Beneficial  Travel  for  VBA  (authorization  fix) 

HR  105  (Brownley)-Repayment  of  Misused  Benefits  of  Veterans  with  Fiduciaries 
Draft  Bill  (Wa!z)  Quicker  Veterans  Benefits  Delivery  Act 
HR  299  (Valadao)  Blue  Water  Navy 

Member  Engagement  Requests  for  Senior  Leaders 

Sen/Rep 
Last  Name 
First  Name 
State 

Type  of  Engagement 

Received 

Date  Scheduled 

Topic 

Rep 

Brownley 

Julia 

CA 

Meeting 

4/4/2017 
VA  Priorities 

To  Be  Rescheduled  from  3/15 
Rep 

O’Rourke 

Beto 
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TX 

Meeting 

4/27/2017 
VA  Priorities 

To  Be  Rescheduled  from  3/15 
Rep 

Bergman 

Jack 

Ml 

Meeting 

4/27/2017 
VA  Priorities 

To  Be  Rescheduled  from  3/15 

Rep 

Bost 

Mike 

IL 

Meeting 

4/27/2017 
VA  Priorities 

To  Be  Rescheduled  from  3/15 
Sen 

Sullivan 

Dan 

AK 
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Travel 


2/1/2017 

SecVA 

State  Visit  Request 

Sen 

Tester 

Jon 

MT 

Travel 

2/1/2017 

SecVA 

State  Visit  Request 
Sen 

Manchin 

Joe 

WV 

Travel 

2/1/2017 

SecVA 

State  Visit  Request 

Sen 

Carper 

Tom 

DE 

Travel 
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4/3/2017 


SecVA 

Delaware  State  Veterans  Summit 
Sen 

McCaskill 

Claire 

MO 

Call 

3/21/2017 
Aria  Harrell  Act 
Sen 

Gillibrand 

Kirsten 

NY 

Meeting 

3/22/2017 

Blue  Water  Navy 

Sen 

Sanders 

Bernie 

VT 

Meeting 

3/23/2017 

Privatization,  Choice,  Drug  Costs 
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(Meeting  in  Office  of  Secretary) 

Rep 

Mast 

Brian 

FL 

Meeting 

4/4/2017 

Meet  &  Greet 

Sen 

Murray 

Patty 

WA 

Call 

3/8/2017 


Caregivers 

Rep 

Sablan 

Gregorio 

NMI 

Meeting 

4/27/2017 

Access  to  Care  in  the  Northern  Marianas  Islands 
Sen 

Duckworth 

Tammy 
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IL 

Call 

3/8/2017 

TBD 

HVAC  Minority  Member  Retreat 


Meeting 

(Annapolis) 

3/24/2017 

SecVA's  Way  Forward  for  VA 
Rep 

McMorris  Rogers 

Cathy 

WA 

Meeting 

3/24/2017 

VA  issues  and  Moving  Forward  in  the  1 15th 
Rep 

Arrington 

Jodey 

TX 

Meeting 

3/14/2017 
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VA  Priorities  -  Proactive 


Sen 

Daines 

Steve 

MT 

Travel 

1/25/2017 

Ft  Harrison 

Rep 

Esty 

Elizabeth 

CT 

Travel 
3/1 5/2017 

Newington  &  Farmington,  CT 

Rep 

Kuster 

Ann  McClane 
NH 

Travel 

3/15/2017 

Nashau,  NH  Homelessness/Suicide 
Sen 

Klobuchar 
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Amy 

MN 

Call 

4/4/2017 

Burn  Pit  Legislation 
Rep 

Thompson 

Mike 

CA 

Meeting 

3/17/2017 

Military  Veteran  Caucus 

Sen 

Wyden 

Ron 

OR 

Meeting 

3/17/2017 

VCL  Backup  Contract 
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All, 


Attached  is  the  Morning  Report  for  Monday,  April  24,  2017.  This  document  is  for  internal  use  only. 
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Program  Analyst,  Corporate  Enterprise 
Office  of  Congressional  and  Legislative  Affairs 
Department  of  Veterans  Affairs 
810  Vermont  Ave,,  NW 


Secretary’s  Morning  Report 

Prepared  by  the  Office  of  Congressional  &  Legislative  Affairs 
Monday,  April  24,  2017 
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Hot  Issues 


*********  April  28,  2017,  HVAC  Ranking  Member  Walz  and  committee  members  Representatives 
Kuster,  Takano,  Brownley,  and  O’Rourke,  along  with  Representatives  Connolly  (VA)  and  Holmes 
Norton  (DC)  will  visit  DC  VA  Medical  Center  for  a  walking  tour  and  an  update  on  VA’s  response  to  the 
IG  Report  on  Health  Care  Inspection  at  the  Medical  Center. 


8:00-10:00  A.M.;  DC  VAMC 


(b)(6) 


Emerging 


********* 


Congressional  Letters  and  Meeting  Requests  Received 

*********  April  20,  2017.  Sen  Tammy  Baldwin  (D-WI)  expressed  support  for  BraveHearts’  grant 
application. 

o  Received  April  21, 2017;  VAIQ  7791 103. 


*********  ^p^j,  20^  2017.  Sens  Patty  Murray  (D-WA),  Maria  Cantwell  (D-WA)  and  Reps  (Denny  Heck  (D- 
WA),  and  Derek  Kilmer  (D-WA)  expressed  support  for  Metro  Parks  Tacoma’s  grant  application. 

0  Received  April  21, 2017;  VAIQ  7791101 . 


Friday,  April  21 , 201 7  Events 


*********  April  20,  2017.  SVAC  staff  members  Jillian  Workman  and  Eric  Gardiner  traveled  to  VA’s 
National  Center  on  Homelessness  Among  Veterans  and  the  Corporal  Michael  J.  Crescenz  VA  Medical 
Center  in  Philadelphia,  PA  to  conduct  routine  oversight. 
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Summary:  The  staff  first  received  a  brief  from  the  National  Center  on  Homelessness  (NCHV)  on  the 
organization’s  mission,  history,  structure,  policy  impacts  and  future  directions.  The  staff  was  particularly 
interested  in  the  NCHV’s  pilot  programs  and  any  expansion  efforts  that  could  include  Montana  and 
Georgia,  NCHV  also  explained  they  were  moving  towards  exploring  certificate  program  possibilities, 
applying  research  findings  in  the  field  and  assuring  collaboration  between  federal  and  non-federal 
homeless  providers. 


After  the  brief  by  NCHV,  the  staff  received  an  overview  and  discussed  care  in  the  community  with  the 
facility’s  leadership.  The  facility’s  leader  explained  that  of  the  74,801  pending  appointments  for  PVAMC 
and  surrounding  CBOCs,  95.5%  of  all  appointments  are  scheduled  within  30  days  of  the  patient’s 
desired  date.  The  facility  at  the  staffs  request  discussed  barriers  in  the  Choice  program  including  the 
types  of  complaints  they  sent  to  HealthNet.  The  Committee  requested  a  breakdown  of  the  complaints 
issued  to  HealthNet.  The  staff  also  toured  the  Scheduling  Call  Center,  Emergency  Department, 
Behavioral  Health  Department  and  Women's  Clinic.  The  staff  was  impressed  by  the  tour  and  expressed 
interest  in  having  Senator  Tester  attend  the  Women  Veteran’s  Health  Center  Dedication  on  May  5th, 
2017. 


*April  21, 2017.  Craig  Robinson,  ADAS  for  National  Healthcare  Acquisitions;  Steve  Thomas,  Director, 
National  Contracting  Service,  90N-P,  Office  of  Acquisition  &  Logistics  and  John  DuFon,  Chief  Logistics 
Officer,  VHA  briefed  HVAC  O&l  Contracts  Investigator,  Bill  Mallison,  on  the  procurement  of  High  Tech 
Medical  Equipment. 


1 1:00  A.M.;  Teleconference 


POC: 


Summary:  HVAC  staff  reiterated  its  concern  regarding  the  process  by  which  the  NAC  purchases  high 
tech  medical  equipment  for  VHA  facilities  in  the  wake  of  last  year’s  SCOTUS  decision  on 
Kingdomware.  The  staff  inquired  about  the  delays  with  the  Consolidation  RFQ  originally  scheduled  for 
2016  and  asked  to  review  the  business  case  for  award.  VA  staff  provided  an  update  on  the  schedule 
and  explained  the  business  case  is  still  in  development. 


GAO  Activities 
Entrance  Conference 


*********  April  21, 2017.  GAO  presented  its  findings  on  Federal  Government  Efforts  to  Reduce  the  Use 
of  Social  Security  Numbers  (GAO  job  code  100830).  GAO  conducted  this  review  in  response  to  a 
request  made  by  the  Chair  of  the  House  Committee  on  Oversight  and  Government  Reform  and  the 
Chair  of  the  Subcommittee  on  Social  Security  from  the  House  Committee  on  Ways  and  Means. 

GAO’s  objectives  were  to  examine: 

*********  To  what  extent  have  agencies  developed  and  executed  plans  to  eliminate  the  use  and  display 
of  SSNs? 
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*********  What  government-wide  initiatives  have  been  undertaken  to  assist  agencies  in  eliminating  their 
unnecessary  use  of  SSNs  and  what  have  been  their  results? 

*********  What  remaining  challenges  have  agencies  identified  to  reducing  the  continued  use  of  SSNs  as 
personal  identifiers? 

Summary:  GAO  provided  a  statement  of  facts  prior  to  the  meeting  that  was  discussed  at  a  high  level. 
GAO  anticipates  providing  its  draft  report  late  May  2017  and  allowing  30  days  to  comment.  GAO  stated 
they  do  not  anticipate  making  any  recommendations  to  VA. 


GAO  anticipates  issuing  their  final  report  by  August  2017. 


Look  Ahead-  Monday,  April  24,  2017 


*********  April  24,  2017.  Ron  Burke,  Assistant  Under  Secretary  for  Field  Operations  VBACO,  Eric 
Mandle,  Consultant,  Compensation  Service,  VBA  and  Brad  Flohr,  Senior  Advisor  for  Compensation 
Service,  VBA  will  speak  with  Mr.  Chad  Sydnor  and  staff  members  from  Sen.  Burr's(NC)  office  regarding 
status  update  on  Camp  Lejeune  process  of  claims  and  benefits. 


2:00  P.M. 


(b)(6) 


*********  April  24,  2017.  Representatives  of  the  Board  of  Veterans  Appeals  and  the  Veterans  Benefits 
Administration,  as  well  as  staff  from  the  Office  of  Management,  meet  with  Senate  Veterans  Affairs 
Committee  and  Senate  MilConA/A  Appropriations  Committee  staff  regarding  appeals  modernization 
legislation. 


4:00  P.M.;  418  Russell 


POC: 


(b)(6) 


*********  April  24,  2017.  Representatives  of  the  Board  of  Veterans  Appeals  and  the  Veterans  Benefits 
Administration  will  meet  with  Senate  Veterans  Affairs  Committee  and  House  Veterans'  Disability 
Assistance  and  Memorial  Affairs  Majority  staff  regarding  appeals  modernization  legislation,  including  a 
planned  May  2  House  Veterans’  Affairs  Committee  hearing  on  that  topic. 

5:15  P.M.;  338  Cannon 


POC:  (b)(6) 


Upcoming  Hearings  and  Testimony  Due  to  Congress 
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‘POSTPONED  TBD.  The  HVAC  EO  Subcommittee  intends  to  hold  a  legislative  hearing  on  the  agenda 
set  out  below.  Curtis  Coy,  Deputy  Under  Secretary  for  Economic  Opportunity  will  be  representing  the 
VA. 


Agenda 


*H.R.  43  -  To  authorize  the  use  of  Post-9/1 1  Educational  Assistance  to  pursue  independent  study 
programs. 

*H.R.  245  -  Veterans'  Education  Equity  Act. 

*H.R.  1104  -  Veterans  To  Enhance  Studies  Through  Accessibility  Act. 

*H.R.  1 1 12  -  Shauna  Hill  Post  p/1 1  Education  Benefits  Transferability  Act. 

*H.R.  1216  -  Protecting  Veterans  From  School  Closures  Act  of  2017 
*H.R.  1 331  -  Veterans  Success  on  Campus  Act  of  201 7. 

‘H.R.  1384  -  Reserve  Component  Benefits  Parity  Act 

*H.R.  1793  -  Veteran  Education  Priority  Enrollment  Act  of  2017 

*H.R.  1956  -  To  increase  the  amounts  of  educational  assistance  payable  under  Survivors’  and 
Dependents’  Educational  Assistance  Program  of  the  Department  of  Veterans  Affairs. 

*H.R.  1989  -  Veteran  Employment  Through  Technology  Education  Courses  Act. 

*H.R.  1994  -  Vocational  Education  and  Training  Enhancement  for  Reintegration  Assistance  Now  Act 
*H.R.  2099  -  Gl  Bill  Fairness  Act  of  2017. 

*H.R.  2100  -  Work-Study  for  Student  Veterans  Act. 

‘H.R.  2103  -  To  include  the  Frye  Scholarship  in  the  Yellow  Ribbon  Gl  Education  Enhancement 
Program. 

*H.R.  2108 -Gl  Bill  STEM  Extension  Act  of  2017. 

‘Draft  Bill  -  Gl  Bill  Processing  Improvement  Act. 

‘Draft  Bill  -  To  consolidate  certain  eligibility  tiers  under  the  Post-9/11  Education  Assistance  Program  of 
the  Department  of  Veterans  Affairs. 

‘Draft  Bill  -  To  provide  for  an  election  requirement  and  reduction  in  basic  pay  for  members  of  the  Armed 
Forces  entitled  to  educational  assistance  under  Department  of  Veterans  Affairs  Post-9/1 1  Educational 
Assistance  Program. 


POC:  !b)(6) 


*********  26^  2017.  The  Senate  Homeland  Security  and  Governmental  Affairs  Committee  intends 

to  hold  a  hearing  on  construction  of  VA  medical  facilities. 


10:00  A.M.,  342  Dirksen. 


(b)(6) 


April  27,  2017.  The  Senate  Appropriations  VA/MilCon  Subcommittee  intends  to  hold  a  hearing 
on  VA’s  suicide  prevention  efforts. 

Time  10:30  A.M.;  Location  Dirksen  124 

POC:  Office  of  Management, 


(b)(6) 


Testimony  Status:  in  development 
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*********  May  2,  201 7,  The  House  Veterans’  Affairs  Committee  will  hold  a  legislative  hearing  on  a  draft 
bill  entitled  the  “Veterans  Appeals  Improvement  and  Modernization  Act."  VA  witnesses  have  not  been 
finalized. 


10:00  a.m.,  Cannon  334 


POC:  :b)(6) 


May  3,  201 7.  The  House  Appropriations  VA/MilCon  Subcommittee  intends  to  hold  a  hearing 
on  VA’s  FY2018  budget. 


Time  10:00  A.M.;  Location  Rayburn  2359 


POC:  Office  of  Management 


Testimony  Status:  in  development 


*********  May  4,  201 7.  The  Senate  Appropriations  VA/MilCon  Subcommittee  intends  to  hold  a  hearing 
on  telehealth/telemedicine. 

Time  TBD.;  Location  TBD 

POC:  Office  of  Management 

Testimony  Status;  in  development 


*********  May  10,  2017.  SVAC  will  have  an  oversight  hearing  on  VA's  Choice  Program  and  the  Future 
of  Choice  and  care  in  the  community.  The  committee  has  asked  Secretary  Shulkin  to  be  VA’s  lead 
witness. 


2:30  P.M.,  418  Russell  Senate  Office  Building 


POC: 


JrDt*  ****** 


May  11, 2017.  The  Senate  Appropriations  VA/MilCon  Subcommittee  intends  to  hold  a  hearing 
on  the  Veterans  Choice  Program  and  the  future  of  non-VA  care  after  that  program  ends. 

Time  10:30am  Location  Dirksen  124 

POC:  Office  of  Management 


(bK6) 


Testimony  Status;  in  development 
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*********  May  17,  2017.  SVAC  intends  to  hold  a  legislative  hearing  on  the  draft  agenda  set  out  belovw. 
Lead  Witness  Jennifer  S.  Lee,  M.D.,  Deputy  Under  Secretary  for  Health  For  Policy  and  Services, 
Veterans  Health  Administration.  Accompanied  by:  Margaret  Kabat,  National  Director,  Caregiver 
Support  Program,  Veterans  Health  Administration;  Jan  Frye,  Deputy  Assistant  Secretary,  Office  of 
Acquisition  and  Logistics,  Office  of  Acquisition,  Logistics,  and  Construction;  and  James  Ruhiman, 
Assistant  Director  for  Policy  &  Procedures,  Veterans  Benefit  Administration. 

2:30  P.M.;412  Russell  SOB 


POC: 


(b)(6) 


Tentative  Agenda 

*********  S.  23,  Biological  Implant  Tracking  and  Veteran  Safety  Act  of  2017  (Cassidy,  Tester) 

*********  S.  112,  Creating  a  Reliable  Environment  for  Veterans'  Dependents  Act  (Heller,  Murray) 

*********  S.  324,  State  Veterans  Home  Adult  Day  Health  Care  improvement  Act  (Hatch/Hirono, 
Boozman,  Heller,  Tillis) 

*********  S.  543,  Performance  Accountability  and  Contractor  Transparency  Act  of  2017  (Tester,  Murray, 
Manchin) 

*********  S.  591,  Military  and  Veteran  Caregivers  Services  Improvement  Act  of  2017  (Murray,  Tester, 
Sanders,  Brown,  Blumenthal,  Hirono,  Manchin) 

*********  S.  609,  Chiropractic  Care  Available  to  All  Veterans  Act  of  2017  (Moran,  Tester,  Blumenthal, 
Brown) 

*********  S.  681,  Deborah  Sampson  Act  (Tester/Boozman,  Murray,  Blumenthal,  Brown) 

*********  S.  764,  Veterans  Education  Priority  Enrollment  Act  of  2017  (Brown,  Tillis) 

*********  S.  784,  Veterans’  Compensation  Cost-of-Living  Adjustment  Act  of  2017  (Isakson/Tester) 
*********  S.  804,  Women  Veterans  Access  to  Quality  Care  Act  (Heller) 

*********  S.  899,  Serving  our  Rural  Veterans  Act  (Sullivan,  Tester) 

*********  S. _ ,  Veteran  Partners’  Efforts  to  Enhance  Reintegration  Act  (Blumenthal) 

S. _ ,  Department  of  Veterans  Affairs  Veteran  Transition  Improvement  Act  (Hirono) 

*********  May  24,  2017.  (tentative).  HVAC  intends  to  hold  a  hearing  on  VA’s  FY2018  budget  request. 
Time  and  Location  TBD 
POC:  Office  of  Management 

Member  Engagement  Requests  for  Senior  Leaders 
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Sen/Rep 
Last  Name 
First  Name 
State 

Type  of  Engagement 

Received 

Date  Scheduled 

Topic 

Rep 

Bergman 

Jack 

Ml 

Meeting 

4/27/2017 

VA  Priorities  Rescheduled  from  3/15 

Rep 

Mast 

Brian 

FL 

Meeting 


4/27/2017 

Meet  &  Greet 

Rep 

Sablan 

Gregorio 

NMI 
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Meeting 


4/27/2017 

Access  to  Care  in  the  Northern  Marianas  Islands 
Rep 

Arrington 

Jodey 

TX 

Meeting 

4/27/2017 

VA  Priorities  -  Proactive 

HVAC  Minority  Member  Retreat 


Meeting 

5/1/2017 

VA  Priorities  -  Armed  Forces  Retirement  Home  {Washington,  DC) 

Chair  Miller  Portrait  Unveiling 


Reception 

5/3/2017 
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Rep 


Thompson 

Mike 

CA 

Meeting 

5/3/2017 

Military  Veteran  Caucus 

Rep 

Kuster 

Ann  McClane 
NH 

Meeting 

5/3/2017 
Womens  Caucus 
Sen 

Sanders 

Bernie 

VT 

Meeting 


5/4/2017 

Privatization,  Choice  Reshedule  from  3/23  and  4/6 
Sen/Rep 

Thune  Rounds  Noem 

SD 
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Meeting 


5/4/2017 
Black  Hills 

Gl  Film  Festival 


Reception 

5/24/2017 

Rep 

Brownley 

Julia 

CA 

Meeting 

3/28/2017 


VA  Priorities  -  Reschedule  from  3/15  -  Reschedule  again  due  to  HVAC  Hearing  Conflict 
Sen 

Sullivan 

Dan 

AK 

Travel 

2/1/2017 

SecVA  State  Visit  Request 
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Sen 


T  ester 

Jon 

MT 

Travel 

2/1/2017 

SecVA  State  Visit  Request 
Sen 

Manchin 

Joe 

WV 

Travel 

2/1/2017 

SecVA  State  Visit  Request 

Sen 

Daines 

Steve 

MT 

Travel 

1/25/2017 

Ft  Harrison 

Rep 

Esty 

Elizabeth 

CT 
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Travel 


3/1 5/2017 


Newington  &  Farmington,  CT 

Rep 

Kuster 

Ann  McClane 
NH 

Travel 
3/1 5/2017 

Nashau,  NH  Homelessness/Suicide 

Rep 

Bacon 

Don 

NE 

Meeting 

3/23/2017 


Omaha  Ambulatory  Care  Center 

Rep 

Kihuen 

Ruben 

NV 

Meeting 

4/4/2017 


Closure  of  Ely,  NV  Clinic 
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and  should  not  be  released,  in  whole  or  in  part,  to  non  -VA 
personnel.  Proprietary  information  often  involves  issues  of  policy,  oversight,  or  political  sensitivity  among 
legislative  committees  orcompeting  Member  offices  that  should  not  be  shared  with  other  congsg^^g^^  gfijities 


Owner; 
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should  not  be  released,  in  whole  or  in  part,  to  non-VA 
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Secretary’s  Morning  Report 

Prepared  by  the  Office  of  Congressional  &  Legislative  Affairs 

Monday,  April  24, 2017 

This  document  contains  proprietary  information  and  should  not  be  released,  in  whole  or  in  part,  to  non-VA 
personnel.  Proprietary  information  often  involves  issues  of  policy,  oversight,  or  political  sensitivity  among 
legislative  committees  or  competing  Member  offices  that  should  not  be  shared  with  other  congressional  entities 


Hot  Issues 


April  28,  2017.  HVAC  Ranking  Member  Walz  and  committee  members  Representatives 
Kuster,  Takano,  Brownley,  and  O’Rourke,  along  with  Representatives  Connolly  (VA)  and 
Holmes  Norton  (DC)  will  visit  DC  VA  Medical  Center  for  a  walking  tour  and  an  update  on  VA's 
response  to  the  IG  Report  on  Health  Care  Inspection  at  the  Medical  Center. 

8:00-10:00  A.M.;  DC  VAMC 
POC:  David  Brant,  1-6463 


Emerging 


None 


Congressional  Letters  and  Meeting  Requests  Received 


April  20,  2017.  Sen  Tammy  Baldwin  (D-Wi)  expressed  support  for  BraveHearts’  grant 
application. 

o  Received  April  21 , 201 7;  VAIQ  7791 1 03. 

April  20,  2017.  Sens  Patty  Murray  (D-WA),  Maria  Cantwell  (D-WA)  and  Reps  (Denny  Heck  (D- 
WA),  and  Derek  Kilmer  (D-WA)  expressed  support  for  Metro  Parks  Tacoma’s  grant  application, 
o  Received  April  21 , 201 7;  VAIQ  7791 1 01 . 


Friday,  April  ^  i ,  4:u  i  /  Evenis 

April  20,  2017.  SVAC  staff  members  Jillian  Workman  and  Eric  Gardiner  traveled  to  VA’s 
National  Center  on  Homelessness  Among  Veterans  and  the  Corporal  Michael  J.  Crescenz  VA 
Medical  Center  in  Philadelphia,  PA  to  conduct  routine  oversight. 

POC:  Brendon  Gehrke,  1-7318 

Summary:  The  staff  first  received  a  brief  from  the  National  Center  on  Homelessness 
(NCHV)  on  the  organization’s  mission,  history,  structure,  policy  impacts  and  future 
directions.  The  staff  was  particularly  interested  in  the  NCHV’s  pilot  programs  and  any 
expansion  efforts  that  could  include  Montana  and  Georgia.  NCHV  also  explained  they 
were  moving  towards  exploring  certificate  program  possibilities,  applying  research 
findings  in  the  field  and  assuring  collaboration  between  federal  and  non-federal 
homeless  providers. 

After  the  brief  by  NCHV,  the  staff  received  an  overview  and  discussed  care  in  the 
community  with  the  facility’s  leadership.  The  facility’s  leader  explained  that  of  the  74,801 
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pending  appointments  for  PVAMC  and  surrounding  CBOCs,  95.5%  of  ail  appointments 
are  scheduled  within  30  days  of  the  patient’s  desired  date.  The  facility  at  the  staffs 
request  discussed  barriers  in  the  Choice  program  including  the  types  of  complaints  they 
sent  to  HealthNet.  The  Committee  requested  a  breakdown  of  the  complaints  issued  to 
HealthNet.  The  staff  also  toured  the  Scheduling  Call  Center,  Emergency  Department, 
Behavioral  Health  Department  and  Women’s  Clinic.  The  staff  was  impressed  by  the  tour 
and  expressed  interest  in  having  Senator  Tester  attend  the  Women  Veteran's  Health 
Center  Dedication  on  May  5**’,  2017. 

April  21,  2017.  Craig  Robinson,  ADAS  for  National  Healthcare  Acquisitions;  Steve  Thomas, 
Director,  National  Contracting  Service,  90N-P,  Office  of  Acquisition  &  Logistics  and  John 
DuFon,  Chief  Logistics  Officer,  VHA  briefed  HVAC  O&l  Contracts  Investigator,  Bill  Mallison,  on 
the  procurement  of  High  Tech  Medical  Equipment. 

1 1  ;00  A.M.;  Teleconference 
POC:  Omar  Boulware,  1-6468 

Summary:  HVAC  staff  reiterated  its  concern  regarding  the  process  by  which  the  NAC 
purchases  high  tech  medical  equipment  for  VHA  facilities  in  the  wake  of  last  year’s 
SCOTUS  decision  on  Kingdomware.  The  staff  inquired  about  the  delays  with  the 
Consolidation  RFQ  originally  scheduled  for  201 6  and  asked  to  review  the  business  case 
for  award.  VA  staff  provided  an  update  on  the  schedule  and  explained  the  business 
case  is  still  in  development. 

GAO  Activities 
Entrance  Conference 


April  21,  2017.  GAO  presented  its  findings  on  Federal  Government  Efforts  to  Reduce  the 
Use  of  Social  Security  Numbers  {GAO  job  code  1 00830).  GAO  conducted  this  review  in 
response  to  a  request  made  by  the  Chair  of  the  House  Committee  on  Oversight  and 
Government  Reform  and  the  Chair  of  the  Subcommittee  on  Social  Security  from  the  House 
Committee  on  Ways  and  Means. 

GAO’S  objectives  were  to  examine: 

To  what  extent  have  agencies  developed  and  executed  plans  to  eliminate  the  use  and 
display  of  SSNs? 

What  government-wide  initiatives  have  been  undertaken  to  assist  agencies  in 
eliminating  their  unnecessary  use  of  SSNs  and  what  have  been  their  results? 

What  remaining  challenges  have  agencies  identified  to  reducing  the  continued  use  of 
SSNs  as  personal  identifiers? 

Summary:  GAO  provided  a  statement  of  facts  prior  to  the  meeting  that  was  discussed  at  a 
high  level.  GAO  anticipates  providing  its  draft  report  late  May  2017  and  allowing  30  days  to 
comment.  GAO  stated  they  do  not  anticipate  making  any  recommendations  to  VA. 

GAO  anticipates  issuing  their  final  report  by  August  2017. 
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Look  Ahead-  Monday,  April  24, 2017 


April  24,  2017.  Ron  Burke,  Assistant  Under  Secretary  for  Field  Operations  VBACO,  Eric 
Mandle,  Consultant,  Compensation  Service,  VBA  and  Brad  Flohr,  Senior  Advisor  for 
Compensation  Service,  VBA  will  speak  with  Mr.  Chad  Sydnor  and  staff  members  from  Sen. 
Burr’s(NC)  office  regarding  status  update  on  Camp  Lejeune  process  of  claims  and  benefits. 


2:00  P.M. 
POC:P 


(b)(6) 


April  24,  2017.  Representatives  of  the  Board  of  Veterans  Appeals  and  the  Veterans  Benefits 
Administration,  as  well  as  staff  from  the  Office  of  Management,  meet  with  Senate  Veterans 
Affairs  Committee  and  Senate  MilCon/VA  Appropriations  Committee  staff  regarding  appeals 
modernization  legislation. 

4:00  P.M.;  418  Russell 
POC: 


(b)(6) 


April  24,  2017.  Representatives  of  the  Board  of  Veterans  Appeals  and  the  Veterans  Benefits 
Administration  will  meet  with  Senate  Veterans  Affairs  Committee  and  Flouse  Veterans’ 
Disability  Assistance  and  Memorial  Affairs  Majority  staff  regarding  appeals  modernization 
legislation,  including  a  planned  May  2  Flouse  Veterans’  Affairs  Committee  hearing  on  that 
topic. 

5:15  P.M.;  338  Cannon 


POC: 


Upcoming  Hearings  and  Testimony  Due  to  Congress 

POSTPONED  TBD.  The  FIVAC  EO  Subcommittee  intends  to  hold  a  legislative  hearing  on  the 
agenda  set  out  below.  Curtis  Coy,  Deputy  Under  Secretary  for  Economic  Opportunity  will  be 
representing  the  VA. 

Agenda 

o  H.R.  43  -  To  authorize  the  use  of  Post-9/1 1  Educational  Assistance  to  pursue 
independent  study  programs, 
o  H.R.  245  -  Veterans’  Education  Equity  Act. 

o  H.R.  1104  -  Veterans  To  Enhance  Studies  Through  Accessibility  Act. 
o  H.R.  1112  -  Shauna  FI  ill  Post  p/1 1  Education  Benefits  Transferability  Act. 
o  H.R.  1216  -  Protecting  Veterans  From  School  Closures  Act  of  2017 
o  H.R.  1331  -  Veterans  Success  on  Campus  Act  of  201 7. 
o  H.R.  1384  -  Reserve  Component  Benefits  Parity  Act 
o  H.R.  1793  -  Veteran  Education  Priority  Enrollment  Act  of  201 7 
o  H.R.  1956  -  To  increase  the  amounts  of  educational  assistance  payable  under 
Survivors’  and  Dependents’  Educational  Assistance  Program  of  the  Department  of 
Veterans  Affairs. 

o  H.R.  1989  -  Veteran  Employment  Through  Technology  Education  Courses  Act. 
o  H.R.  1994  -  Vocational  Education  and  Training  Enhancement  for  Reintegration 
Assistance  Now  Act 

o  H.R.  2099  -  Gl  Bill  Fairness  Act  of  2017. 
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o  H.R.  2100  -  Work-Study  for  Student  Veterans  Act. 

o  H.R.  2103  -  To  include  the  Frye  Scholarship  in  the  Yellow  Ribbon  G1  Education 
Enhancement  Program. 

o  H.R.  2108  -  Gi  Bill  STEM  Extension  Act  of  201 7. 


POC; 


Draft  Bill  -  G!  Bill  Processing  Improvement  Act. 

Draft  Bill  -  To  consolidate  certain  eligibility  tiers  under  the  Post-9/1 1  Education 
Assistance  Program  of  the  Department  of  Veterans  Affairs. 

Draft  Bill  -  To  provide  for  an  election  requirement  and  reduction  in  basic  pay  for 
members  of  the  Armed  Forces  entitled  to  educational  assistance  under  Department  of 
Veterans  Affairs  Post-9/1 1  Educational  Assistance  Program. 


(b)(6) 


April  26,  2017.  The  Senate  Flomeland  Security  and  Governmental  Affairs  Committee  intends 
to  hold  a  hearing  on  construction  of  VA  medical  facilities. 

10:00 
POC: 


April  27,  2017.  The  Senate  Appropriations  VA/MilCon  Subcommittee  intends  to  hold  a 
hearing  on  VA's  suicide  prevention  efforts. 

Time  10:30  A. M.;  Location  Dirksen  124 

POC:  Office  of  Management,  Kristy  Shea,  1-6437 

Testimony  Status:  in  development 


A.M.,  342  Dirksen. 

(b)(6) 


-I- 


Wlay  2,  2017.  The  House  Veterans’  Affairs  Committee  will  hold  a  legislative  hearing  on  a  draft 
bill  entitled  the  “Veterans  Appeals  Improvement  and  Modernization  Act."  VA  witnesses  have 
not  been  finalized. 

10:00 
POC: 


a.m.,  Cannon  334 

;b)(6) 


May  3,  2017.  The  House  Appropriations  VA/MilCon  Subcommittee  intends  to  hold  a  hearing 
on  VA’s  FY2018  budget. 

Time  10:00  A.M.;  Location  Rayburn  2359 _ 


POC:  Office  of  Management, 


Testimony  Status:  in  development 


May  4,  2017.  The  Senate  Appropriations  VA/MilCon  Subcommittee  intends  to  hold  a  hearing 
on  telehealth/telemedicine. 

Time  TBD.;  Location  TBD 
POC:  Office  of  Management 
Testimony  Status:  in  development 


May  10,  2017.  SVAC  will  have  an  oversight  hearing  on  VA’s  Choice  Program  and  the  Future 
of  Choice  and  care  in  the  community.  The  committee  has  asked  Secretary  Shulkin  to  be  VA’s 
lead  witness. 

2:30  P.M.,  418  Russell  Senate  Office  Building 

POC|(^)(6)  I 
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May  11,  2017.  The  Senate  Appropriations  VA/MilCon  Subcommittee  intends  to  hold  a  hearing 
on  the  Veterans  Choice  Program  and  the  future  of  non-VA  care  after  that  program  ends. 

Time  10:30am  Location  Dirksen  124 _ 

POC:  Office  of  Management, 

Testimony  Status:  in  development 

May  17,  2017.  SVAC  intends  to  hold  a  legislative  hearing  on  the  draft  agenda  set  out  below. 
Lead  Witness  Jennifer  S.  Lee,  M.D.,  Deputy  Under  Secretary  for  Health  For  Policy  and 
Services,  Veterans  Health  Administration.  Accompanied  by:  Margaret  Kabat,  National 
Director,  Caregiver  Support  Program,  Veterans  Health  Administration;  Jan  Frye,  Deputy 
Assistant  Secretary,  Office  of  Acquisition  and  Logistics,  Office  of  Acquisition,  Logistics,  and 
Construction;  and  James  Ruhiman,  Assistant  Director  for  Policy  &  Procedures,  Veterans 
Benefit  Administration. 

2:30  P.M.;  412  Russell  SOB 
POC:  J(b)(6)  I 

Tentative  Agenda 

S.  23,  Biological  Implant  Tracking  and  Veteran  Safety  Act  of  2017  (Cassidy, 
Tester) 

S.  112,  Creating  a  Reliable  Environment  for  Veterans'  Dependents  Act  (Heller, 
Murray) 

S.  324,  State  Veterans  Home  Adult  Day  Health  Care  Improvement  Act 
(Hatch/Hi ro no,  Boozman,  Heller,  Tillis) 

S.  543,  Performance  Accountability  and  Contractor  Transparency  Act  of  2017 
(Tester,  Murray,  Manchin) 

S.  591,  Military  and  Veteran  Caregivers  Services  Improvement  Act  of  2017 
(Murray,  Tester,  Sanders,  Brown,  Blumenthal,  Hirono,  Manchin) 

S.  609,  Chiropractic  Care  Available  to  All  Veterans  Act  of  2017  (Moran,  Tester, 
Blumenthal,  Brown) 

S.  681,  Deborah  Sampson  Act  (Tester/Boozman,  Murray,  Blumenthal,  Brown) 

S.  764,  Veterans  Education  Priority  Enrollment  Act  of  2017  (Brown,  Tillis) 

S.  784,  Veterans’  Compensation  Cost-of-Living  Adjustment  Act  of  2017 
(Isakson/Tester) 

S.  804,  Women  Veterans  Access  to  Quality  Care  Act  (Heller) 

S.  899,  Serving  our  Rural  Veterans  Act  (Sullivan,  Tester) 

S. _ ,  Veteran  Partners’  Efforts  to  Enhance  Reintegration  Act  (Blumenthal) 

S. _ ,  Department  of  Veterans  Affairs  Veteran  Transition  Improvement  Act  (Hirono) 

May  24,  2017.  (tentative).  HVAC  intends  to  hold  a  hearing  on  VA’s  FY2018  budget  request. 
Time  and  Location  TBD 
POC:  Office  of  Management 
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All, 


Attached  is  the  Morning  Report  for  Wednesday,  April  19,  2017.  This  document  is  for  internal  use  only. 


(b)(6) 


Program  Analyst,  Corporate  Enterprise 
Office  of  Congressional  and  Legislative  Affairs 
Department  of  Veterans  Affairs 
810  Vermont  Ave,,  NW 


Desk: 


Secretary’s  Morning  Report 

Prepared  by  the  Office  of  Congressional  &  Legislative  Affairs 
Wednesday,  April  19,  2017 
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Hot  Issues 


***:******  [\JqP0 


Emerging 


*********  Non© 


Congressional  Letters  and  Meeting  Requests  Received 


*April  17,  2017.  Chairman  Jack  Bergman  (HVAC  O&l)  requested  Excel  spreadsheets  regarding  logistics 
service  purchase  at  the  DC  VAMC. 

‘Received  April  18,  2017;  VAIQ  7789852. 


‘April  17,  2017.  Reps.  Sam  Graves  (R-GA)  and  Emanuel  Cleaver  (D-MO)  inquired  in  VA’s  plan  for 
increasing  women’s  health  services  at  VA  facilities. 

‘Received  April  18,  2017;  VAIQ  7789848 


Tuesday,  April  18,  2017  Events 


*********  April  17,  2017.  Mr.  Lawrence  Connell,  Director  at  the  Department  of  Veterans  Affairs  (VA) 
Medical  Center  in  Washington,  D.C.  and  Mr.  Joseph  Williams,  Network  Director  VISN  5,  conducted  a 
conference  call  update  with  staffers  from  the  4  Corners  and  Member  Offices  from  DC,  Maryland  and 
Virginia. 


4:00  P.M.;  Teleconference 


POC: 


(b)(6) 


Summary:  Majority  and  Minority  staffers  from  HVAC  and  SVAC  as  well  as  personal  staff  from  interested 
Member  offices  in  the  DC  VA  Medical  Center’s  catchment  area  and  elsewhere  were  on  line.  This  was  a 
follow  up  to  the  call  Secretary  Shulkin  hosted  on  Thursday,  April  1 3,  after  release  of  the  Office  of 
Inspector  General  (OIG)  Health  Care  Inspection  Interim  Report.  Mr.  Connell,  provided  an  overview 
describing  the  events  that  led  to  the  OIG  investigation.  The  facility  Director  detailed  specific  actions 
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taken  at  the  facility,  VISN  and  VACO  levels  to  address  the  concerns.  Internal  quality  of  care  reviews 
concluded  no  patients  were  at  risk,  the  facility’s  Chief  of  Logistics  has  been  removed,  and  its  logistics 
supply  system  has  been  operationalized.  The  DC  VAMC  has  an  action  plan  to  address  critical  staffing 
shortages  and  ensure  proper  monitoring  and  management  of  inventory.  In  the  interim  VISN  and  VACO 
leadership  are  providing  additional  resources  and  support.  Staffers  asked  about  the  number  of  critical 
staff  positions  that  remain  open,  how  long  these  positions  had  been  unfilled  and  what  strategies  VA 
would  use  to  ensure  critical  positions  are  filled  quickly.  Staffers  also  asked  if  the  environment  of  care 
concerns  with  inventory  storage  areas  had  been  resolved  and  whether  the  VISN  had  assessed  other 
facilities  within  its  purview  to  ensure  similar  problems  were  not  occurring  elsewhere.  OIG’s  interim 
report  notes  that  in  October  2014  an  external  consultant  identified  staffing  deficiencies  in  logistics 
throughout  VISN  5  and  that  in  fiscal  year  2015  the  Network  conducted  an  internal  staffing  review. 
Staffers  asked  whether  VA  would  provide  copies  of  these  earlier  reports.  OCLA  agreed  to  follow  up. 


*April  18,  2017.  Holly  Young,  DC  VAMC  Interior  Designer,  Facilities  Management;  Pedro  Garcia,  VISN 
5  Capital  Asset  Manager;  Brian  Melewski,  Capital  Management  Consultant;  and  Christians  Rai, 
Director,  Eastern  Real  Property  Region,  CFM  will  speak  with  staff  members  from  the  Maryland 
Delegation  to  discuss  current  construction  projects  that  are  ongoing  for  the  state  of  MD,  that  have  been 
under  the  guidance/monitor  of  the  DCVAMC. 


1:00  P.M.;  LHOB,  RM  1732 


(b)(6) 


Summary:  Christian  Rai  opened  the  discussion,  providing  an  update  for  the  Charlotte  Hall  project.  She 
informed  the  group  of  the  projected  lease  award  date  (Dec  18)  and  projected  time  for  activation  (Winter 
2019).  Holly  Young  provided  updated  information  regarding  the  St.  Mary’s  Lexington  Park  project.  She 
discussed  the  recent  site  survey  and  the  projected  time  line  for  activation  (Summer  2018).  Ms.  Young 
also  provided  information  regarding  the  Rockville-Gaithersburg  site  which  is  set  for  activation,  Winter 
2017.  There  was  great  discussion  regarding  the  Greenbelt  CBOC  location  of  which  Mr.  Garcia  stated 
VA  would  follow  up  and  provide  more  clarity  on  the  background  and  status  of  the  Greenbelt  location. 
Staff  members  in  attendance  were  very  engaged  with  feedback  and  questions  but  genuinely  agreed 
that  the  intent  and  purpose  of  the  meeting  was  to  ensure  that  the  construction  projects  should  not  be 
affected  due  to  the  current  leadership  changes  at  the  DCVAMC.  Twelve  Congressional  staff  members 
from  the  following  offices  attended  the  call;  Senators  Cardin  and  Van  Hoi  I  en  and  Representatives 
Ruppersberger,  Brown,  Raskin,  Harris,  and  Hoyer. 


*********  April  18,  2017.  (Tentative).  Dr.  Lawrie  Zephyrin,  Acting  ADUSH  for  Community  Care;  Dr. 
Regan  Crump,  ADUSH  for  Policy  and  Planning;  Dr.  Teresa  Boyd,  VISN  20,  Director  and  Dr.  Tom  Lynch 
ADUSH  for  Clinical  Operations  discussed  VHA’s  ongoing  market  and  demand  analysis  to  provide  care 
in  the  community  with  professional  staff  members  of  the  SVAC  Minority. 


3:30  P.M.;  Teleconference 


(b)(6) 


Summary:  Drs.  Zephyrin,  Boyd  and  Crump  took  time  to  explain  to  SVAC  minority  professional  staff  VA's 
efforts  to  strategically  determine  which  healthcare  services  to  provide  internal  to  VA  versus  what  can  be 
provided  externally  in  the  market  place.  They  further  informed  staff  that  VHA  is  currently  in  the  process 
of  piloting  a  market  and  demand  analysis  in  three  VHA  healthcare  markets  areas  (VISNs  20,  6  and  7) 
in  hopes  of  developing  a  model  that  will  be  used  across  the  enterprise  to  aid  local  leaders  with 
make/buy  decisions.  Dr.  Zephyrin  stated  that  VA  would  examine  such  factors  as  availability  of  services 
internal  to  the  VA,  services  available  through  other  federal  healthcare  agencies,  healthcare  services 
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available  external  to  VA,  costs  of  care,  Veterans  demographics  within  the  market,  their  internal  and 
external  utilization  rates,  as  well  as  an  examination  of  current  and  future  trends,  just  to  name  a  few 
factors.  Finally,  VHA  staff  explained  the  goal  was  to  complete  the  analysis  no  later  than  July  with  the 
implementing  the  methodology  in  determining  make/buy  decisions  within  the  fiscal  year.  Ideally,  the 
model  would  then  be  rule  out  VHA  wide  for  full  utilization  the  next  year.  SVAC  staff  wanted  a  list  of  all 
VA’s  healthcare  markets. 


*********  April  18,  2017.  Dr.  Steven  Lieberman,  Assistant  Deputy  Under  Secretary  for  Health  for  Access 
to  Care,  Dr.  Shereef  Elnahal,  Assistant  Deputy  Under  Secretary  for  Health  for  Quality,  Safety,  &  Value, 
and  Dr.  Saurabha  Bhatnagar,  Deputy  Assistant  Deputy  Under  Secretary  for  Health  for  Quality,  Safety, 
and  Value  conducted  an  informal  question  and  answer  session  for  Congressional  staff. 


10:00  A.M.  -  2:00  P.M.;  189  Russell 


(b)(6) 


Summary:  No  summary  will  be  provided  for  this  event. 


*********  April  18,  2017.  Dr.  Steven  Lieberman,  Assistant  Deputy  Under  Secretary  for  Health  for  Access 
to  Care,  Dr,  Shereef  Elnahal,  Assistant  Deputy  Under  Secretary  for  Health  for  Quality,  Safety,  &  Value, 
and  Dr.  Saurabha  Bhatnagar,  Deputy  Assistant  Deputy  Under  Secretary  for  Health  for  Quality,  Safety, 
and  Value  conducted  an  informal  question  and  answer  session  for  Congressional  staff. 


1:30  -  3:30  P.M.;  2026  Rayburn 


(b)(6) 


Summary:  No  summary  will  be  provided  for  this  event. 


*********  April  18,  2017.  Dr.  Patricia  Dorn,  Director,  Rehabilitation  Research  &  Development  Service; 
Dr.  Leigh  Anderson;  Chief  Medical  Officer,  VISN  19;  had  a  call  with  Dahlia  Melendrez,  SVAC  Minority 
Staff  and  a  Montana  researcher  about  how  to  become  a  VA  5/8  researcher. 


5:15  P.M.;  Teleconference 


(b)(6) 


Summary:  Due  to  the  timing  of  the  event,  a  summary  will  be  provided  in  tomorrow’s  report. 


Look  Ahead-  Wednesday,  April  19,  2017 

*********  April  19,  2017.  Christa  Shriber,  Deputy  Chief  Counsel,  Accreditation  Program,  will  provide 
SVAC  Majority  staff  with  a  briefing  on  attorney/agent/VSO  accreditation. 

10:00  A.M.;  Teleconference 
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POC: 


*********  Apri!  19,  2017.  Susan  Reed,  Executive  Director,  Revenue  Operations,  VHA,  will  meet  with 
Jillian  Workman,  Professional  Staff  Member,  SVAC,  to  discuss  VHA's  revenue  collection  operations. 


10:00  A.M.;418  Russell 


POC: 


*********  April  19,  2017.  Dr.  Rachel  Ramoni,  Chief  Research  and  Development  Officer  will  have  an 
introductory  meeting  with  professional  staff  from  HVAC's  Subcommittee  on  Health,  and  Subcommittee 
for  Oversight  and  Investigations. 


11:00  A.M.;  234  Cannon 


POC: 


*********  April  19,  2017,  Representatives  of  the  Board  of  Veterans  Appeals  and  the  Veterans  Benefits 
Administration,  as  well  as  staff  from  the  Office  of  Management,  will  meet  with  Senate  Veterans  Affairs 
Committee  and  Senate  MilConA/A  Appropriations  Committee  staff  regarding  appeals  modernization 
legislation. 


2:00  P.M.;  418  Russell 


POC: 


*********  April  19,  2017.  Dr.  Ben  Kigler,  Director,  Integrated  Health  Coordinator  Center,  VHA  will  provide 
an  update  to  Senator  Sanders’s  staff  on  the  expansion  of  the  Center  for  Integrated  Healthcare  (CIH). 


2:30  P.M.;  332  Dirksen 


(b)(6) 


*********  April  19,  2017.  Danny  Devine,  Deputy  Director  of  Policy  and  Procedures,  Compensation 
Service,  VBA;  Johnathan  Huges,  Chief,  Compensation  Service,  VBA  and  Roberta  Lowe,  Acting 
Director,  DMC,  will  brief  SVAC  minority  staff  and  members  of  Sen.  Tester’s  staff  on  VA’s  debt 
management  and  reimbursement  process  . 


4:00  P.M.;  Teleconference 


(b)(6) 


*********  April  19,  2017.  Jesse  Katherine  Vazzano,  National  Director,  HUD-VA  Supportive  Housing 
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(HUD-VASH),  will  brief  staff  from  the  Senate  Committee  on  Indian  Affairs  on  the  Tribal  HUD-VASH 
program. 


4:30  P.M.;  Teleconference 
POC: 


(b)(6) 


Upcoming  Hearings  and  Testimony  Due  to  Congress 


*********  April  26,  2017.  The  HVAC  EO  Subcommittee  will  intends  to  hold  a  legislative  hearing  on  the 
agenda  set  out  below.  Curtis  Coy,  Deputy  Under  Secretary  for  Economic  Opportunity  will  be 
representing  the  VA. 

Agenda 

o  H.R.  43  -  To  authorize  the  use  of  Post-9/1 1  Educational  Assistance  to  pursue  independent  study 
programs. 

o  H.R.  245  -  Veterans’  Education  Equity  Act. 

o  H.R.  1 104  -  Veterans  To  Enhance  Studies  Through  Accessibility  Act, 
o  H.R.  1 1 12  -  Shauna  Hill  Post  p/1 1  Education  Benefits  Transferability  Act. 
o  H.R.  1216  -  Protecting  Veterans  From  School  Closures  Act  of  2017 
o  H.R.  1331  -  Veterans  Success  on  Campus  Act  of  2017. 

0  H.R.  1384  -  Reserve  Component  Benefits  Parity  Act 
o  H.R.  1793 -Veteran  Education  Priority  Enrollment  Act  of  2017 

o  H.R.  1956  -  To  increase  the  amounts  of  educational  assistance  payable  under  Survivors’  and 
Dependents’  Educational  Assistance  Program  of  the  Department  of  Veterans  Affairs. 

o  H.R.  1989  -  Veteran  Employment  Through  Technology  Education  Courses  Act. 

o  H.R.  1994  -  Vocational  Education  and  Training  Enhancement  for  Reintegration  Assistance  Now  Act 

o  H.R.  2099  -Gl  Bill  Fairness  Act  of  2017. 

o  H.R.  2100  -  Work-Study  for  Student  Veterans  Act. 

o  H.R.  2103  -  To  include  the  Frye  Scholarship  in  the  Yellow  Ribbon  Gl  Education  Enhancement 
Program. 

o  Draft  Bill  -  Gl  Bill  Processing  Improvement  Act. 
o  Draft  Bill  -  Gl  Bill  STEM  Extension  Act  of  201 7. 
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0  Draft  Bill  -  To  consolidate  certain  eligibility  tiers  under  the  Post- 9/1 1  Education  Assistance  Program 
of  the  Department  of  Veterans  Affairs. 

o  Draft  Bill  -  To  provide  for  an  election  requirement  and  reduction  in  basic  pay  for  members  of  the 
Armed  Forces  entitled  to  educational  assistance  under  Department  of  Veterans  Affairs  Post-9/1 1 
Educational  Assistance  Program. 

10:00  A.M.;  Cannon  334 

POC:  Martin  Martinez,  1-6377 


*********  April  26,  2017.  SVAC  intends  to  hold  a  legislative  hearing  on  the  draft  agenda  set  out  below. 
Lead  Witness  Jennifer  S.  Lee,  M.D.,  Deputy  Under  Secretary  for  Health  For  Policy  and  Services, 
Veterans  Health  Administration.  Accompanied  by:  Margaret  Kabat,  National  Director,  Caregiver 
Support  Program,  Veterans  Health  Administration;  Jan  Frye,  Deputy  Assistant  Secretary,  Office  of 
Acquisition  and  Logistics,  Office  of  Acquisition,  Logistics,  and  Construction;  and  James  Ruhiman, 
Assistant  Director  for  Policy  &  Procedures,  Veterans  Benefit  Administration. 

2:30  P.M.;  412  Russell  SOB 

POC:  Joanna  Glaze,  1-6439 


Tentative  Agenda 

*********  S.  23,  Biological  Implant  Tracking  and  Veteran  Safety  Act  of  2017  (Cassidy,  Tester) 

*********  S.  112,  Creating  a  Reliable  Environment  for  Veterans'  Dependents  Act  (Heller,  Murray) 

*********  S.  324,  State  Veterans  Home  Adult  Day  Health  Care  Improvement  Act  (Hatch/Hirono, 
Boozman,  Heller,  Tillis) 

*********  S.  543,  Performance  Accountability  and  Contractor  Transparency  Act  of  2017  (Tester,  Murray, 
Manchin) 

*********  S.  591,  Military  and  Veteran  Caregivers  Services  Improvement  Act  of  2017  (Murray,  Tester, 
Sanders,  Brown,  Blumenthal,  Hirono,  Manchin) 

*********  S.  609,  Chiropractic  Care  Available  to  All  Veterans  Act  of  2017  (Moran,  Tester,  Blumenthal, 
Brown) 

*********  S.  681,  Deborah  Sampson  Act  (Tester/Boozman,  Murray,  Blumenthal,  Brown) 

*********  S.  764,  Veterans  Education  Priority  Enrollment  Act  of  2017  (Brown,  Tillis) 

*********  S.  784,  Veterans’  Compensation  Cost-of-Living  Adjustment  Act  of  2017  (Isakson/Tester) 
*********  S.  804,  Women  Veterans  Access  to  Quality  Care  Act  (Heller) 

*********  S.  899,  Serving  our  Rural  Veterans  Act  (Sullivan,  Tester) 

*********  S. _ ,  Veteran  Partners’  Efforts  to  Enhance  Reintegration  Act  (Blumenthal) 
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*********  S, _ ,  Department  of  Veterans  Affairs  Veteran  Transition  Improvement  Act  (Hirono) 


*********  April  26,  2017.  The  Senate  Homeland  Security  and  Governmental  Affairs  Committee  intends 
to  hold  a  hearing  on  construction  of  VA  medical  facilities. 

10:00  A.M.,  342  Dirksen. 

POC:F 


(b)(6) 


*********  April  27,  2017.  The  Senate  Appropriations  VA/MilCon  Subcommittee  intends  to  hold  a  hearing 
on  VA’s  suicide  prevention  efforts. 

Time  10:30  A.M.;  Location  Dirksen  124 

POC:  Office  of  Management 


(b)(6) 


Testimony  Status:  in  development 


*********  May  2,  2017  (tentative).  HVAC  intends  to  hold  a  legislative  hearing  on  appeals  modernization 
legislation.  VA  has  not  received  an  invitation  nor  a  draft  bill.  VA  witnesses  have  not  been  established. 


Time  TBD.;  Location  TBD 


POC: 


(b)(6) 


ifc  ifc  *  *  *  *  * 


May  3,  201 7.  The  House  Appropriations  VA/MilCon  Subcommittee  intends  to  hold  a  hearing 
on  VA’s  FY2018  budget. 

Time  10:00  A.M.;  Location  Rayburn  2359 

POC:  Office  of  Management, |( 


(b)(6) 


Testimony  Status:  in  development 


*********  May  3,  2017.  Senate  Committee  on  Indian  Affairs  will  host  a  hearing  on  the  Tribal  U.S. 
Department  of  Housing  and  Urban  Development-VA  Supportive  Housing  (HUD-VASH)  Program. 


2:30  P.M.,  838  Hart  Senate  Office  Building 


POC: 


.  (b)(6) 


*********  May  4,  2017.  The  Senate  Appropriations  VA/MilCon  Subcommittee  intends  to  hold  a  hearing 
on  telehealth/telemedicine. 


Page  849  of  974 


Time  TBD.;  Location  TBD 


POC:  Office  of  Management 
Testimony  Status:  in  development 


*********  May  10,  2017.  SVAC  will  have  an  oversight  hearing  on  VA’s  Choice  Program  and  the  Future 
of  Choice  and  care  in  the  community.  The  committee  has  asked  Secretary  Shulkin  to  be  VA's  lead 
witness. 


2:30  P.M.,  418  Russell  Senate  Office  Building 


POC:'t>)(6) 


*********  May  11, 2017.  The  Senate  Appropriations  VA/MilCon  Subcommittee  intends  to  hold  a  hearing 
on  the  Veterans  Choice  Program  and  the  future  of  non-VA  care  after  that  program  ends. 


Time  10;30am  Location  Dirksen  124 


POC:  Office  of  Management 


(b)(6) 


Testimony  Status;  in  development 


*********  May  24,  2017.  (tentative).  HVAC  intends  to  hold  a  hearing  on  VA’s  FY2018  budget  request. 
Time  and  Location  TBD 
POC:  Office  of  Management 


Member  Engagement  Requests  for  Senior  Leaders 

Sen/Rep 
Last  Name 
First  Name 
State 

Type  of  Engagement 
Received 
Date  Scheduled 
Topic 
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Rep 

Bergman 

Jack 

Ml 

Meeting 

4/27/2017 

VA  Priorities  Rescheduled  from  3/15 

Rep 

Mast 

Brian 

FL 

Meeting 

4/27/2017 

Meet  &  Greet 

Rep 

Sablan 

Gregorio 

NMI 

Meeting 


4/27/2017 

Access  to  Care  in  the  Northern  Marianas  Islands 

HVAC  Minority  Member  Retreat 
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Meeting 


5/1/2017 

VA  Priorities  -  Armed  Forces  Retirement  Home  (Washington,  DC) 
Rep 

Arrington 

Jodey 

TX 

Meeting 

4/27/2017 

VA  Priorities  -  Proactive 

Chair  Miller  Portrait  Unveiling 


Reception 

5/3/2017 

Rep 

Thompson 

Mike 

CA 

Meeting 

5/3/2017 

Military  Veteran  Caucus 
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Rep 

Kuster 

Ann  McClane 
NH 

Meeting 

5/3/2017 
Womens  Caucus 
Sen 

Sanders 

Bernie 

VT 

Meeting 

3/6/2017 

5/4/2017 

Privatization,  Choice  Reshedule  from  3/23  and  4/6 

Gl  Film  Festival 


Reception 

5/24/2017 

Rep 

Brownley 

Julia 

CA 
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Meeting 

3/28/2017 


VA  Priorities  -  Reschedule  from  3/15  -  Reschedule  again  due  to  HVAC  Hearing  Conflict 
Sen 

Sullivan 

Dan 

AK 

Travel 

2/1/2017 

SecVA  State  Visit  Request 

Sen 

T  ester 

Jon 

MT 

Travel 

2/1/2017 


SecVA  State  Visit  Request 
Sen 

Manchin 

Joe 

WV 

Travel 

2/1/2017 

SecVA  State  Visit  Request 
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Sen 


Daines 

Steve 

MT 

Travel 

1/25/2017 

Ft  Harrison 

Rep 

Esty 

Elizabeth 

CT 

Travel 

3/15/2017 

New/ington  &  Farmington,  CT 

Rep 

Kuster 

Ann  McClane 
NH 

Travel 
3/1 5/2017 

Nashau,  NH  Homelessness/Suicide 

Rep 

Bacon 

Don 

NE 
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Meeting 

3/23/2017 


Omaha  Ambulatory  Care  Center 

Rep 

Kihuen 

Ruben 

NV 

Meeting 

4/4/2017 

Closure  of  Ely,  NV  Clinic 
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Secretary’s  Morning  Report 

Prepared  by  the  Office  of  Congressionai  &  Legisiative  Affairs 
Wednesday,  April  19,  2017 

This  document  contains  proprietary  information  and  should  not  be  released,  in  whole  or  in  part,  to  non-VA 
personnel.  Proprietary  information  often  involves  issues  of  policy,  oversight,  or  political  sensitivity  among 
legislative  committees  or  competing  Member  offices  that  should  not  be  shared  with  other  congressional  entities 


Congressional  Letters  and  Meeting  Requests  Received 


April  17,  2017.  Chairman  Jack  Bergman  (HVAC  O&l)  requested  Excel  spreadsheets  regarding 
logistics  service  purchase  at  the  DC  VAMC. 
o  Received  April  1 8,  201 7;  VAIQ  7789852. 

April  17,  2017.  Reps.  Sam  Graves  (R-GA)  and  Emanuel  Cleaver  (D-MO)  inquired  in  VA’s  plan 
for  increasing  women's  health  services  at  VA  facilities, 
o  Received  April  1 8,  201 7;  VAIQ  7789848 


Tuesday,  April  lo,  ^ui/  Evenis 

April  17,  2017.  Mr.  Lawrence  Connell,  Director  at  the  Department  of  Veterans  Affairs  (VA) 
Medical  Center  in  Washington,  D.C.  and  Mr.  Joseph  Williams,  Network  Director  VISN  5, 
conducted  a  conference  call  update  with  staffers  from  the  4  Corners  and  Member  Offices  from 
DC,  Maryland  and  Virginia. 

4:00  P.M.:  Teleconference 

Summary:  Majority  and  Minority  staffers  from  HVAC  and  SVAC  as  well  as  personal 
staff  from  interested  Member  offices  in  the  DC  VA  Medical  Center’s  catchment  area  and 
elsewhere  were  on  line.  This  was  a  follow  up  to  the  call  Secretary  Shulkin  hosted  on 
Thursday,  April  13,  after  release  of  the  Office  of  Inspector  General  (OIG)  Health  Care 
inspection  Interim  Report.  Mr.  Connell,  provided  an  overview  describing  the  events  that 
led  to  the  OIG  investigation.  The  facility  Director  detailed  specific  actions  taken  at  the 
facility,  VISN  and  VACO  levels  to  address  the  concerns.  Internal  quality  of  care  reviews 
concluded  no  patients  were  at  risk,  the  facility’s  Chief  of  Logistics  has  been  removed, 
and  its  logistics  supply  system  has  been  operationalized.  The  DC  VAMC  has  an  action 
plan  to  address  critical  staffing  shortages  and  ensure  proper  monitoring  and 
management  of  inventory.  In  the  interim  VISN  and  VACO  leadership  are  providing 
additional  resources  and  support.  Staffers  asked  about  the  number  of  critical  staff 
positions  that  remain  open,  how  long  these  positions  had  been  unfilled  and  what 
strategies  VA  would  use  to  ensure  critical  positions  are  filled  quickly.  Staffers  also 

1 


Page  862  of  974 


Stand  up  -April  19.docx  for  Printed  Item:  63  (  Attachment  3  of  3) 


FOR  INTERNAL  USE  ONLY 


asked  if  the  environment  of  care  concerns  with  inventory  storage  areas  had  been 
resolved  and  whether  the  VISN  had  assessed  other  facilities  within  its  purview  to  ensure 
similar  problems  were  not  occurring  elsewhere.  OIG’s  interim  report  notes  that  in 
October  2014  an  external  consultant  identified  staffing  deficiencies  in  logistics 
throughout  ViSN  5  and  that  in  fiscal  year  2015  the  Network  conducted  an  internal 
staffing  review.  Staffers  asked  whether  VA  would  provide  copies  of  these  earlier 
reports.  OCLA  agreed  to  follow  up. 


April  18,  2017.  Holly  Young,  DC  VAMC  interior  Designer,  Facilities  Management;  Pedro 
Garcia,  VISN  5  Capital  Asset  Manager;  Brian  Melewski,  Capital  Management  Consultant;  and 
Christiane  Rai,  Director,  Eastern  Real  Property  Region,  CFM  will  speak  with  staff  members 
from  the  Maryland  Delegation  to  discuss  current  construction  projects  that  are  ongoing  for  the 
state  of  MD,  that  have  been  under  the  guidance/monitor  of  the  DCVAMC. 

1;00  P.M.;  LHOB,  RM  1732 


(b)(6) 


Summary;  Christian  Rai  opened  the  discussion,  providing  an  update  for  the  Charlotte 
Hall  project.  She  informed  the  group  of  the  projected  lease  award  date  {Dec  18)  and 
projected  time  for  activation  {Winter  2019).  Holly  Young  provided  updated  information 
regarding  the  St.  Mary’s  Lexington  Park  project.  She  discussed  the  recent  site  survey 
and  the  projected  time  line  for  activation  (Summer  2018).  Ms.  Young  also  provided 
information  regarding  the  Rockville-Gaithersburg  site  which  is  set  for  activation.  Winter 
2017.  There  was  great  discussion  regarding  the  Greenbelt  CBOC  location  of  which  Mr. 
Garcia  stated  VA  would  follow  up  and  provide  more  clarity  on  the  background  and 
status  of  the  Greenbelt  location.  Staff  members  in  attendance  were  very  engaged  with 
feedback  and  questions  but  genuinely  agreed  that  the  intent  and  purpose  of  the  meeting 
was  to  ensure  that  the  construction  projects  should  not  be  affected  due  to  the  current 
leadership  changes  at  the  DCVAMC.  Twelve  Congressional  staff  members  from  the 
following  offices  attended  the  call;  Senators  Cardin  and  Van  Hollen  and  Representatives 
Ruppersberger,  Brown,  Raskin,  Harris,  and  Hoyer. 


April  18,  2017.  (Tentative).  Dr.  Lawrie  Zephyrin,  Acting  ADUSH  for  Community  Care;  Dr. 
Regan  Crump,  ADUSH  for  Policy  and  Planning;  Dr.  Teresa  Boyd,  VISN  20,  Director  and  Dr. 
Tom  Lynch  ADUSH  for  Clinical  Operations  discussed  VHA’s  ongoing  market  and  demand 
analysis  to  provide  care  in  the  community  with  professional  staff  members  of  the  SVAC 
Minority. 

3:30  P.M.:  Teleconference 
POC: 

Summary:  Drs.  Zephyrin,  Boyd  and  Crump  took  time  to  explain  to  SVAC  minority 
professional  staff  VA’s  efforts  to  strategically  determine  which  healthcare  services  to 
provide  internal  to  VA  versus  what  can  be  provided  externally  in  the  market  place.  They 
further  informed  staff  that  VHA  is  currently  in  the  process  of  piloting  a  market  and 
demand  analysis  in  three  VHA  healthcare  markets  areas  (VISNs  20,  6  and  7)  in  hopes 
of  developing  a  model  that  will  be  used  across  the  enterprise  to  aid  local  leaders  with 
make/buy  decisions.  Dr.  Zephyrin  stated  that  VA  would  examine  such  factors  as 
availability  of  services  internal  to  the  VA,  services  available  through  other  federal 
healthcare  agencies,  healthcare  services  available  external  to  VA,  costs  of  care. 
Veterans  demographics  within  the  market,  their  internal  and  external  utilization  rates, 
as  well  as  an  examination  of  current  and  future  trends,  just  to  name  a  few  factors. 
Finally,  VHA  staff  explained  the  goal  was  to  complete  the  analysis  no  later  than  July 
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with  the  implementing  the  methodology  in  determining  make/buy  decisions  within  the 
fiscal  year.  Ideally,  the  model  would  then  be  rule  out  VHA  wide  for  full  utilization  the 
next  year.  SVAC  staff  wanted  a  list  of  all  VA’s  healthcare  markets. 


April  18,  2017.  Dr.  Steven  Lieberman,  Assistant  Deputy  Under  Secretary  for  Health  for 
Access  to  Care,  Dr.  Shereef  Elnahal,  Assistant  Deputy  Under  Secretary  for  Health  for  Quality, 
Safety,  &  Value,  and  Dr.  Saurabha  Bhatnagar,  Deputy  Assistant  Deputy  Under  Secretary  for 
Health  for  Quality,  Safety,  and  Value  conducted  an  informal  question  and  answer  session  for 
Congressional  staff. 

10:00  A.M.  -  2:00  P.M.;  189  Russell 
POC: 


(b)(6) 


Summary:  No  summary  will  be  provided  for  this  event. 


April  18,  2017.  Dr.  Steven  Lieberman,  Assistant  Deputy  Under  Secretary  for  Health  for 
Access  to  Care,  Dr.  Shereef  Elnahal,  Assistant  Deputy  Under  Secretary  for  Health  for  Quality, 
Safety,  &  Value,  and  Dr.  Saurabha  Bhatnagar,  Deputy  Assistant  Deputy  Under  Secretary  for 
Health  for  Quality,  Safety,  and  Value  conducted  an  informal  question  and  answer  session  for 
Congressional  staff. 

1 :30  -3:30  P.M.:  2026  Rayburn 
POC: 


(b)(6) 


i>u/nma/y.'  I'JO  summary  will  be  provided  for  this  event. 


April  18,  2017.  Dr.  Patricia  Dorn,  Director,  Rehabilitation  Research  &  Development  Service; 
Dr.  Leigh  Anderson;  Chief  Medical  Officer,  ViSN  19;  had  a  call  with  Dahlia  Melendrez,  SVAC 
Minority  Staff  and  a  Montana  researcher  about  how  to  become  a  VA  5/8  researcher. 

5:15  P.M.:  Teleconference 

POQ.  fb)(6)  I 

Summary:  Due  to  the  timing  of  the  event,  a  summary  will  be  provided  in  tomorrow’s 
report. 


Look  Ahead-  Wednesday,  April  19,  2017 


April  19,  2017.  Christa  Shriber,  Deputy  Chief  Counsel,  Accreditation  Program,  will  provide 
SVAC  Majority  staff  with  a  briefing  on  attorney/agent/VSO  accreditation. 

10:00  A.M.;  Teleconference 


POC: 


April  19,  2017.  Susan  Reed,  Executive  Director,  Revenue  Operations,  VHA,  will  meet  with 
Jillian  Workman,  Professional  Staff  Member,  SVAC,  to  discuss  VHA’s  revenue  collection 
operations. 

10:00 
POC: 


A.M.;  418  Russell 

(b)(6) 


April  19,  2017.  Dr.  Rachel  Ramoni,  Chief  Research  and  Development  Officer  will  have  an 
introductory  meeting  with  professional  staff  from  HVAC’s  Subcommittee  on  Health,  and 
Subcommittee  for  Oversight  and  Investigations. 

1 1 :00  A.M.:  234  Cannon 


P0C:ib)(s) 
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April  19,  2017.  Representatives  of  the  Board  of  Veterans  Appeals  and  the  Veterans  Benefits 
Administration,  as  well  as  staff  from  the  Office  of  Management,  will  meet  with  Senate  Veterans 
Affairs  Committee  and  Senate  MilCon/VA  Appropriations  Committee  staff  regarding  appeals 
modernization  legislation. 

2:00  P.M.;  418  Russell 


POC:  (0(2) 


April  19, 2017.  Dr.  Ben  Kigler,  Director,  Integrated  Health  Coordinator  Center,  VHA  will 
provide  an  update  to  Senator  Sanders’s  staff  on  the  expansion  of  the  Center  for  Integrated 
Healthcare  (CiH). 

2:30  P.M.:  332  Dirksen 
POC:|W) 


April  19,  2017.  Danny  Devine,  Deputy  Director  of  Policy  and  Procedures,  Compensation 
Service,  VBA;  Johnathan  Huges,  Chief,  Compensation  Service,  VBA  and  Roberta  Lowe, 
Acting  Director,  DMC,  will  brief  SVAC  minority  staff  and  members  of  Sen.  Tester’s  staff  on 
VA’s  debt  management  and  reimbursement  process  . 

4:00  P 
POC: 


.M.;  Teleconference 

(b)(6) 


April  19,  2017.  Jesse  Katherine  Vazzano,  National  Director,  HUD-VA  Supportive  Housing 
(HUD-VASH),  will  brief  staff  from  the  Senate  Committee  on  Indian  Affairs  on  the  Tribal  HUD- 
VASH  program. 

4:30  P.M.:  Teleconference 


POC:f'’>(^> 


Upcoming  Hearings  and  Testimony  Due  to  Congress 


April  26,  2017.  The  HVAC  EO  Subcommittee  will  intends  to  hold  a  legislative  hearing  on  the 
agenda  set  out  below.  Curtis  Coy,  Deputy  Under  Secretary  for  Economic  Opportunity  will  be 
representing  the  VA. 

Agenda 

o  H.R.  43  -  To  authorize  the  use  of  Post-9/1 1  Educational  Assistance  to  pursue 
independent  study  programs, 
o  H.R.  245  -  Veterans’  Education  Equity  Act. 

o  H.R.  1104  -  Veterans  To  Enhance  Studies  Through  Accessibility  Act. 
o  H.R.  1112  -  Shauna  Hill  Post  p/1 1  Education  Benefits  Transferability  Act. 
o  H.R.  1216  -  Protecting  Veterans  From  School  Closures  Act  of  2017 
o  H.R.  1331  -  Veterans  Success  on  Campus  Act  of  201 7. 
o  H.R.  1384  -  Reserve  Component  Benefits  Parity  Act 
o  H.R.  1793  -  Veteran  Education  Priority  Enrollment  Act  of  201 7 
o  H.R.  1956  -  To  increase  the  amounts  of  educational  assistance  payable  under 
Survivors’  and  Dependents’  Educational  Assistance  Program  of  the  Department  of 
Veterans  Affairs. 

o  H.R.  1989  -  Veteran  Employment  Through  Technology  Education  Courses  Act. 
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o  H.R.  1994- Vocational  Education  and  Training  Enhancement  for  Reintegration 
Assistance  Now  Act 

o  H.R.  2099  -  Gi  Bill  Fairness  Act  of  2017. 


o  H.R.  2100  -  Work-Study  for  Student  Veterans  Act. 

o  H.R.  2103  -  To  include  the  Frye  Scholarship  in  the  Yellow  Ribbon  Gl  Education 
Enhancement  Program. 

o  Draft  Bill  -  Gl  Bill  Processing  Improvement  Act. 
o  Draft  Bill  -  Gl  Bill  STEM  Extension  Act  of  2017. 

o  Draft  Bill  -  To  consolidate  certain  eligibility  tiers  under  the  Post-9/1 1  Education 
Assistance  Program  of  the  Department  of  Veterans  Affairs, 
o  Draft  Bill  -  To  provide  for  an  election  requirement  and  reduction  in  basic  pay  for 
members  of  the  Armed  Forces  entitled  to  educational  assistance  under  Department  of 
Veterans  Affairs  Post-9/11  Educational  Assistance  Program. 

10:00  A.M.;  Cannon  334 
POC:l^ 


April  26,  2017.  SVAC  intends  to  hold  a  legislative  hearing  on  the  draft  agenda  set  out  below. 
Lead  Witness  Jennifer  S.  Lee,  M.D.,  Deputy  Under  Secretary  for  Health  For  Policy  and 
Services,  Veterans  Health  Administration.  Accompanied  by:  Margaret  Kabat,  National 
Director,  Caregiver  Support  Program,  Veterans  Health  Administration;  Jan  Frye,  Deputy 
Assistant  Secretary,  Office  of  Acquisition  and  Logistics,  Office  of  Acquisition,  Logistics,  and 
Construction;  and  James  Ruhiman,  Assistant  Director  for  Policy  &  Procedures,  Veterans 
Benefit  Administration. 

2:30  P.M.;  412  Russell  SOB 
POC: 


(b)(6) 


Tentative  Agenda 

S.  23,  Biological  Implant  Tracking  and  Veteran  Safety  Act  of  2017  (Cassidy, 
Tester) 

S.  112,  Creating  a  Reliable  Environment  for  Veterans'  Dependents  Act  {Heller, 
Murray) 

S.  324,  State  Veterans  Home  Adult  Day  Health  Care  improvement  Act 
(Hatch/Hirono,  Boozman,  Heller,  Tillis) 

S.  543,  Performance  Accountability  and  Contractor  Transparency  Act  of  2017 
(Tester,  Murray,  Manchin) 

S.  591,  Military  and  Veteran  Caregivers  Services  Improvement  Act  of  2017 
(Murray,  Tester,  Sanders,  Brown,  Blumenthal,  Hirono,  Manchin) 

S.  609,  Chiropractic  Care  Available  to  All  Veterans  Act  of  2017  (Moran,  Tester, 
Blumenthal,  Brown) 

S.  681,  Deborah  Sampson  Act  (Tester/Boozman,  Murray,  Blumenthal,  Brown) 

S.  764,  Veterans  Education  Priority  Enrollment  Act  of  2017  (Brown,  Tillis) 

S.  784,  Veterans’  Compensation  Cost-of-Living  Adjustment  Act  of  2017 
(Isakson/Tester) 

S.  804,  Women  Veterans  Access  to  Quality  Care  Act  (Heller) 

S.  899,  Serving  our  Rural  Veterans  Act  (Sullivan,  Tester) 

S. _ ,  Veteran  Partners’  Efforts  to  Enhance  Reintegration  Act  (Blumenthal) 
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S.  _ ,  Department  of  Veterans  Affairs  Veteran  Transition  Improvement  Act 

(Hirono) 


April  26,  2017.  The  Senate  Homeland  Security  and  Governmental  Affairs  Committee  intends 
to  hold  a  hearing  on  construction  of  VA  medical  facilities. 

10:00 
POC: 


April  27,  2017.  The  Senate  Appropriations  VA/MilCon  Subcommittee  intends  to  hold  a 
hearing  on  VA’s  suicide  prevention  efforts. 

Time  10:30  A,M.;  Location  Dirksen  124 _ 

POC:  Office  of  Management, 

Testimony  Status:  in  development 


A.M.,  342  Dirksen. 

(b)(6) 


May  2,  2017  (tentative).  HVAC  intends  to  hold  a  legislative  hearing 
legislation.  VA  has  not  received  an  invitation  nor  a  draft  bill.  VA 
established. 

Time  TBD.;  Location  TBD 
POC: 


(b)(6) 


on  appeals  modernization 
witnesses  have  not  been 


May  3,  2017.  The  House  Appropriations  VA/MilCon  Subcommittee  intends  to  hold  a  hearing 
on  VA’s  FY2018  budget. 

Time  10:00  A,M.;  Location  Rayburn  2359 _ 

POC:  Office  of  Management. 

Testimony  Status:  in  development 


May  3,  2017.  Senate  Committee  on  Indian  Affairs  will  host  a  hearing  on  the  Tribal  U.S. 
Department  of  Housing  and  Urban  Development-VA  Supportive  Housing  (HUD-VASH) 
Program. 

2:30  P.M.,  838  Hart  Senate  Office  Building 

POCJ(^)f^> 


May  4,  2017.  The  Senate  Appropriations  VA/MilCon  Subcommittee  intends  to  hold  a  hearing 
on  telehealth/telemedicine. 

Time  TBD.;  Location  TBD 
POC:  Office  of  Management 
Testimony  Status:  in  development 


May  10,  2017.  SVAC  will  have  an  oversight  hearing  on  VA’s  Choice  Program  and  the  Future 
of  Choice  and  care  in  the  community.  The  committee  has  asked  Secretary  Shulkin  to  be  VA’s 
lead  witness. 

2:30  P.M.,  418  Russell  Senate  Office  Building 
POC: 


(b)(6) 


May  11,  2017.  The  Senate  Appropriations  VA/MilCon  Subcommittee  intends  to  hold  a  hearing 
on  the  Veterans  Choice  Program  and  the  future  of  non-VA  care  after  that  program  ends. 

Time  10:30am  Location  Dirksen  124 _ 

POC:  Office  of  Management. 
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Testimony  Status:  in  deveiopment 

May  24,  2017.  (tentative),  HVAC  intends  to  hoid  a  hearing  on  VA’s  FY2018  budget  request. 
Time  and  Location  TBD 
POC:  Office  of  Management 
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All, 


Attached  is  the  Morning  Report  for  Wednesday,  July  19,  2017.  This  document  is  for  internal  use  only. 


(b)(6) 


Program  Analyst,  Corporate  Enterprise 
Office  of  Congressional  and  Legislative  Affairs 
Department  of  Veterans  Affairs 
810  Vermont  Ave,,  NW 


Desk:!^)(^) 


Secretary’s  Morning  Report 

Prepared  by  the  Office  of  Congressional  &  Legislative  Affairs 
Wednesday,  July  19,  2017 
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Hot  Issues 


*********  f^^QpiQ 


Emerging 


*********  iSloRG 


Congressional  Letters  and  Meeting  Requests  Received 


*********  j^iy  2017.  Seven  Members  of  Congress  requested  that  VA  accelerate  its  hiring  of  licensed 
Naturopathic  doctors. 

0  Received  July  18,  2017;  VAIQ  7815297. 


*********  June  15,  2017.  Rep.  Peter  Visclosky  (R-!N)  expressed  concern  regarding  animal 
experimentation. 

o  Received  July  18,  2017;  VAIQ  7815314. 

Tuesday,  July  18,  2017  Events 


*********  July  17,  2017.  VHA  leadership  provided  an  update  to  Four  Corners  professional  staff  and 
personal  staff  from  the  NH  delegation  on  the  issues  surrounding  the  allegation  of  substandard  care  at 
the  Manchester,  NH  VAMC. 


3;30  P.M.;  Conference  call 


POC: 


Summary:  Dr.  Miguel  LaPuz,  Acting  VA  Principal  Deputy  Under  Secretary  for  Health,  lead  the 
discussion  for  VHA  by  laying  out  VHA’s  original  involvement  with  the  Boston  Globe's  request  for 
information  relating  to  Manchester  VAMC.  Boston  Globe  had  asked  for  information  on  four  areas  of 
concern:  unsanitary  operating  room  conditions,  whistleblowers  raising  quality  issues  in  Neurosurgical 
and  spinal  cord  injury  patients.  Stained  instruments  in  outpatient  surgery  clinic,  and  Choice  referral 
difficulties.  Many  of  these  issues  were  brought  up  by  OSC  and  reviewed  by  OMI  previously.  OMI  had 
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focused  on  allegations  brought  to  them  by  OSC:  SCI  and  neurosurgical  referrals,  unsanitary  operating 
room  conditions,  and  a  clinician  copying  and  pasting  information  from  one  patient's  EHR  to  a  different 
patient’s  record.  Dr.  LaPuz  also  informed  the  staff  that  VHA  has  two  ongoing  reviews  looking  into:  1. 
OMI's  review  of  other  issues  found  in  the  article  and  separate  items  that  were  brought  up  to  OSC  that 
have  not  yet  been  reviewed  and  2.  Office  of  Accountability  and  Whistleblower  Protections  looking  into 
actions  of  VAMC  Leadership.  Currently,  additional  VHA  leadership  are  onsite  and  meeting  with  staff, 
the  whistleblowers  and  external  stakeholders.  The  acting  Medical  Center  Director  is  onsite  as  well 
coming  from  WRJ.  OSC's  report  is  still  pending. 


*********  July  17,  2017.  Ms.  Mary  Glenn,  Deputy  Director  of  Contract  Exams,  VBA;  and 


Ms.  Laurine  Carson,  Assistant  Director  for  Procedures,  VBA  provided  HVAC  DAMA  Ranking  Member, 
Elizabeth  Esty,  a  briefing  on  Standards  for  ordering  a  disability  exam,  and  the  international  examination 
process. 


4:00  P.M.;  221  Cannon  House  Office  Building 


POC: 


(b)(6) 


Summary:  The  purpose  of  this  briefing  was  to  provide  Ranking  Member  Esty  with  a  general 
understanding  of  the  standards  for  ordering  a  disability  exam  prior  to  the  July  1 8th  Roundtable  on 
disability  exams.  The  Ranking  Member  expressed  her  gratitude  to  VA  staff  for  taking  the  time  to  provide 
an  overview  on  the  subject  matter.  The  Ranking  Member  inquired  about  the  training  of  contracted 
examiners:  VA’s  tracking  mechanism  to  ensure  contracted  examiners  are  taking  prescribed  training;  the 
Veteran  no-show  rate  for  both  VHA  and  contracted  examiners;  and  adequacy  reviews  of  disability 
exams.  The  Ranking  Member  expressed  her  opposition  to  privatizing  disability  exams,  and  asked  VA 
officials  to  come  to  her  in  the  future  if  VA  considers  privatization  as  an  option.  Due  to  the  Ranking 
Member’s  schedule  limitations,  the  international  examination  process  was  not  discussed. 


*********  July  17,  2017.  VBA  Director  of  Education  Service  Robert  Worley  provided  a  briefing  to  HVAC 
EO  Chairman  Arrington  on  educational  institution  performance  measures. 


4:30  PM;  Conference  Call 


POC: 


Summary:  VBA  Education  Service  staff  provided  an  unplanned  and  friendly  briefing  to  HVAC  EO 
Chairman  Arrington  and  HVAC  EO  staff.  Chairman  Arrington  discussed  performance  measures  for 
educational  institutions  and  his  preference  for  letting  Veterans  decide  which  schools  are  qualified  for 
receiving  Gl  Bill  funds.  Chairman  Arrington  also  stressed  the  need  for  better  school  outcome  measures 
and  asked  for  additional  information  regarding  current  VA  performance  metrics  for  Gl  Bill  institutions. 
VBA  staff  relayed  how  the  approach  outlined  by  Chairman  Arrington  is  different  from  current  practice 
and  also  discussed  recent  changes  in  available  data  resulting  from  PL  114-315 


*********  July  18,  2017:  Ms.  Renee  Oshinski,  VISN  12  Network  Director,  met  with  Senator ‘s  staff  to 
provide  an  update  of  the  Zablocki  VAMC  in  Madison,  Wl. 

1:30; 

POC: 


Hart  507 

(W 


Page  872  of  974 


Summary:  VISN  Director  Renee  Oshinski  met  with  Ken  Reidy  of  Senator  Baldwin’s  staff  and  provided 
updates  on  the  Zablocki  domiciliary  and  grant  per  diem  programs  (including  newiy  implemented  safety 
changes).  She  ensured  Mr.  Reidy  that  the  Department  remains  committed  to  provide  housing  for  all 
Veterans.  The  conversation  transitioned  into  updates  on  personnel  actions  at  the  Madison  facility  to 
which  a  status  report  was  provided.  Mr.  Reidy  relayed  the  Senator’s  plan  to  travel  to  the  Tomah  VAMC 
on  July  29th  to  attend  an  event  related  to  the  CARA  implementation  and  communicated  the  Senator’s 
compliments  of  the  facility  and  the  positive  stories  that  are  routinely  shared. 


*********  July  18,  2017.  HVAC  DAMA  held  a  Roundtable  on  Disability  Examinations. 

Witnesses:  Beth  Murphy,  Director,  Compensation  Service,  VBA;  Mary  Glenn,  Deputy  Director  for 
Contract  Exams.  Compensation  Service,  VBA;  and  Patricia  Murray,  Chief  Officer,  Office  of  Disability 
and  Medical  Assessment,  VHA 


2:00  P.M.;  334  Cannon 


POC:  (b)(6) 


Summary:  The  roundtable  was  constructive  in  nature  where  Veteran  Service  Organizations,  Contracted 
Exam  Vendors  (QTC,  VES),  VA  officials,  and  Members  of  Congress  discussed  how  to  increase  the 
quality  of  disability  claims  review  through  process  improvement.  Common  themes  discussed  were: 
communication  between  VA  and  QTC  and  VES;  how  to  ensure  examiners  review  Veterans’  lay- 
statements;  ambiguity  within  DBQs;  the  format  and  structure  in  which  exam  requests  are  sent  to  QTC; 
and  how  VA  determines  the  distribution  of  a  claim  to  either  a  VHA  examiner  or  a  contact  examiner.  Both 
Vendors  spoke  positively  of  their  relationship  with  VA. 


*********  July  18,  2017.  The  House  Committee  on  Veterans  Affairs  Chairman,  Rep.  Phil  Roe,  held  a 
roundtable  discussion  on  the  opioid  crisis. 


1 0:00  A.M.;  334  Cannon 


POC:  (b)(6) 


Summary:  Dr.  Laurence  J.  Meyer,  Chief  Officer  of  Specialty  Care  Services,  opened  by  sharing 
information  on  what  the  VA  has  done  to  address  opioid  use  and  misuse  including  the  Opioid  Safety 
Initiative.  Ranking  Member  Walz  asked  what  needed  to  be  done  to  stop  opioid  over  prescribing.  Dr. 
John  Renner  stated  medical  schools  needed  to  change  their  curriculum  to  include  pain  management 
and  opioid  prescribing  as  was  done  in  Massachusetts.  Dr.  Krebs  added  that  she  didn’t  receive  any  pain 
management  training  until  she  was  employed  with  VA.  Chairman  Roe  M.D.  and  Dr.  Krebs  both  agreed 
that  pain  should  not  be  considered  a  5th  vita!  sign.  Rep.  Correa  was  curious  to  know  VA’s  stance  on 
prescribing  medical  marijuana  to  manage  pain.  Dr.  Meyer  reiterated  the  Secretary  comments  saying  we 
will  not  withhold  treatment  or  benefits  from  Veterans  who  use  marijuana,  that  more  medical  research  is 
needed,  but  ultimately  VA  will  implement  the  law.  Chairman  Roe  added  there  is  little  research  to 
support  that  marijuana  is  a  healthy  alternative  to  opioids.  Congresswoman  Brownley  was  concerned 
with  VA's  process  for  evaluating  the  efficacy  of  alternative  therapies.  Dr.  Meyer  stated  that  in 
accordance  with  the  Comprehensive  Addiction  and  Recovery  Act  (CARA),  VA  is  in  the  process  of 
expanding  research,  education  and  delivery  of  complementary  medicine  across  all  VISNs. 
Congressman  Bergmann  asked  about  the  difference  between  the  rates  that  opioids  are  prescribed  at 
the  VA  compared  to  private  providers.  Dr.  Meyer  stated  the  number  of  Veterans  prescribed  opioids  has 
decreased  from  17.2%  to  1 1 .1  %  (a  33%  decrease)  within  VA,  while  the  US  average  for  adults  is 
roughly  20%.  Dr.  Meyer  also  noted  that  Veterans  who  use  Choice  are  prescribed  opioids  at  a  higher 
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rate  than  if  they  were  to  stay  in  the  VA  system.  In  closing,  Chairman  Roe  expressed  his  satisfaction  with 
the  roundtable. 


*********  July  18,  2017.  The  Acting  USB  and  SME  held  a  teleconference  with  Rep.  Brownley  to  discuss 
the  topic  of  overpayments  as  related  to  the  G1  Bill, 

1 1 :45  A.M.;  Teleconference. 


POC:  (b)(6) 


Summary:  Summary  will  be  provided  tomorrow. 


July  18,  2017.  CLS  participated  in  a  CRS  District  Caseworker  seminar  and  provide  a  basic 
casework  briefing. 

1:30  P.M.;  Madison  Building 

POC; 


(b)(6) 


Summary:  Due  to  the  timing  of  event  a  summary  will  be  provided  tomorrow. 


*********  July  18,  2017.  (Postponed  -  June  28,  2017  and  July  7,  2017).  Cynthia  Heaton,  Chief,  Health 
Administration  Service,  Deputy  Director  of  Claims  Adjudication  and  Reimbursement;  held  a  follow  up 
meeting  with  Rep.  Mike  Thompson’s  (D-CA-05)  Staff  and  the  Director  for  Admitting  and  Patient 
Financial  Services  (APFS)  for  Sonoma  Hospital  to  discuss  the  resolution  of  aging  accounts  receivable. 


4:00  P.M.;  Teleconference 


POC:*^^(®^ 


Summary:  Due  to  the  timing  of  event  a  summary  will  be  provided  tomorrow. 


Look  Ahead-  Wednesday,  July  19,  2017 


*********  July  19,  2017.  Sallie  Houser-Hanfelder,  Director,  Denver  VAMC  and  Ralph  Gigliotti,  VISN  19 
Network  Director,  will  meet  with  the  Denver,  Colorado  delegation  to  discuss  activation  of  the  Denver  VA 
facility. 


9:00  A.M.;  Teleconference 


(b)(6) 


*********  July  19,  2017;  Mr.  Ed  Litvin,  Director,  OCAMES,  will  discuss  the  status  of  the  proposed 
Veterans  home  in  Flagstaff,  AZ. 
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10:00  A.M.;  Teleconference 


*********  July  19,  2017.  SVAC  will  convene  a  hearing  to  consider  the  pending  nominations  of  Tom 
Bowman  to  be  Deputy  Secretary  of  the  Department  of  Veterans  Affairs,  Jim  Byrne  to  be  General 
Counsel  of  the  Department  of  Veterans  Affairs,  Brooks  Tucker  to  be  Assistant  Secretary  of 
Congressional  and  Legislative  Affairs  of  the  Department  of  Veterans  Affairs,  and  possibly  others  to  be 
named  later. 


Witnesses:  Tom  Bowman,  Jim  Byrne,  Brooks  Tucker,  and  possibly  others  to  be  named  later 


2:30  P.M.;  418  Russell 


pOC 


*********  July  19-20,  2017.  Ms.  Jennifer  Gutowski,  Director  of  VA  Pacific  Islands  Health  Care  System, 
will  meet  with  members  of  congress  within  her  catchment  area.  She  will  also  have  a  brief  discussion 
with  HVAC  staff.  The  meetings  will  be  introductory  in  nature,  and  she  will  share  some  of  her  insights 
resulting  in  the  listening  sessions  she  has  held  since  her  new  appointment  as  Director. 


10:00  A.M.  -  2:00  P.M.;  Capitol  Hill 


(b)(S) 


*********  July  19,  2017.  Jennifer  Gutowski,  Director  of  VA  Pacific  Islands  Health  Care  System,  will  meet 
with  Delegate  Radewagen  to  discuss  VA  care  in  American  Samoa. 


12:00  P.M.;  1339  Longworth 


POC: 


*********  July  19,  2017.  Clifford  A.  Smith,  Deputy  Director  of  Office  of  Mental  Health  and  Suicide 
Prevention,  will  brief  Democratic  District  Directors  on  implementation  of  VA’s  new  OTH  policy  so  local 
congressional  offices  can  better  assist  constituents  with  casework. 


1:00  P.M.;  Teleconference 


POC: 


(b)(6) 


*********  July  19,  2017.  Jennifer  Gutowski,  Director  of  VA  Pacific  Islands  Health  Care  System,  will  meet 
with  Senator  Hirono  to  discuss  VA  care  in  Hawaii. 

2:00  P.M.;  330  Hart 


Page  875  of  974 


POC: 


*********  July  19,  2017.  (Postponed  -  May  19,  2017  and  June  29,  2017).  Jeff  London,  Director,  VA 
Home  Loan  Guaranty  Service,  and  Gerald  Kifer,  Supervisory  Appraiser,  VA  Home  Loan  Guaranty 
Service,  will  brief  HVAC  Rep.  Jim  Banks  (R-IN-03)  on  the  general  regulatory  process  and  specific 
regulations  affecting  the  VA  Home  Loan  Program. 


2:30  P.M.;  509  Cannon 


(b)(6) 


Upcoming  Hearings  and  Testimony  Due  to  Congress 


*********  July  25,  2017.  HVAC  Subcommittee  on  Disability  Assistance  and  Memorial  Affairs  will  hold  a 
hearing  on  VBA’s  processing  of  claims  for  benefits  based  on  Post-Traumatic  Stress  Disorder. 

10:30  A.M.;  334  Cannon 

Witness:  TBD 


(b)(6) 


*********  July  25,  2017.  The  Committee  on  Veterans’  Affairs  Subcommittee  on  Health  will  host  a 
roundtable  discussion  on  telehealth  in  the  VA  healthcare  system.  During  this  roundtable,  the 
Subcommittee  will  examine  the  use  and  effectiveness  of  teiehealth  techniques  across  the  VA 
healthcare  system  as  well  as  VA’s  response  to  challenges  such  as  a  lack  of  reimbursement  structure 
for  telehealth  appointments  and  ambiguity  surrounding  VA  providers’  ability  to  practice  teiehealth. 


2:00  P.M.;  334  Cannon 


(b)(6) 


*********  August  10,  2017.  Field  Hearing  on  Access  to  Care  and  Care  in  the  Community  both  in  rural 
areas.  The  hearing  will  be  held  in  Duluth,  MN,  with  the  full  committee.  This  hearing  was  at  the  request 
of  the  minority.  It  is  a  possibility  Chairman  Roe  will  not  be  in  attendance,  so  another  member  of  the 
majority  will  serve  as  the  Chairman.  They  are  requesting  Dr.  Yehia,  someone  from  the  Office  of  Rural 
Health,  and  a  local  witness  (MCD). 


Time  and  Location  TBD 


POC:  (b)(6) 


*********  TBD.  The  HVAC  EO  Subcommittee  will  hold  a  legislative  hearing  on  the  agenda  set  out  below. 
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Agenda 


*********  H.R.  43  -  To  authorize  the  use  of  Post-9/11  Educational  Assistance  to  pursue  independent 
study  programs. 

*********  H.R.  245  -  Veterans’  Education  Equity  Act. 

*********  H.R.  1104  -  Veterans  To  Enhance  Studies  Through  Accessibility  Act. 

*********  H.R.  1112  -  Shauna  Hill  Post-9/1 1  Education  Benefits  Transferability  Act. 

*********  H.R.  1216  -  Protecting  Veterans  from  School  Closures  Act  of  2017. 

*********  H.R.  1331  -  Veterans  Success  on  Campus  Act  of  2017. 

*********  H.R.  1384  -  Reserve  Component  Benefits  Parity  Act. 

*********  H.R.  1793  -  Veteran  Education  Priority  Enrollment  Act  of  2017. 

*********  H.R.  1956  -  To  increase  the  amounts  of  educational  assistance  payable  under  Survivors’  and 
Dependents’  Educational  Assistance  Program  of  the  Department  of  Veterans  Affairs. 

*********  H.R.  1989  -  Veteran  Employment  Through  Technology  Education  Courses  Act. 

*********  H.R.  1994  -  Vocational  Education  and  Training  Enhancement  for  Reintegration  Assistance  Now 
Act. 


*********  H.R,  2099  -  Gl  Bill  Fairness  Act  of  2017  Act. 

*********  H.R.  2100  -  ’Work  Study  for  Student  Veterans  Act. 

*********  H.R.  2103  -  To  include  the  Frye  Scholarship  in  the  Yellow  Ribbon  Gl  Education  Enhancement 
Program. 


*********  H.R.  2108  -  Gl  Bill  STEM  Extension  Act  of  2017. 

*********  H.R.  2257  -  To  consolidate  certain  eligibility  tiers  under  the  Post-9/11  Education  Assistance 
Program  of  the  Department  of  Veterans  Affairs. 

*********  Draft  Bill  -  Gl  Bill  Processing  Improvement  Act. 

*********  Draft  Bill  To  provide  for  an  election  requirement  and  reduction  in  basic  pay  for  members  of  the 
Armed  Forces  entitled  to  educational  assistance  under  Department  of  Veterans  Affairs  Post-9/1 1 
Educational  Assistance  Program. 


Witness:  Curtis  Coy,  Deputy  Under  Secretary  for  Economic  Opportunity. 


10:00  A.M.;  334  Cannon 


POC: 


Member  Engagement  Requests  for  Senior  Leaders 
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Sen/Rep 
Last  Name 
First  Name 
State 

Type  of  Engagement 

Received 

Date  Scheduled 

Topic 

Sen 

T  ester 

Jon 

MT 

Travel 

8/24/2017 

SecVA  State  Visit  Request 

Sen 

Daines 

Steve 

MT 

Travel 

8/24/2017 

Ft  Harrison,  MT 

Rep 

Bishop 

Sanford 

GA 

Speech 

9/22/2017 
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VA  health  care  system  for  2040,  specifically  for  women  and  minorities 

Sen 

Rubio 

Marco 

FL 

Meeting 

5/4/2017 

Accountability  Legislation 
Sen 

Sullivan 

Dan 

AK 

Travel 

2/1/2017 

SecVA  State  Visit  Request 
Sen 

Manchin 

Joe 

WV 

Travel 

2/1/2017 

SecVA  State  Visit  Request 

Rep 

Esty 

Elizabeth 

CT 

Travel 
3/1 5/2017 
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Newington  &  Farmington,  CT 

Rep 

Kuster 

Ann  McClane 
NH 

Travel 
3/1 5/2017 

Nashau,  NH  Homelessness/Suicide  White  River  Junction  -  Opioid 

Rep 

Bacon 

Don 

NE 

Meeting 

3/23/2017 

Omaha  Ambulatory  Care  Center 
Rep 

Moulton 

Seth 

MA 

Meeting 
5/1 0/2017 
Priorities 
Rep 

Arrington 

Jodey 

TX 

Meeting 

4/5/2017 
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VA  Priorities  -  Proactive 


Rep 

Lieu 

Ted 

CA 

Travel 
5/30/2017 
West  LA 
Rep 

Gonzales-Colon 

Jennifer 

PR 

Meeting 

6/7/2017 

Puerto  Rico  Concerns 
Rep 

Norcross 

Donald 

NJ 

Meeting 

6/8/2017 

Constituent 

Sen 

Tillis/Tester 

NC/MT 

Meeting 

6/20/2017 

Choice 
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Rep 


Rooney 

Francis 

FL 

Travel 

6/23/2017 

Rep 

Davis/Bost 
Rodney/  Mike 
IL 

Travel 

6/30/2017 

Forum 
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Secretary’s  Morning  Report 

Prepared  by  the  Office  of  Congressionai  &  Legisiative  Affairs 
_ Wednesday,  Juiy  19,  2017 _ 

This  document  contains  proprietary  information  and  should  not  be  released,  in  whole  or  in  part,  to  non-VA 
personnel.  Proprietary  information  often  involves  issues  of  policy,  oversight,  or  political  sensitivity  among 
legislative  committees  or  competing  Member  offices  that  should  not  be  shared  with  other  congressional  entities 


Hot  Issues 


None 


Emerging 


None 


Congressional  Letters  and  Meeting  Requests  Received 


July  14,  2017.  Seven  Members  of  Congress  requested  that  VA  accelerate  its  hiring  of  licensed 
Naturopathic  doctors. 

o  Received  July  1 8,  2017;  VAIQ  7815297. 

June  15,  2017.  Rep.  Peter  Visclosky  (R-IN)  expressed  concern  regarding  animal  experimentation. 
o  Received  July  1 8,  2017;  VAIQ  7815314. _ _ 

Tuesday,  July  18,  20 17  Evenis 

July  17,  2017.  VHA  leadership  provided  an  update  to  Four  Corners  professional  staff  and 
personal  staff  from  the  NH  delegation  on  the  issues  surrounding  the  allegation  of  substandard 
care  at  the  Manchester,  NH  VAMC. 

3:30  P.M.:  Conference  call 
POC: 

Summary:  Dr.  Miguel  LaPuz,  Acting  VA  Principal  Deputy  Under  Secretary  for  Health,  lead  the 
discussion  for  VHA  by  laying  out  VHA's  original  involvement  with  the  Boston  Globes's  request 
for  information  relating  to  Manchester  VAMC.  Boston  Globe  had  asked  for  information  on  four 
areas  of  concern:  unsanitary  operating  room  conditions,  whistleblowers  raising  quality  issues  in 
Neurosurgical  and  spinal  cord  injury  patients.  Stained  instruments  in  outpatient  surgery  clinic, 
and  Choice  referral  difficulties.  Many  of  these  issues  were  brought  up  by  OSC  and  reviewed  by 
OMI  previously.  OMI  had  focused  on  allegations  brought  to  them  by  OSC:  SCI  and 
neurosurgical  referrals,  unsanitary  operating  room  conditions,  and  a  clinician  copying  and 
pasting  information  from  one  patient's  EHR  to  a  different  patient’s  record.  Dr.  LaPuz  also 
informed  the  staff  that  VHA  has  two  ongoing  reviews  looking  into:  1 .  OMI's  review  of  other 
issues  found  in  the  article  and  separate  items  that  were  brought  up  to  OSC  that  have  not  yet 
been  reviewed  and  2.  Office  of  Accountability  and  Whistleblower  Protections  looking  into 
actions  of  VAMC  Leadership.  Currently,  additional  VHA  leadership  are  onsite  and  meeting 
with  staff,  the  whistleblowers  and  external  stakeholders.  The  acting  Medical  Center  Director  is 
onsite  as  well  coming  from  WRJ.  OSC's  report  is  still  pending. 
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July  17,  2017.  Ms.  Mary  Glenn,  Deputy  Director  of  Contract  Exams,  VBA;  and 
Ms.  Laurine  Carson,  Assistant  Director  for  Procedures,  VBA  provided  HVAC  DAMA  Ranking 
Member,  Elizabeth  Esty,  a  briefing  on  Standards  for  ordering  a  disability  exam,  and  the 
international  examination  process. 

4:00  P.M.;  221  Cannon  House  Office  Building 


POC: 


Summary:  The  purpose  of  this  briefing  was  to  provide  Ranking  Member  Esty  with  a  general 
understanding  of  the  standards  for  ordering  a  disability  exam  prior  to  the  July  1 8th  Roundtable 
on  disability  exams.  The  Ranking  Member  expressed  her  gratitude  to  VA  staff  for  taking  the 
time  to  provide  an  overview  on  the  subject  matter.  The  Ranking  Member  inquired  about  the 
training  of  contracted  examiners;  VA’s  tracking  mechanism  to  ensure  contracted  examiners  are 
taking  prescribed  training;  the  Veteran  no-show  rate  for  both  VHA  and  contracted  examiners; 
and  adequacy  reviews  of  disability  exams.  The  Ranking  Member  expressed  her  opposition  to 
privatizing  disability  exams,  and  asked  VA  officials  to  come  to  her  in  the  future  if  VA  considers 
privatization  as  an  option.  Due  to  the  Ranking  Member’s  schedule  limitations,  the  international 
examination  process  was  not  discussed. 


July  17,  2017.  VBA  Director  of  Education  Service  Robert  Worley  provided  a  briefing  to  HVAC  EO 
Chairman  Arrington  on  educational  institution  performance  measures. 

4:30  PM;  Conference  Call 
POC: 


(b)(6) 


Summary:  VBA  Education  Service  staff  provided  an  unplanned  and  friendly  briefing  to  HVAC 
EO  Chairman  Arrington  and  HVAC  EO  staff.  Chairman  Arrington  discussed  performance 
measures  for  educational  institutions  and  his  preference  for  letting  Veterans  decide  which 
schools  are  qualified  for  receiving  Gl  Bill  funds.  Chairman  Arrington  also  stressed  the  need  for 
better  school  outcome  measures  and  asked  for  additional  information  regarding  current  VA 
performance  metrics  for  Gl  Bill  institutions.  VBA  staff  relayed  how  the  approach  outlined  by 
Chairman  Arrington  is  different  from  current  practice  and  also  discussed  recent  changes  in 
available  data  resulting  from  PL  1 1 4-315 


July  18,  2017:  Ms.  Renee  Oshinski,  ViSN  12  Network  Director,  met  with  Senator ‘s  staff  to 
provide  an  update  of  the  Zablocki  VAMC  in  Madison,  Wi. 

1:30;  Hart  507 
POC:P^ 


Summary:  VISN  Director  Renee  Oshinski  met  with  Ken  Reidy  of  Senator  Baldwin’s  staff  and 
provided  updates  on  the  Zablocki  domiciliary  and  grant  per  diem  programs  {including  newly 
implemented  safety  changes).  She  ensuretJ  Mr.  Reidy  that  the  Department  remains  committed 
to  provide  housing  for  all  Veterans.  The  conversation  transitioned  into  updates  on  personnel 
actions  at  the  Madison  facility  to  which  a  status  report  was  provided.  Mr.  Reidy  relayed  the 
Senator’s  plan  to  travel  to  the  Tomah  VAMC  on  July  29’^  to  attend  an  event  related  to  the 
CARA  implementation  and  communicated  the  Senator’s  compliments  of  the  facility  and  the 
positive  stories  that  are  routinely  shared. 


July  18,  2017.  HVAC  DAMA  held  a  Roundtable  on  Disability  Examinations. 

Witnesses:  Beth  Murphy,  Director,  Compensation  Service,  VBA;  Mary  Glenn,  Deputy  Director  for 
Contract  Exams,  Compensation  Service,  VBA;  and  Patricia  Murray,  Chief  Officer,  Office  of 
Disability  and  Medical  Assessment,  VHA 
2:00  P.M.;  334  Cannon 
POC:|wr^ 
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Summary:  The  roundtable  was  constructive  in  nature  where  Veteran  Service  Organizations, 
Contracted  Exam  Vendors  (QTC,  VES),  VA  officials,  and  Members  of  Congress  discussed  how 
to  increase  the  quality  of  disability  claims  review  through  process  improvement.  Common 
themes  discussed  were:  communication  between  VA  and  QTC  and  VES;  how  to  ensure 
examiners  review  Veterans’  lay-statements;  ambiguity  within  DBQs;  the  format  and  structure  in 
which  exam  requests  are  sent  to  QTC;  and  how  VA  determines  the  distribution  of  a  claim  to 
either  a  VHA  examiner  or  a  contact  examiner.  Both  Vendors  spoke  positively  of  their 
relationship  with  VA. 

July  18,  2017.  The  House  Committee  on  Veterans  Affairs  Chairman,  Rep.  Phil  Roe,  held  a 
roundtable  discussion  on  the  opioid  crisis. 

10:00 
PQC: 

Summary:  Dr.  Laurence  J.  Meyer,  Chief  Officer  of  Specialty  Care  Services,  opened  by  sharing 
information  on  what  the  VA  has  done  to  address  opioid  use  and  misuse  including  the  Opioid 
Safety  Initiative.  Ranking  Member  Walz  asked  what  needed  to  be  done  to  stop  opioid  over 
prescribing.  Dr.  John  Renner  stated  medical  schools  needed  to  change  their  curriculum  to 
include  pain  management  and  opioid  prescribing  as  was  done  in  Massachusetts.  Dr.  Krebs 
added  that  she  didn’t  receive  any  pain  management  training  until  she  was  employed  with  VA. 
Chairman  Roe  M.D.  and  Dr,  Krebs  both  agreed  that  pain  should  not  be  considered  a  5'^  vital 
sign.  Rep.  Correa  was  curious  to  know  VA’s  stance  on  prescribing  medical  marijuana  to 
manage  pain.  Dr.  Meyer  reiterated  the  Secretary  comments  saying  we  will  not  withhold 
treatment  or  benefits  from  Veterans  who  use  marijuana,  that  more  medical  research  is  needed, 
but  ultimately  VA  will  Implement  the  law.  Chairman  Roe  added  there  is  little  research  to 
support  that  marijuana  is  a  healthy  alternative  to  opioids.  Congresswoman  Brownley  was 
concerned  with  VA’s  process  for  evaluating  the  efficacy  of  alternative  therapies.  Dr.  Meyer 
stated  that  in  accordance  with  the  Comprehensive  Addiction  and  Recovery  Act  (CARA),  VA  is 
in  the  process  of  expanding  research,  education  and  delivery  of  complementary  medicine 
across  all  VISNs.  Congressman  Bergmann  asked  about  the  difference  between  the  rates  that 
opioids  are  prescribed  at  the  VA  compared  to  private  providers.  Dr.  Meyer  stated  the  number 
of  Veterans  prescribed  opioids  has  decreased  from  1 7.2%  to  1 1 .1  %  (a  33%  decrease)  within 
VA,  while  the  US  average  for  adults  is  roughly  20%.  Dr.  Meyer  also  noted  that  Veterans  who 
use  Choice  are  prescribed  opioids  at  a  higher  rate  than  if  they  were  to  stay  in  the  VA  system. 

In  closing,  Chairman  Roe  expressed  his  satisfaction  with  the  roundtable. 

July  18,  2017.  The  Acting  USB  and  SME  held  a  teleconference  with  Rep.  Brownley  to  discuss  the 
topic  of  overpayments  as  related  to  the  Gl  Bill. 

1 1 :45  A.M.:  Teleconference. 

PQC:|(b)(6) 

Summary:  Summary  will  be  provided  tomorrow. 


A.M.;  334  Cannon 

(b)(6) 


July  18,  2017.  CLS  participated  in  a  CRS  District  Caseworker  seminar  and  provide  a  basic 
casework  briefing. 

1 :30  P.M.:  Madison  Building 
PQC: 


(b)(6) 


Summary:  Due  to  the  timing  of  event  a  summary  will  be  provided  tomorrow. 


July  18,  2017.  (Postponed  -  June  28,  2017  and  July  7,  2017).  Cynthia  Heaton,  Chief,  Health 
Administration  Service,  Deputy  Director  of  Claims  Adjudication  and  Reimbursement;  held  a  follow 
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up  meeting  with  Rep.  Mike  Thompson’s  {D-CA-05)  Staff  and  the  Director  for  Admitting  and  Patient 
Financial  Services  (APFS)  for  Sonoma  Flospital  to  discuss  the  resolution  of  aging  accounts 
receivable. 

4:00  P.M.;  Teleconference 
POC: 


(b)(6) 


Summary:  uue  to  tne  timing  ot  event  a  summary  will  be  provided  tomorrow. 


Look  Ahead-  Wednesday,  July  19,  2017 


July  19,  2017.  Sallie  Flouser-Flanfelder,  Director,  Denver  VAMC  and  Ralph  Gigliotti,  VISN  19 
Network  Director,  will  meet  with  the  Denver,  Colorado  delegation  to  discuss  activation  of  the 
Denver  VA  facility. 

9:00  A.M.;  Teleconference 
POC: 


(b)(6) 


July  19,  2017:  Mr.  Ed  Litvin,  Director,  OCAMES,  will  discuss  the  status  of  the  proposed  Veterans 
home 
10:00 
POC: 


July  19,  2017.  SVAC  will  convene  a  hearing  to  consider  the  pending  nominations  of  Tom 
Bowman  to  be  Deputy  Secretary  of  the  Department  of  Veterans  Affairs,  Jim  Byrne  to  be  General 
Counsel  of  the  Department  of  Veterans  Affairs,  Brooks  Tucker  to  be  Assistant  Secretary  of 
Congressional  an(j  Legislative  Affairs  of  the  Department  of  Veterans  Affairs,  and  possibly  others  to 
be  named  later. 

Witnesses:  Tom  Bowman,  Jim  Byrne,  Brooks  Tucker,  and  possibly  others  to  be  named  later 
2:30 
POC 


^.M.;  418  Russell 

(b)(6) 


in  Flagstaff,  AZ. 

A.M.;  Teleconference 

(b)(6) 


July  19-20,  2017.  Ms.  Jennifer  Gutowski,  Director  of  VA  Pacific  Islands  Health  Care  System,  will 
meet  with  members  of  congress  within  her  catchment  area.  She  will  also  have  a  brief  discussion 
with  HVAC  staff.  The  meetings  will  be  introductory  in  nature,  and  she  will  share  some  of  her 
insights  resulting  in  the  listening  sessions  she  has  held  since  her  new  appointment  as  Director. 

1 0:00  A,M.  -  2:00  P.M.;  Capitol  Hill 
POCs: 


(b)(6) 


July  19,  2017.  Jennifer  Gutowski,  Director  of  VA  Pacific  islands  Health  Care  System,  will  meet 
with  Delegate  Radewagen  to  discuss  VA  care  in  American  Samoa, 

12:00  P.M.;  1339  Longworth 
POC: 


(b)(6) 


July  19,  2017.  Clifford  A.  Smith,  Deputy  Director  of  Office  of  Mental  Health  and  Suicide 
Prevention,  will  brief  Democratic  District  Directors  on  implementation  of  VA's  new  OTH  policy  so 
local  congressional  offices  can  better  assist  constituents  with  casework. 

1 :00  P.M.:  Teleconference 


POC: 
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July  19,  2017.  Jennifer  Gutowski,  Director  of  VA  Pacific  islands  Health  Care  System,  will  meet 
with  Senator  Hirono  to  discuss  VA  care  in  Hawaii. 

2:00  P.M.;330  Hart 
POC: 


(b)(6) 


July  19,  2017.  (Postponed  -  May  19,  2017  and  June  29,  2017).  Jeff  London,  Director,  VA 
Home  Loan  Guaranty  Service,  and  Gerald  Kifer,  Supervisory  Appraiser,  VA  Home  Loan  Guaranty 
Service,  will  brief  HVAC  Rep.  Jim  Banks  (R-IN-03)  on  the  general  regulatory  process  and  specific 
regulations  affecting  the  VA  Home  Loan  Program. 

2:30  P.M.;  509  Cannon 
POC:|(b)(^ 


Upcoming  Hearings  and  Testimony  Due  to  Congress 


July  25,  2017.  HVAC  Subcommittee  on  Disability  Assistance  and  Memorial  Affairs  will  hold  a 
hearing  on  VBA’s  processing  of  claims  for  benefits  based  on  Post-Traumatic  Stress  Disorder. 
1 0:30  A.M.;  334  Cannon 
Witness:  TBD 


POC:  ib)(6) 


July  25,  2017.  The  Committee  on  Veterans’  Affairs  Subcommittee  on  Health  will  host  a 
roundtable  discussion  on  telehealth  in  the  VA  healthcare  system.  During  this  roundtable,  the 
Subcommittee  will  examine  the  use  and  effectiveness  of  telehealth  techniques  across  the  VA 
healthcare  system  as  well  as  VA's  response  to  challenges  such  as  a  lack  of  reimbursement 
structure  for  telehealth  appointments  and  ambiguity  surrounding  VA  providers’  ability  to  practice 
telehealth. 

2:00  P.M.;  334  Cannon 
POC: 


(b)(6) 


August  10,  2017.  Field  Hearing  on  Access  to  Care  and  Care  in  the  Community  both  in  rural 
areas.  The  hearing  will  be  held  in  Duluth,  MN,  with  the  full  committee.  This  hearing  was  at  the 
request  of  the  minority.  It  is  a  possibility  Chairman  Roe  will  not  be  in  attendance,  so  another 
member  of  the  majority  will  serve  as  the  Chairman.  They  are  requesting  Dr.  Yehia,  someone  from 
the  Office  of  Rural  Health,  and  a  local  witness  (MCD). 

Time  and  Location  TBD 
POC: 


(b)(6) 


TBD.  The  HVAC  EO  Subcommittee  will  hold  a  legislative  hearing  on  the  agenda  set  out  below. 

Agenda 

H.R.  43  -  To  authorize  the  use  of  Post-9/1 1  Educational  Assistance  to  pursue  independent 
study  programs. 

H.R.  245  -  Veterans’  Education  Equity  Act. 

H.R.  1104  -  Veterans  To  Enhance  Studies  Through  Accessibility  Act. 

H.R.  1112  -  Shauna  Hill  Post-9/1 1  Education  Benefits  Transferability  Act. 

H.R.  1216  -  Protecting  Veterans  from  School  Closures  Act  of  2017. 

H.R.  1331  -  Veterans  Success  on  Campus  Act  of  2017. 

H.R.  1384  -  Reserve  Component  Benefits  Parity  Act. 
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H.R.  1793  -  Veteran  Education  Priority  Enrollment  Act  of  201 7. 

H.R.  1956  -  To  increase  the  amounts  of  educational  assistance  payable  under  Survivors’ 
and  Dependents’  Educational  Assistance  Program  of  the  Department  of  Veterans  Affairs. 
H.R.  1989  -  Veteran  Employment  Through  Technology  Education  Courses  Act. 

H.R.  1994  -  Vocational  Education  and  Training  Enhancement  for  Reintegration  Assistance 
Now  Act. 

H.R.  2099  -  Gl  Bill  Fairness  Act  of  2017  Act. 

H.R.  2100  -  Work  Study  for  Student  Veterans  Act. 

H.R.  2103  -  To  include  the  Frye  Scholarship  in  the  Yellow  Ribbon  Gi  Education 
Enhancement  Program. 

H.R.  2108  -  Gl  Bill  STEM  Extension  Act  of  2017. 

H.R.  2257  -  To  consolidate  certain  eligibility  tiers  under  the  Post-9/1 1  Education  Assistance 
Program  of  the  Department  of  Veterans  Affairs. 

Draft  Bill  -  Gl  Bill  Processing  Improvement  Act. 

Draft  Bill  To  provide  for  an  election  requirement  and  reduction  in  basic  pay  for  members  of 
the  Armed  Forces  entitled  to  educational  assistance  under  Department  of  Veterans  Affairs 
Post-9/11  Educational  Assistance  Program. 

Witness:  Curtis  Coy,  Deputy  Under  Secretary  for  Economic  Opportunity. 

10:00 
POC: 


A.M.;  334  Cannon 

(b)(6) 
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All, 


Attached  is  the  Morning  Report  for  Thursday,  July  13,  2017.  This  document  is  for  internal  use  only. 


Thank  you  kindly. 
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Department  of  Veterans  Affairs 

Health  Program  Analyst,  Office  of  Congressional  and  Legislative  Affairs 
810  Vermont  Ave  NW 
Washington,  DC  20420 
PhoneP®> 


Secretary’s  Morning  Report 


Prepared  by  the  Office  of  Congressional  &  Legislative  Affairs 


Thursday,  July  13,  2017 
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Hot  Issues 


*********  The  House  will  begin  floor  deliberations  for  the  H.R.  2810,  the  National  Defense  Authorization 
Act  for  Fiscal  Year  2018.  Itenns  of  interest  for  VA  include  the  annual  transfer  of  funds  to  support  the 
Joint  DoD-VA  Medical  Facility  Demonstration  project.  Other  provisions  of  interest  include:  1)  a 
requirement  for  notification  of  certain  Servicemembers  that  they  petition  VBA  for  certain  benefits, 
despite  the  characterizations  of  their  service;  2)  allow  more  liberal  consideration  of  medical  evidence 
regarding  PTSD  orTBI  who  requests  a  review  of  their  dismissal  or  discharge.  There  are  numerous 
amendments  expected  to  the  bill  -  OCLA  will  continue  to  review  them  for  items  of  relevance  to  VA. 


Emerging 


Congressional  Letters  and  Meeting  Requests  Received 


i^***^***  Nohb 


Wednesday,  July  12,  2017  Events 


*********  July  11, 2017.  The  Senate  Veterans’ Affairs  Committee  held  a  hearing  on  the  following  bills: 


*S.  1 15  -  The  Veterans  Transplant  Coverage  Act. 

*S.  426  -  The  Physician  Assistant  Employment  and  Education  Act  of  2017. 

*S.  683  -  Keeping  Our  Commitment  to  Disabled  Veterans  Act  of  2017. 

*S.  833  -  Service  members  and  Veterans  Empowerment  and  Support  Act. 

*S.  946  -  Veterans  Treatment  Court  improvement  Act. 

*S.  1 153  -  A  bill  to  prohibit  or  suspend  certain  health  care  providers  from  providing  non-Department  of 
Veterans  Affairs  health  care  services  to  Veterans. 

*S.  1261  -  Veterans  Treatment  Court  Improvement  Act. 

*S.  1266  -  Enhancing  Veteran  Care  Act. 

*S.  1279  -  The  Veterans  Health  Administration  Reform  Act. 

*S.  1325  -  Better  Workforce  for  Veterans  Act. 

*S. _ -  Discussion  Draft,  The  Veterans  Choice  Act  of  201 7. 
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*********  S, _ -  Discussion  Draft,  Improving  Veterans  Access  to  Community  Care  Act  of  2017, 

*********  S. _ -  The  Department  of  Veterans  Affairs  Quality  Employment  Act  of  2017. 


1:00  P.M.;  418  Russell 


POC: 


Summary:  The  hearing  this  afternoon  was  cordial  and  highly  attended  by  both  Members  and  various 
interested  groups.  The  first  panel  consisted  of  Senators  Baldwin,  Inholfe,  Flake  and  Strange,  Chairman 
Isakson  and  the  Ranking  Member  Tester  discussed  their  bills  on  the  agenda  focusing  on  the 
bipartisanship  of  the  Committee  and  the  importance  of  moving  through  Congress  not  only  a  better 
Choice  program  but  a  funded  Choice  program. 

VA  was  the  second  pane!  which  was  led  by  Dr.  Baligh  Yehia  and  accompanied  by  Dr.  Thomas  Lynch, 
Carin  Otero,  and  Brad  Flohr.  Dr.  Yehia’s  statements  were  well  received  by  all  Members  with  additional 
appreciation  on  those  bills  VA  supported.  The  Chairman  focused  his  questions  on  the  Department’s  key 
point  of  needing  flexibility  in  funding  and  time  needed  to  implement  Choice.  The  Chairman  asked  how 
many  community  care  programs  does  the  Department  have?  Dr.  Yehia  made  a  point  of  stating  what  VA 
needs  is  one  program  and  one  account  to  fund  it.  Senator  Sanders  limited  his  question  to  a  statement 
that  he  does  not  want  and  will  not  support  privatization  of  the  VA.  Senator  Boozman  asked  about  the 
broader  state  of  nursing  care  and  the  shortages  VA  faces.  Dr.  Lynch  stated  that  VA  is  always  working  to 
improve  and  retain  more  nurses  and  that  we  share  these  same  issues  and  complications  with  the 
private  health  care  sector.  Senator  Boozman  also  noted  that  he  wanted  to  work  with  the  VA  on  issues 
the  Department  has  with  the  Veterans  Treatment  Court  Improvement  Act.  Senator  Hirono  focused  the 
majority  of  her  questions  on  her  bill  Keeping  Our  Commitment  to  Disabled  Veterans  which  both  VA  and 
the  VSO’s  supported.  Additionally  she  wanted  to  note  that  in  future  Choice  she  wanted  to  make  sure 
that  current  key  partners  were  not  harmed,  but  wanted  flexibility  in  the  program  to  partner  with  new  and 
diversified  providers.  Senator  Rounds  focused  his  questions  and  statement  on  Choice  eligibility  and 
believes  that  broad  eligibility  and  full  discretion  to  the  Veteran  was  necessary.  Senator  Rounds  made  it 
a  point  that  he  does  not  believe  it  is  right  that  the  Veterans  has  to  get  permission  from  the  VA  before 
they  can  be  seen  by  an  outside  provider.  Senator  Tillis  asked  Dr.  Lynch  if  the  VA’s  biggest  issue  was 
the  pay-for  in  the  Veterans  Treatment  Court  Improvement  Act,  which  Dr.  Lynch  noted  is  the  key  issue 
as  the  bill  requires  the  VA  to  take  away  funds  from  other  programs  to  pay  for  something  that  we  are 
already  accomplishing  without  the  legislation.  Senator  Tillis  also  wanted  to  give  reassurances  that  he 
does  not  believe  in  privatizing  the  VA  and  that  our  brick  and  mortar  operations  are  essential  to  Veteran 
care.  He  however  does  believe  a  balance  is  needed  and  wants  to  work  with  the  Department  to  get 
there.  Ranking  Member  Tester  focused  his  questions  on  Choice  2.0  and  asked  Dr.  Yehia  if  the  VA 
should  be  responsible  for  damages  to  a  Veteran  when  the  VA  sends  them  out  in  the  community  for 
care.  Dr.  Yehia  and  Brad  Flohr  responded  by  advising  how  the  current  process  works  and  briefly  noted 
there  could  be  multiple  problems  with  this  concept  if  the  VA  has  to  pay.  Senator  Tester  also  brought  up 
the  costs  for  VA  vs.  Community  Care.  Dr.  Yehia  stated  that  he  did  not  have  figures  for  comparison  of 
specific  procedure  costs  between  VA  and  the  private  sector,  but  did  provide  various  costs  that  have 
been  made  public  in  the  past  related  to  what  could  occur  if  full  enrollment  were  to  be  allowed.  The  third 
panel  consisted  of  Veteran  Service  Organization  (VSO)  representatives  from  American  Legion,  Amvets, 
Disabled  American  Veterans  (DAV)  and  Paralyzed  Veterans  of  America.  Though  the  VSO’s  written 
testimony  focused  on  the  entire  agenda  their  oral  statement  primarily  focused  on  Choice.  The  VSO’s 
showed  appreciation  for  the  Member’s  trying  to  achieve  a  better  VA,  but  had  many  concerns  with  the 
Choice  bills  on  the  agenda.  Chairman  Isakson  appreciated  that  several  of  the  VSO’s  pointed  out  how 
essential  coordinate  care  was,  which  was  a  key  point  Dr.  Yehia  had  made  through  his  statements.  He 
also  asked  the  Legion  if  they  polled  their  Veterans  for  VA  healthcare  satisfaction  and  if  they  did,  did  the 
VA  take  into  account  the  result  of  the  polling.  The  Legion  advised  that  they  poll  often  and  at  various 
times  and  locations.  They  made  it  a  point  that  VA  does  listen  and  they  appreciate  the  responsiveness, 
availability  and  transparency  that  the  VA  has  with  the  VSO’s  which  has  gotten  better  over  the  last  few 
years.  Ranking  Member  Tester  took  an  opportunity  to  gage  VSO  thoughts/position  on  his  new  draft  bill 
that  was  dropped  today  regarding  funding  Choice.  Legion  and  Amvets  we  supportive,  DAV  was  looking 
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at  it  more  now.  and  PVA  wants  to  know  where  exactly  the  money  would  go.  Senator  Tillis  focused  on 
funding  Choice  as  well,  with  Legion  making  it  clear  that  they  want  Choice  funded  by  all  means 
necessary  but  not  through  the  cannibalization  of  other  programs.  Senator  Tillis  went  on  to  make  it  clear 
that  there  needed  to  be  sustainable,  predictable  funding.  Senator  Blumenthal  asked  who  should  be 
responsible  for  the  decision  making  process  under  Choice.  DAV  noted  that  the  VA  should  be  more 
empowered  to  make  the  right  decisions  between  the  Veteran  and  their  doctor.  Senator  Blumenthal  also 
asked  if  they  are  satisfied  with  the  OIG  investigation  in  Phoenix.  The  Legion  noted  that  it  is  still  a  work 
in  progress. 


*********  July  1 1 , 2017.  Alan  Swygert,  Chief  of  VHA  Vendor  Relations  met  with  Rep.  Steve  Knight’s  (CA 
-25)  and  Rep.  Kevin  McCarthy  {CA-23)  staffs  to  further  discuss  the  viability  of  funding  a  pilot  program  in 
West  LA  VA  Medical  Center. 


2;30  P.M;  1023  Longworth 


{b)(6) 


Summary:  The  staff  had  questions  specific  to  the  CVS  pilot  currently  operating  in  the  Palo  Alto  VAMC. 
Rep,  Knight  and  Rep.  McCarthy  have  a  shared  interest  in  establishing  a  similar  pilot  in  Bakersfield 
Clinic  or  within  Kern  County  through  a  local  vendor,  TreatMedNGo.  Both  Members  recently  met  with 
CVS  who  mentioned  the  success  of  the  pilot.  While  both  Members  are  impressed  by  the  increase  in 
access  to  care  afforded  to  the  Veteran  population  in  California,  they  notice  that  the  amount  per  claim 
grossly  exceeds  the  amount  paid  per  Veteran  in  the  Phoenix  pilot  pay  model.  They  request  a 
breakdown  showing  the  difference  between  the  Palo  Alto  pilot  and  the  Phoenix  pilot  in  terms  of  cost  per 
Veteran.  Mr.  Swygert  explained  that  operationally,  they’re  identical,  the  difference  is  that  Palo  Alto  pays 
directly  to  the  vendor  while  Phoenix  pays  using  traditional  community  care  funds. 


*********  July  12,  2017.  Subject  matter  experts  Roberto  Santos,  Clay  Curtis,  and  Ruth  Beltran-West 
from  the  VA  Office  of  Information  Technology,  Juan  Quinones  and  Chuck  Ross  from  the  Office  of 
Acquisition  Operations  Technology  Acquisition  Center,  Dr.  Michael  Davies  of  VHA,  along  with  Mark 
Byers,  Robert  Missroon,  Rodney  Neal,  and  Brooks  Banton  of  DSS,  Inc.,  will  provide  an  update  on  VA’s 
implementation  of  the  Faster  Care  for  Veterans  (VA1 18-1 7-R-1 848)  Pilot  to  Rep.  Moulton  (D-MA-06), 

Bill  Mallison  and  Grace  Rodden  from  HVAC,  and  Hilary  Ranieri  from  the  office  of  Rep.  McMorris  Rogers 
(R-WA-05), 


10:00  A. M.;  Republican  Conference  Office  B-245 


(b:)(6) 


Summary:  A  summary  will  be  provided  on  tomorrow’s  report. 


*********  July  12,  2017.  HVAC  full  committee  convened  a  hearing  to  discuss  the  Department  of 
Veterans  Affairs’  {VA’s)  capital  asset  program.  The  Committee  assessed  the  findings  and 
recommendations  of  GAO,  the  Independent  Assessment,  and  the  Commission  on  Care  with  respect  to 
VA’s  capital  asset  planning  and  approval  process  as  well  as  the  recent  announcement  by  Secretary 
Shulkin  of  his  intention  to  dispose  of  all  vacant  VA  buildings  in  the  next  2  years.  The  Committee  also 
considered  other  actions  that  may  be  needed  to  address  "VA’s  vast  and  aging  capital  asset  portfolio. 

10:00  A.M.;  334  Cannon 
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Summary:  Chairman  Roe  opened  the  hearing  by  calling  for  a  top-to-bottom  review  of  all  VHA  capital 
assets,  however,  the  hearing  mainly  focused  on  the  Secretary  Shulkin’s  plan  to  dispose  of  vacant  and 
underutilized  properties.  Committee  members  expressed  support  for  closing  properties  and  reallocating 
savings  toward  direct  patient  care.  They  also  expressed  support  for  greater  use  of  public  private 
partnerships  and  expanded  EUL  authority.  Some  members  expressed  concern  regarding  the  4%  cut  in 
the  FY18  construction  budget  request  and  the  ongoing  delays  with  the  authorization  of  VA’s  capital 
leases.  Other  topics  discussed  included  the  potential  sale  of  Pershing  Hall,  the  effectiveness  of  SC  IP 
and  VAIP,  and  increased  engagement  with  VSO  on  managing  capital  assets. 


*********  July  12,  2017.  The  House  Transportation  &  Infrastructure  Subcommittee  on  Economic 
Development,  Public  Buildings,  and  Emergency  Management  held  a  hearing  to  discuss  property 
disposals  and  implementation  of  the  Federal  Assets  Sale  and  Transfer  Act  (FASTA). 

Witnesses:  Brett  Simms,  Director  Capital  Asset  Management  Service,  OAEM. 


10:00  A.M.;  2167  Rayburn 


(b)(6) 


Summary:  The  hearing  focused  on  GSA’s  ability  under  current  regulations  to  decrease  the  amount  of 
time  to  dispose  of  federal  property.  Mr.  Simms  provided  information  on  VA’s  property  disposal  process 
in  preforming  due  diligence  to  complete  the  required  studies  and  analysis  regarding  excess  properties. 
This  includes  supporting  housing  for  homeless  Veterans  and  the  private-sector  demand  for  the 
property.  Mr.  Simms  stated  that  VA  will  work  with  the  local  community  and  interested 
developers/operators  and  service  providers  to  bring  those  services  to  the  Veterans  in  need.  Mr.  Simms 
also  provided  information  on  the  challenges  utilizing  EUL  agreement  to  provide  housing  for  homeless 
Veterans — VA’s  limited  authority  to  fund  EUL  projects.  It  was  recommended,  VA  and  GSA  should 
continue  to  engage  public  and  private  companies’  interests  in  federal  vacant  properties. 


*********  July  12,  2017.  Ed  Litvin,  Director,  Office  of  Capital  Asset  Management  Engineering  and 
Support;  briefed  HVAC  majority  staff,  staff  for  Members  of  the  Tennessee  Congressional  Delegation 
and  local  officials  from  Bradley  County,  Tennessee  on  the  State  Veterans  Homes  (SVH) 
funding/prioritizing  process. 


12:00  P.M.;  Teleconference 


(b)(6) 


Summary:  HVAC  Chairman  Roe  and  Members  of  the  Tennessee  Delegation  are  monitoring  a  SVH  new 
construction  project  in  Cleveland,  Tennessee.  The  Bradley  County  spokesman  was  well  versed  in  the 
SVH  Construction  Grant  program  operations  and  the  Federal  regulations  that  govern  its  operation.  The 
project  started  in  2003,  local  people  watch  the  priority  list  closely;  he  expressed  frustration  that  it  has 
not  been  funded;  said  the  simple  solution  would  be  more  funding  for  SVH  construction.  He  wanted  to 
understand  the  finer  points  of  the  dynamics  that  affect  the  annual  priority  list;  how  other  projects  rocket 
to  the  top  of  the  list;  and  also  asked  questions  about  two  Virginia  projects  that  were  no  longer  on  the 
list;  VA  advised  that  Virginia  has  decided  to  build  them  without  Federal  funds.  County  Commissioner 
Mark  Hall  said  they  needed  to  be  more  assertive,  proactive  and  wanted  to  know  what  they  could  do  to 
expedite  their  project.  They  thanked  VA  and  congressional  staff  for  listening  to  their  concerns. 
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*********  July  12,  2017.  HVAC  Oversight  and  Investigations  Subcommittee  is  scheduled  to  markup  the 
following  list  of  pending  legislation  which  were  previously  the  subject  of  a  legislative  hearing  on  June 
29,  2017, 


1 :00  PM  334  Cannon 


(b){6) 


Markup  Agenda: 


H.R.  2006,  VA  Procurement  Efficiency  and  Transparency  Act 

0  This  bill  would  require  VA  to  calculate  and  record  cost  avoidance  achieved  through  the  procurement 
process. 

o  VA  does  not  support 

H.R.  2749,  Protecting  Business  Opportunities  for  Veterans  Act  of  2017 

o  The  bill  would  clarify  the  performance  expectations  for  Service-Disabled  Veteran-Owned  Small 
Businesses  and  Veteran-Owned  Small  Businesses  receiving  contracts  under  the  Veterans  First 
Contracting  Program  authorities 

o  VA  has  concerns  with  the  bill,  as  drafted. 

H.R.  2781,  Ensuring  Veteran  Enterprise  Participation  in  Strategic  Sourcing  Act 

o  This  bill  would  require  the  Secretary  to  make  certain  certifications  related  to  the  efficacy  of  Office  of 
Procurement  Policy,  the  General  Services  Administration,  and  various  Category  manager  efforts  to 
streamline  Federal  buying  practices  and  improve  Federal  business  outcomes 

o  VA  does  not  support 

H.R.  3169,  VA  Acquisition  Workforce  Improvement  and  Streamlining  Act 

0  This  bill  requires  VA  to  develop  and  implement  a  training  and  certification  program  for  acquisition 
personnel 

o  VA  does  not  support 

Summary:  The  markup  meeting  lasted  approximately  15  minutes,  gavel-to-gavel.  Chairman  Bergman 
noted  that  the  Committee  received  technical  assistance  on  H.R,  2749  from  the  VA  and  is  still  interested 
in  receiving  technical  assistance  on  the  remaining  bills  on  the  agenda;  H.R.  2006,  H.R.  2781,  and  H.R. 
3169.  According  to  the  Chairman,  CBO  has  stated  that  of  the  four  bills,  only  H.R.  3169  will  contain 
significant  costs,  while  the  costs  for  the  remaining  bills  will  be  insignificant.  Ranking  Member  Kuster 
expressed  her  support  for  H.R.  2749  and  H.R.  3169.  There  was  no  indication  during  the  markup  on 
when  the  bills  would  be  considered  by  the  Full  Committee.  Rep.  Dunn,  also  spoke  briefly  on  his  support 
for  H.R.  2781. 
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*********  July  12,  2017.  HVAC  Economic  Opportunity  Subcommittee  is  scheduled  to  markup  the 
following  list  of  pending  legislation  which  were  previously  the  subject  of  a  legislative  hearing  on  June 
29,  2017. 


2:00  PM  334  Cannon  Office  Building 


P0C:'^H6) 


Markup  Agenda: 


1.  H.R.  282,  Military  Residency  Choice  Act 

o  Would  amend  the  Servicemembers  Civil  Relief  Act  regarding  various  tax  and  residency  matters 
o  VA  deferred  to  Department  of  Justice,  Internal  Revenue  Service,  and  the  Department  of  Defense 

2.  H.R.  1690,  Department  of  Veterans  Affairs  Bonus  Transparency  Act 

o  Would  require  VA  to  submit  an  annual  report  to  Congress  regarding  performance  awards  and 
bonuses  awarded  to  high-level  and  executive  employees  at  VA  in  the  most  recent  fiscal  year 

o  VA  supports  the  requirement  to  submit  annual  report  but  does  not  support  providing  report  within  30 
days  of  the  end  of  the  fiscal  year. 

3.  H.R.  2772,  VA  Senior  Executive  Accountability  Act  or  the  “SEA  Act” 

o  Would  prohibit  the  reassignment  of  VA  senior  executive  employees  to  similar  position  within  the 
Department  without  written  approval  by  the  Secretary. 

o  VA  supports  with  technical  revisions. 

Summary:  H.R.  1690,  was  agreed  to,  as  amended,  and  reported  favorably  to  the  Full  Committee.  The 
amendment  was  offered  by  Rep.  O’Rourke  and  changed  the  reporting  requirement  from  “not  later  than 
30  days”  to  “not  later  than  120  days”.  H.R.  282  and  H.R.  2772  was  voted  on  en  bloc  and  reported 
favorably  to  the  Full  Committee.  The  Chairman  gave  no 

indication  on  when  the  bills  would  be  scheduled  for  a  Full  Committee  markup. 


********* 


July  12,  2017.  The  Senate  Appropriations  Military  Construction/VA  Subcommittee  will  hold  a 
business  meeting  to  mark  up  its  draft  FY2018  Military  Construction-VA  appropriations  measure. 

2:30  P.M.;  124  Dirksen  Senate  Office  Building 

Office  of  Management 


POC:  (b)(6) 


Summary:  Due  to  the  timing  of  the  event,  a  summary  will  be  provided  on  tomorrow’s  report. 


*********  July  12,  2017.  Jonathan  Hughes,  Chief,  Compensation  Service,  and  Brad  Flohr,  Senior 
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Advisor  for  Compensation  Service  will  meet  with  Rep.  Markwayne  Mullin 
(OK-02)  to  discuss  agent  orange  exposure  claims  management  and  adjudication. 
4:30  P.M.;  1113  Longworth 


POC: 


(b)(6) 


Summary:  Due  to  the  timing  of  the  event,  a  summary  will  be  provided  on  tomorrow’s  report. 


*********  July  12,  2017,  VISN  19  leadership  will  provide  a  “State  of  the  VISN  19  Network  and  Medical 
Centers”  briefing  to  Members  of  Congress  within  the  VISN  catchment  area.  Meetings  for  Wednesday 
include: 

o  Rep.  Ken  Buck  (R-CO-04) 
o  Rep.  Liz  Cheney  (WY-At  Large) 
o  Sen,  John  Barrasso  (R-WY) 
o  Sen.  James  Inhofe  (R-OK) 
o  Sen.  James  Lankford  (R-OK) 

Meetings  will  be  held  at  varying  times  and  locations 


(b)(6) 


Summary:  A  summary  will  be  provided  on  tomorrow’s  report. 


Look  Ahead-  Thursday,  July  13,  2017 


*********  July  13,  2017.  The  National  Academic  Affiliations  Council  (NAAC),  a  chartered  Federal 
advisory  committee,  will  meet  on  a  number  of  issues  including;  VA  Diversity  and  Inclusion  Summit - 
Rep,  Sanford  Bishop,  Jr.,  (GA-02)  has  been  invited  to  make  remarks;  and  VACAA  Graduate  Medical 
Education  Update  -  Rep.  Mark  Takano,  (CA-41)  has  been  invited  to  make  remarks. 


8:00  A.M.  -  2:00  P.M,;  H-201  A/B,  U.S.  Capitol  Visitors  Center 


POCs:  (^>(6) 


********* 


July  13,  2017.  The  full  Senate  Appropriations  Committee  will  hold  a  business  meeting  to  mark 
up  its  draft  FY2018  Military  Construction-VA  appropriations  measure. 

10:00  A.M.;  106  Dirksen  Senate  Office  Building 

Office  of  Management 


POC:  (b)(6) 
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*********  July  13,  2017.  HVAC  Subcommittees  on  Oversight  and  Investigations  and  Disability 
Assistance  and  Memorial  Affairs  will  hold  a  hearing  on  "Examining  VA’s  Processing  of  Gulf  War  Illness 
Claims." 


10:00  A.M,;  334  Cannon 


Witness:  Brad  Flohr,  Senior  Advisor  for  Compensation  Service,  VBA,  and  Patrick  Joyce,  Chief, 
Occupational  Health  Clinics,  Washington  VAMC,  VHA. 


POCrpK^ 


*********  July  13,  2017.  Mr.  Michael  Amaral,  Director,  El  Paso  VA  Health  Care  System,  will  have  a  brief 
introductory  meeting  with  Rep.  Pearce.  He  will  also  discuss  staff  concerns  he  has  learned  of  since  his 
appointment  as  facility  Director. 


1:00  P.M.;  2432  Rayburn 


(b)(6) 


*********  July  13,  2017.  Dr.  Wendy  Tenhula,  Deputy  Chief  Consultant  for  Specialty  Mental  Health  and 
Dr.  Joseph  Thornton,  Mental  Health,  North  Florida/South  Georgia  VHS,  will  brief  staff  from  the  offices  of 
Congressmen  Al  Lawson  (FL-05)  and  John  Rutherford  (FL-04)  on  VA  mental  health  initiatives. 


2:00  P.M.;  421  Cannon 


POC: 


*********  July  13,  2017.  HVAC  Subcommittee  on  Health  will  meet  in  open  session  to  conduct  a  hearing 
on  VA  Clinical  Productivity  and  Efficiency. 


2:00  P.M.;  334  Cannon 


POC 


{b)(6) 


*********  July  13,  2017.  Dr.  Peter  Alemenoff,  Deputy  Executive  Director,  Clinical  Integration,  Office  of 
Community  Care  will  meet  with  SVAC  minority  staff  for  a  discussion  on  the  SAIL  data  for  Montana. 


3:00  P.M.;  825A  Hart 


POC; 


*********  July  13,  2017.  VISN  19  leadership  will  provide  a  “State  of  the  VISN  19  Network  and  Medical 
Centers”  briefing  to  members  within  the  VISN  catchment  area.  Meetings  for  Thursday  include: 
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********* 


Rep.  Markwayne  Mullin  (R-OK-02) 

Sen.  Mike  Lee  (R-UT) 

Sen.  Michael  Bennet  (D-CO) 

Sen,  Orrin  Hatch  (R-UT) 

Rep.  Chris  Stewart  (R-UT-02) 

Meetings  will  be  held  at  varying  times  and  locations 
POCi' 


********* 


********* 


********* 


*****  *  *  *  * 


(b)(6) 


Government  Accountability  Office  (GAO)  Activity: 


Entrance  Conferences 


July  13,  2017.  In  response  to  a  request  from  the  Chairman  of  House  Veterans  Affairs  Committee,  GAO 
is  beginning  its  review  on  Healthcare  Facilities  Operations  and  Maintenance  {GAO  Code  102114). 


GAO’S  Objectives  are  to  answer  the  following  questions; 


*********  VA’s  process  for  planning  for  operations  and  maintenance  needs  at  VA  medical  facilities, 
including  budgeting  and  cost  estimations: 

*********  The  effectiveness  of  VA’s  oversight  of  VA  medical  facilities  operations  and  maintenance  needs, 
at  the  national  and  local  levels; 

*********  The  challenges,  if  any,  VA  faces  in  operation  and  maintaining  medial  facilities,  and  how  those 
challenges  are  addressed. 


11:00  A.M.;  VACO,  Room  630 


(b)(6) 


Upcoming  Hearings  and  Testimony  Due  to  Congress 


*********  (Tentative)  July  17,  2017.  The  HVAC  full  committee  is  tentatively  scheduled  to  hold  a 
legislative  hearing  on  one  draft  bill  related  to  Gl  Bill  benefits 
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Time;  TBD  Room;  TBD 


POC;(^K6) 


*********  July  18,  2017.  The  House  Committee  on  Veterans  Affairs  Chairman,  Rep.  Phil  Roe,  will  hold  a 
roundtable  discussion  on  the  opioid  crisis.  The  discussion  will  center  on  how  the  opioid  crisis  is 
affecting  our  Veteran  population  and  what  are  some  potential  solutions  to  curbing  opioid  abuse. 


1 0;00  A.M.;  334  Cannon 


(b)(6) 


*********  July  18,  2017.  HVAC  DAMA  intends  to  hold  a  Roundtable  on  Disability  Examinations. 
2:00  P.M.;  334  Cannon 


Witnesses:  Beth  Murphy,  Director,  Compensation  Service,  VBA;  Mary  Glenn,  Deputy  Director  for 
Contract  Exams,  Compensation  Service,  VBA;  Patricia  Murray,  Chief  Officer,  Office  of  Disability  and 
Medical  Assessment,  VHA 


POC:  (b)(6) 


*********  July  19,  2017.  SVAC  will  convene  a  hearing  to  consider  the  pending  nominations  of  Tom 
Bowman  to  be  Deputy  Secretary  of  the  Department  of  Veterans  Affairs,  Jim  Byrne  to  be  General 
Counsel  of  the  Department  of  Veterans  Affairs,  Brooks  Tucker  to  be  Assistant  Secretary  of 
Congressional  and  Legislative  Affairs  of  the  Department  of  Veterans  Affairs,  and  possibly  others  to  be 
named  later. 


Witnesses;  Tom  Bowman,  Jim  Byrne,  Brooks  Tucker,  and  possibly  others  to  be  named  later 


2:30  P.M.;  418  Russell 


POC: 


*********  July  25,  2017.  HVAC  Subcommittee  on  Disability  Assistance  and  Memorial  Affairs  will  hold  a 
hearing  on  VBA’s  processing  of  claims  for  benefits  based  on  Post-Traumatic  Stress  Disorder. 

10:30  A.M.;  334  Cannon 


Witness:  TBD 


POC: 


(b)(6) 


*********  TBD.  Field  Hearing  on  Access  to  Care  and  Care  in  the  Community  both  in  rural  areas.  The 
hearing  will  be  held  in  Duluth,  MN,  with  the  full  committee.  This  hearing  was  at  the  request  of  the 


Page  905  of  974 


minority.  It  is  a  possibility  Chairman  Roe  will  not  be  in  attendance,  so  another  member  of  the  majority 
will  serve  as  the  Chairman.  They  are  requesting  Dr.  Yehia,  someone  from  the  Office  of  Rural  Health, 
and  a  local  witness  (MCD). 


Time  and  Location  TBD 


(b)(0) 


*********  TBD.  The  HVAC  EO  Subcommittee  will  hold  a  legislative  hearing  on  the  agenda  set  out  below. 


Agenda 

*********  H.R.  43  -  To  authorize  the  use  of  Post-9/11  Educational  Assistance  to  pursue  independent 
study  programs. 

*********  H.R.  245  -  Veterans’  Education  Equity  Act. 

*********  H.R.  1104  -  Veterans  To  Enhance  Studies  Through  Accessibility  Act. 

*********  H.R.  1112  -  Shauna  Hill  Post-9/11  Education  Benefits  Transferability  Act. 

*********  H.R.  1216  -  Protecting  Veterans  from  School  Closures  Act  of  2017. 

*********  H.R.  1331  -  Veterans  Success  on  Campus  Act  of  2017. 

*********  H.R.  1384  -  Reserve  Component  Benefits  Parity  Act. 

*********  H.R.  1793  -  Veteran  Education  Priority  Enrollment  Act  of  2017. 

*********  H.R.  1956  -  To  increase  the  amounts  of  educational  assistance  payable  under  Survivors’  and 
Dependents’  Educational  Assistance  Program  of  the  Department  of  Veterans  Affairs. 

*********  H.R.  1989  -  Veteran  Employment  Through  Technology  Education  Courses  Act. 

*********  H.R.  1994  -  Vocational  Education  and  Training  Enhancement  for  Reintegration  Assistance  Now 
Act. 

*********  H.R.  2099  -  Gl  Bill  Fairness  Act  of  2017  Act. 

*********  H.R.  2100  -  Work  Study  for  Student  Veterans  Act. 

*********  H.R.  2103  -  To  include  the  Frye  Scholarship  in  the  Yellow  Ribbon  Gl  Education  Enhancement 
Program. 

*********  H.R.  2108  -  Gl  Bill  STEM  Extension  Act  of  2017. 

*********  H.R.  2257  -  To  consolidate  certain  eligibility  tiers  under  the  Post-9/11  Education  Assistance 
Program  of  the  Department  of  Veterans  Affairs. 

*********  Draft  Bill  -  Gl  Bill  Processing  Improvement  Act. 

*********  Draft  Bill  To  provide  for  an  election  requirement  and  reduction  in  basic  pay  for  members  of  the 
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Armed  Forces  entitled  to  educational  assistance  under  Department  of  Veterans  Affairs  Post-9/1 1 
Educational  Assistance  Program. 

Witness;  Curtis  Coy,  Deputy  Under  Secretary  for  Economic  Opportunity. 


10:00  A.M.;  334  Cannon 
POC: 


(b)(6) 


Member  Engagement  Requests  for  Senior  Leaders 

Sen/Rep 

Last  Name 

First  Name 

State 

Type  of  Engagement 

Received 

Date  Scheduled 

Topic 

Sen 

Tester 

Jon 

MT 

Travel 

8/24/2017 

SecVA  State  Visit  Request 

Sen 

Daines 

Steve 

MT 

Travel 
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8/24/2017 


Ft  Harrison,  MT 

Rep 

Bishop 

Sanford 

GA 

Speech 

9/22/2017 

VA  health  care  system  for  2040,  specifically  for  women  and  minorities 

Sen 

Rubio 

Marco 

FL 

Meeting 

5/4/2017 


Accountability  Legislation 
Sen 

Sullivan 

Dan 

AK 

Travel 

2/1/2017 

SecVA  State  Visit  Request 
Sen 

Manchin 
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Joe 

WV 

Travel 

2/1/2017 

SecVA  State  Visit  Request 

Rep 

Esty 

Elizabeth 

CT 

Travel 

3/15/2017 


Newington  &  Farnnington,  CT 

Rep 

Kuster 

Ann  McClane 
NH 

Travel 
3/1 5/2017 

Nashau,  NH  Homelessness/Suicide  White  River  Junction  -  Opioid 

Rep 

Bacon 

Don 

NE 

Meeting 

3/23/2017 
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Omaha  Ambulatory  Care  Center 

Rep 

Moulton 

Seth 

MA 

Meeting 

5/10/2017 

Priorities 

Rep 

Arrington 

Jodey 

TX 

Meeting 

4/5/2017 

VA  Priorities  -  Proactive 

Rep 

Lieu 

Ted 

CA 

Travel 

5/30/2017 

West  LA 
Rep 

Gonzales-Colon 
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Jennifer 


PR 

Meeting 

6/7/2017 

Puerto  Rico  Concerns 
Rep 

Norcross 

Donald 

NJ 

Meeting 

6/8/2017 

Constituent 

Sen 

Tillis/Tester 

NC/MT 

Meeting 

6/20/2017 

Choice 

Rep 

Rooney 

Francis 

FL 

Travel 

6/23/2017 
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Rep 

Davis/Bost 
Rodney/  Mike 
IL 

Travel 

6/30/2017 


Forum 
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Stand  up  -July  13,docx  for  Printed  Item:  71  (  Attachment  3  of  3) 


FOR  INTERNAL  USE  ONLY 

Secretary’s  Morning  Report 

Prepared  by  the  Office  of  Congressionai  &  Legisiative  Affairs 
_ Thursday,  Juiy  13,  2017 _ 

This  document  contains  proprietary  information  and  should  not  be  released,  in  whole  or  in  part,  to  non-VA 
personnel.  Proprietary  information  often  involves  issues  of  policy,  oversight,  or  political  sensitivity  among 
legislative  committees  or  competing  Member  offices  that  should  not  be  shared  with  other  congressional  entities 


Hot  Issues 


The  House  will  begin  floor  deliberations  for  the  H.R.  2810,  the  National  Defense  Authorization 
Act  for  Fiscal  Year  2018.  items  of  interest  for  VA  include  the  annual  transfer  of  funds  to 
support  the  Joint  DoD-VA  Medical  Facility  Demonstration  project.  Other  provisions  of  interest 
include:  1 )  a  requirement  for  notification  of  certain  Servicemembers  that  they  petition  VBA  for 
certain  benefits,  despite  the  characterizations  of  their  service;  2)  allow  more  liberal 
consideration  of  medical  evidence  regarding  PTSD  orTB!  who  requests  a  review  of  their 
dismissal  or  discharge.  There  are  numerous  amendments  expected  to  the  bill  -  OCLA  will 
continue  to  review  them  for  items  of  relevance  to  VA. 


Emerging 


None 


Congressional  Letters  and  Meeting  Requests  Received 


None 


WeOriesday,  July  12,  20 17  Events 

July  11, 2017.  The  Senate  Veterans’  Affairs  Committee  held  a  hearing  on  the  following  bills: 


S.  115  -  The  Veterans  Transplant  Coverage  Act. 

S.  426  -  The  Physician  Assistant  Employment  and  Education  Act  of  2017. 

S.  683  -  Keeping  Our  Commitment  to  Disabled  Veterans  Act  of  2017. 

S.  833  -  Service  members  and  Veterans  Empowerment  and  Support  Act. 

S.  946  -  Veterans  Treatment  Court  Improvement  Act. 

S.  1153  -  A  bill  to  prohibit  or  suspend  certain  health  care  providers  from  providing  non- 
Department  of  Veterans  Affairs  health  care  services  to  Veterans. 

S.  1261  -  Veterans  Treatment  Court  Improvement  Act. 

S.  1266  -  Enhancing  Veteran  Care  Act. 

S.  1279  -  The  Veterans  Health  Administration  Reform  Act. 

S.  1325  -  Better  Workforce  for  Veterans  Act. 

S. _ -  Discussion  Draft,  The  Veterans  Choice  Act  of  201 7. 

S. _ -  Discussion  Draft,  Improving  Veterans  Access  to  Community  Care  Act  of  2017. 

S. _ -  The  Department  of  Veterans  Affairs  Quality  Employment  Act  of  2017. 

1 :00  P.M.;418  Russell 


POC: 
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FOR  INTERNAL  USE  ONLY 

Summary:  The  hearing  this  afternoon  was  cordial  and  highly  attended  by  both  Members  and 
various  interested  groups.  The  first  panel  consisted  of  Senators  Baldwin,  Inholfe,  Flake  and 
Strange.  Chairman  Isakson  and  the  Ranking  Member  Tester  discussed  their  bills  on  the 
agenda  focusing  on  the  bipartisanship  of  the  Committee  and  the  importance  of  moving  through 
Congress  not  only  a  better  Choice  program  but  a  funded  Choice  program. 

VA  was  the  second  panel  which  was  led  by  Dr.  Baligh  Yehia  and  accompanied  by  Dr.  Thomas 
Lynch,  Carin  Otero,  and  Brad  Flohr.  Dr.  Yehia’s  statements  were  well  received  by  all  Members 
with  additional  appreciation  on  those  bills  VA  supported.  The  Chairman  focused  his  questions 
on  the  Department’s  key  point  of  needing  flexibility  in  funding  and  time  needed  to  implement 
Choice.  The  Chairman  asked  how  many  community  care  programs  does  the  Department 
have?  Dr.  Yehia  made  a  point  of  stating  what  VA  needs  is  one  program  and  one  account  to 
fund  it.  Senator  Sanders  limited  his  question  to  a  statement  that  he  does  not  want  and  will  not 
support  privatization  of  the  VA.  Senator  Boozman  asked  about  the  broader  state  of  nursing 
care  and  the  shortages  VA  faces.  Dr.  Lynch  stated  that  VA  is  always  working  to  improve  and 
retain  more  nurses  and  that  we  share  these  same  issues  and  complications  with  the  private 
health  care  sector.  Senator  Boozman  also  noted  that  he  wanted  to  work  with  the  VA  on  issues 
the  Department  has  with  the  Veterans  Treatment  Court  Improvement  Act.  Senator  Flirono 
focused  the  majority  of  her  questions  on  her  bill  Keeping  Our  Commitment  to  Disabled 
Veterans  which  both  VA  and  the  VSO's  supported.  Additionally  she  wanted  to  note  that  in 
future  Choice  she  wanted  to  make  sure  that  current  key  partners  were  not  harmed,  but  wanted 
flexibility  in  the  program  to  partner  with  new  and  diversified  providers.  Senator  Rounds  focused 
his  questions  and  statement  on  Choice  eligibility  and  believes  that  broad  eligibility  and  full 
discretion  to  the  Veteran  was  necessary.  Senator  Rounds  made  it  a  point  that  he  does  not 
believe  it  is  right  that  the  Veterans  has  to  get  permission  from  the  VA  before  they  can  be  seen 
by  an  outside  provider.  Senator  Tillis  asked  Dr.  Lynch  if  the  VA’s  biggest  issue  was  the  pay-for 
in  the  Veterans  Treatment  Court  Improvement  Act,  which  Dr.  Lynch  noted  is  the  key  issue  as 
the  bill  requires  the  VA  to  take  away  funds  from  other  programs  to  pay  for  something  that  we 
are  already  accomplishing  without  the  legislation.  Senator  Tillis  also  wanted  to  give 
reassurances  that  he  does  not  believe  in  privatizing  the  VA  and  that  our  brick  and  mortar 
operations  are  essential  to  Veteran  care.  He  however  does  believe  a  balance  is  needed  and 
wants  to  work  with  the  Department  to  get  there.  Ranking  Member  Tester  focused  his  questions 
on  Choice  2.0  and  asked  Dr.  Yehia  if  the  VA  should  be  responsible  for  damages  to  a  Veteran 
when  the  VA  sends  them  out  in  the  community  for  care.  Dr.  Yehia  and  Brad  Flohr  responded 
by  advising  how  the  current  process  works  and  briefly  noted  there  could  be  multiple  problems 
with  this  concept  if  the  VA  has  to  pay.  Senator  Tester  also  brought  up  the  costs  for  VA  vs. 
Community  Care.  Dr.  Yehia  stated  that  he  did  not  have  figures  for  comparison  of  specific 
procedure  costs  between  VA  and  the  private  sector,  but  did  provide  various  costs  that  have 
been  made  public  in  the  past  related  to  what  could  occur  if  full  enrollment  were  to  be  allowed. 
The  third  panel  consisted  of  Veteran  Service  Organization  (VSO)  representatives  from 
American  Legion,  Amvets,  Disabled  American  Veterans  (DAV)  and  Paralyzed  Veterans  of 
America.  Though  the  VSO’s  written  testimony  focused  on  the  entire  agenda  their  oral 
statement  primarily  focused  on  Choice.  The  VSO’s  showed  appreciation  for  the  Member’s 
trying  to  achieve  a  better  VA,  but  had  many  concerns  with  the  Choice  bills  on  the 
agenda.  Chairman  Isakson  appreciated  that  several  of  the  VSO’s  pointed  out  how  essential 
coordinate  care  was,  which  was  a  key  point  Dr.  Yehia  had  made  through  his  statements.  He 
also  asked  the  Legion  if  they  polled  their  Veterans  for  VA  healthcare  satisfaction  and  if  they 
did,  did  the  VA  take  into  account  the  result  of  the  polling.  The  Legion  advised  that  they  poll 
often  and  at  various  times  and  locations.  They  made  it  a  point  that  VA  does  listen  and  they 
appreciate  the  responsiveness,  availability  and  transparency  that  the  VA  has  with  the  VSO’s 
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which  has  gotten  better  over  the  last  few  years.  Ranking  Member  Tester  took  an  opportunity  to 
gage  VSO  thoughts/position  on  his  new  draft  bill  that  was  dropped  today  regarding  funding 
Choice.  Legion  and  Amvets  we  supportive,  DAV  was  looking  at  it  more  now,  and  PVA  wants  to 
know  where  exactly  the  money  would  go.  Senator  Tillis  focused  on  funding  Choice  as  well, 
with  Legion  making  it  clear  that  they  want  Choice  funded  by  all  means  necessary  but  not 
through  the  cannibalization  of  other  programs.  Senator  Tillis  went  on  to  make  it  clear  that  there 
needed  to  be  sustainable,  predictable  funding.  Senator  Blumenthal  asked  who  should  be 
responsible  for  the  decision  making  process  under  Choice.  DAV  noted  that  the  VA  should  be 
more  empowered  to  make  the  right  decisions  between  the  Veteran  and  their  doctor.  Senator 
Blumenthal  also  asked  if  they  are  satisfied  with  the  OIG  investigation  in  Phoenix.  The  Legion 
noted  that  it  is  still  a  work  in  progress. 


July  11,  2017.  Alan  Swygert,  Chief  of  VHA  Vendor  Relations  met  with  Rep.  Steve  Knight’s  {CA- 
25)  and  Rep.  Kevin  McCarthy  {CA-23)  staffs  to  further  discuss  the  viability  of  funding  a  pilot 
program  in  West  LA  VA  Medical  Center. 

2:30  P.M:  1023  Longworth _ 


POC 

Summary:  l  he  statt  had  questions  specific  to  the  CVS  pilot  currently  operating  in  the  Palo  Alto 
VAMC.  Rep.  Knight  and  Rep.  McCarthy  have  a  shared  interest  in  establishing  a  similar  pilot  in 
Bakersfield  Clinic  or  within  Kern  County  through  a  local  vendor,  TreatMedNGo.  Both  Members 
recently  met  with  CVS  who  mentioned  the  success  of  the  pilot.  While  both  Members  are 
impressed  by  the  increase  in  access  to  care  afforded  to  the  Veteran  population  in  California, 
they  notice  that  the  amount  per  claim  grossly  exceeds  the  amount  paid  per  Veteran  in  the 
Phoenix  pilot  pay  model.  They  request  a  breakdown  showing  the  difference  between  the  Palo 
Alto  pilot  and  the  Phoenix  pilot  in  terms  of  cost  per  Veteran.  Mr.  Swygert  explained  that 
operationally,  they’re  identical,  the  difference  is  that  Palo  Alto  pays  directly  to  the  vendor  while 
Phoenix  pays  using  traditional  community  care  funds. 


July  12,  2017.  Subject  matter  experts  Roberto  Santos,  Clay  Curtis,  and  Ruth  Beltran-West  from 
the  VA  Office  of  Information  Technology,  Juan  Quinones  and  Chuck  Ross  from  the  Office  of 
Acquisition  Operations  Technology  Acquisition  Center,  Dr.  Michael  Davies  of  VHA,  along  with 
Mark  Byers,  Robert  Missroon,  Rodney  Neal,  and  Brooks  Banton  of  DSS,  Inc.,  will  provide  an 
update  on  VA’s  implementation  of  the  Faster  Care  for  Veterans  {VA1 18-17-R-1848)  Pilot  to  Rep. 
Moulton  {D-MA-06),  Bill  Mallison  and  Grace  Rodden  from  HVAC,  and  Hilary  Ranieri  from  the  office 
of  Rep.  McMorris  Rogers  (R-WA-05). 

1 0:00  A.M.:  Republican  Conference  Office  B-245 

pnc:K(^)  r 

Summary:  A  summary  will  be  provided  on  tomorrow’s  report. 


July  12,  2017.  HVAC  full  committee  convened  a  hearing  to  discuss  the  Department  of  Veterans 
Affairs’  (VA’s)  capital  asset  program.  The  Committee  assessed  the  findings  and  recommendations 
of  GAO,  the  Independent  Assessment,  and  the  Commission  on  Care  with  respect  to  VA’s  capital 
asset  planning  and  approval  process  as  well  as  the  recent  announcement  by  Secretary  Shulkin  of 
his  intention  to  dispose  of  all  vacant  VA  buildings  in  the  next  2  years.  The  Committee  also 
considered  other  actions  that  may  be  needed  to  address  VA's  vast  and  aging  capital  asset 
portfolio. 

1 0:00  A.M.;  334  Cannon 
POC: 


(b)(6) 
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Summary:  Chairman  Roe  opened  the  hearing  by  calling  for  a  top-to-bottom  review  of  all  VHA 
capital  assets,  however,  the  hearing  mainly  focused  on  the  Secretary  Shulkin’s  plan  to  dispose 
of  vacant  and  underutilized  properties.  Committee  members  expressed  support  for  closing 
properties  and  reallocating  savings  toward  direct  patient  care.  They  also  expressed  support  for 
greater  use  of  public  private  partnerships  and  expanded  EUL  authority.  Some  members 
expressed  concern  regarding  the  4%  cut  in  the  FY18  construction  budget  request  and  the 
ongoing  delays  with  the  authorization  of  VA's  capital  leases.  Other  topics  discussed  included 
the  potential  sale  of  Pershing  Hall,  the  effectiveness  of  SCIP  and  VAIP,  and  increased 
engagement  with  VSO  on  managing  capital  assets. 


July  12,  2017.  The  House  Transportation  &  Infrastructure  Subcommittee  on  Economic 
Development,  Public  Buildings,  and  Emergency  Management  held  a  hearing  to  discuss  property 
disposals  and  implementation  of  the  Federal  Assets  Sale  and  Transfer  Act  (FASTA). 
Witnesses:  Brett  Simms,  Director  Capital  Asset  Management  Service,  OAEM. 

1 0:00  A.M.;2167  Rayburn 
POC: 


(b)(6) 


Summary: The  hearing  focused  on  GSA’s  ability  undercurrent  regulations  to  decrease  the 
amount  of  time  to  dispose  of  federal  property.  Mr.  Simms  provided  information  on  VA’s 
property  disposal  process  in  preforming  due  diligence  to  complete  the  required  studies  and 
analysis  regarding  excess  properties.  This  includes  supporting  housing  for  homeless  Veterans 
and  the  private -sector  demand  for  the  property.  Mr.  Simms  stated  that  VA  will  work  with  the 
local  community  and  interested  developers/operators  and  service  providers  to  bring  those 
services  to  the  Veterans  in  need.  Mr.  Simms  also  provided  information  on  the  challenges 
utilizing  EUL  agreement  to  provide  housing  for  homeless  Veterans — VA’s  limited  authority  to 
fund  EUL  projects.  It  was  recommended,  VA  and  GSA  should  continue  to  engage  public  and 
private  companies’  interests  in  federal  vacant  properties. 


July  12,  2017.  Ed  Litvin,  Director,  Office  of  Capital  Asset  Management  Engineering  and  Support; 
briefed  HVAC  majority  staff,  staff  for  Members  of  the  Tennessee  Congressional  Delegation  and 
local  officials  from  Bradley  County,  Tennessee  on  the  State  Veterans  Homes  (SVH) 
funding/prioritizing  process. 

12:00  P.M.;  Teleconference 
POC:  |!b){6) 

Summary:  HVAC  Chairman  Roe  and  Members  of  the  Tennessee  Delegation  are  monitoring  a 
SVH  new  construction  project  in  Cleveland,  Tennessee.  The  Bradley  County  spokesman  was 
well  versed  in  the  SVH  Construction  Grant  program  operations  and  the  Federal  regulations 
that  govern  its  operation.  The  project  started  in  2003,  local  people  watch  the  priority  list  closely; 
he  expressed  frustration  that  it  has  not  been  funded;  said  the  simple  solution  would  be  more 
funding  for  SVH  construction.  He  wanted  to  understand  the  finer  points  of  the  dynamics  that 
affect  the  annual  priority  list;  how  other  projects  rocket  to  the  top  of  the  list;  and  also  asked 
questions  about  two  Virginia  projects  that  were  no  longer  on  the  list;  VA  advised  that  Virginia 
has  decided  to  build  them  without  Federal  funds.  County  Commissioner  Mark  Hall  said  they 
needed  to  be  more  assertive,  proactive  and  wanted  to  know  what  they  could  do  to  expedite 
their  project.  They  thanked  VA  and  congressional  staff  for  listening  to  their  concerns. 


July  12,  2017.  HVAC  Oversight  and  Investigations  Subcommittee  is  scheduled  to  markup  the 
following  list  of  pending  legislation  which  were  previously  the  subject  of  a  legislative  hearing  on 
June  29,  2017. 

1 :00  PM  334  Cannon 
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(b)(6) 


Markup  Agenda: 

H.R.  2006,  VA  Procurement  Efficiency  and  Transparency  Act 

o  This  biil  wouid  require  VA  to  calculate  and  record  cost  avoidance  achieved 
through  the  procurement  process, 
o  VA  does  not  support 

H.R.  2749,  Protecting  Business  Opportunities  for  Veterans  Act  of  201 7 

o  The  bill  would  clarify  the  performance  expectations  for  Service-Disabled  Veteran- 
Owned  Small  Businesses  and  Veteran-Owned  Small  Businesses  receiving 
contracts  under  the  Veterans  First  Contracting  Program  authorities 
o  VA  has  concerns  with  the  bill,  as  drafted. 

H.R.  2781,  Ensuring  Veteran  Enterprise  Participation  in  Strategic  Sourcing  Act 

o  This  bill  would  require  the  Secretary  to  make  certain  certifications  related  to  the 
efficacy  of  Office  of  Procurement  Policy,  the  General  Services  Administration, 
and  various  Category  manager  efforts  to  streamline  Federal  buying  practices  and 
improve  Federal  business  outcomes 
o  VA  does  not  support 

H.R.  3169,  VA  Acquisition  Workforce  Improvement  and  Streamlining  Act 

o  This  bill  requires  VA  to  develop  and  implement  a  training  and  certification 
program  for  acquisition  personnel 
o  VA  does  not  support 

Summary:Jhe  markup  meeting  lasted  approximately  15  minutes,  gavel-to-gavel.  Chairman 
Bergman  noted  that  the  Committee  received  technical  assistance  on  H.R.  2749  from  the  VA 
and  is  still  interested  in  receiving  technical  assistance  on  the  remaining  bills  on  the  agenda; 
H.R.  2006,  H.R.  2781,  and  H.R,  3169.  According  to  the  Chairman,  CBO  has  stated  that  of  the 
four  bills,  only  H.R.  31 69  will  contain  significant  costs,  while  the  costs  for  the  remaining  bills  will 
be  insignificant.  Ranking  Member  Kuster  expressed  her  support  for  H.R.  2749  and  H.R.  3169. 
There  was  no  indication  during  the  markup  on  when  the  bills  would  be  considered  by  the  Full 
Committee.  Rep.  Dunn,  also  spoke  briefly  on  his  support  for  H.R.  2781 . 


July  12,  2017.  HVAC  Economic  Opportunity  Subcommittee  is  scheduled  to  markup  the  following 
list  of  pending  legislation  which  were  previously  the  subject  of  a  legislative  hearing  on  June  29, 
2017. 


2:00  PM  334  Cannon  Office  Building 


POC:  ib)(6) 


Markup  Agenda: 


1 .  H.R.  282,  Military  Residency  Choice  Act 

o  Would  amend  the  Servicemembers  Civil  Relief  Act  regarding  various  tax  and 
residency  matters 

o  VA  deferred  to  Department  of  Justice,  Internal  Revenue  Service,  and  the 
Department  of  Defense 

2.  H.R.  1690,  Department  of  Veterans  Affairs  Bonus  Transparency  Act 
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o  Would  require  VA  to  submit  an  annual  report  to  Congress  regarding  performance 
awards  and  bonuses  awarded  to  high-level  and  executive  employees  at  VA  in  the 
most  recent  fiscal  year 

o  VA  supports  the  requirement  to  submit  annual  report  but  does  not  support 
providing  report  within  30  days  of  the  end  of  the  fiscal  year. 

3.  H.R.  2772,  VA  Senior  Executive  Accountability  Act  or  the  “SEA  Act" 

o  Would  prohibit  the  reassignment  of  VA  senior  executive  employees  to  similar 
position  within  the  Department  without  written  approval  by  the  Secretary, 
o  VA  supports  with  technical  revisions. 

Summary:  H.R.  1690,  was  agreed  to,  as  amended,  and  reported  favorably  to  the  Full 
Committee.  The  amendment  was  offered  by  Rep.  O’Rourke  and  changed  the  reporting 
requirement  from  “not  later  than  30  days"  to  “not  later  than  120  days”.  H.R.  282  and  H.R.  2772 
was  voted  on  en  bloc  and  reported  favorably  to  the  Full  Committee.  The  Chairman  gave  no 
indication  on  when  the  bills  would  be  scheduled  for  a  Full  Committee  markup. 


July  12,  2017.  The  Senate  Appropriations  Military  Construction/VA  Subcommittee  will  hold  a 
business  meeting  to  mark  up  its  draft  FY2018  Military  Construction-VA  appropriations  measure. 
2:30  P.M.;  124  Dirksen  Senate  Office  Building 
POC:  [Office  of  Management 


Summary:  Due  to  the  timing  of  the  event,  a  summary  will  be  provided  on  tomorrow’s  report. 


July  12,  2017.  Jonathan  Hughes,  Chief,  Compensation  Service,  and  Brad  Flohr,  Senior  Advisor 

for  Compensation  Service  will  meet  with  Rep.  Markwayne  Mullin 

{OK-02)  to  discuss  agent  orange  exposure  claims  management  and  adjudication. 

4:30  P.M.;  1113  Longworth _ 

POC:|(b)(6) 

Summary:  Due  to  the  timing  of  the  event,  a  summary  will  be  provided  on  tomorrow’s  report. 


July12,2017.  VISN  19  leadership  will  provide  a  “State  of  the  VISN  19  Network  and  Medical 
Centers”  briefing  to  Members  of  Congress  within  the  VISN  catchment  area.  Meetings  for 
Wednesday  include: 

o  Rep.  Ken  Buck  {R-CO-04) 
o  Rep.  Liz  Cheney  {WY-At  Large) 
o  Sen.  John  Barrasso  (R-WY) 
o  Sen.  James  Inhofe  (R-OK) 
o  Sen.  James  Lankford  (R-OK) 

Meetings  will  be  held  at  varying  times  and  locations 
POC: 


(b)(6) 


Summary:  A  summary  will  be  provided  on  tomorrow’s  report. 


Look  Ahead-  Thursday,  July  13,  2017 


July  13,  2017.  The  National  Academic  Affiliations  Council  (NAAC),  a  chartered  Federal  advisory 
committee,  will  meet  on  a  number  of  issues  including:  VA  Diversity  and  Inclusion  Summit  -  Rep. 
Sanford  Bishop,  Jr.,  (GA-02)  has  been  invited  to  make  remarks;  and  VACAA  Graduate  Medical 
Education  Update  -  Rep.  Mark  Takano,  (CA-41 )  has  been  invited  to  make  remarks. 

8:00  A.M.  -2:00  P.M.;  H-201  A/B,  U.S.  Capitol  Visitors  Center 


POCs: 


(b)(6) 
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July  13,  2017.  The  full  Senate  Appropriations  Committee  will  hold  a  business  meeting  to  mark  up 
its  draft  FY2018  Military  Construction-VA  appropriations  measure. 

1 0:00  A.M.;  106  Dirksen  Senate  Office  Building 


POC: 


Office  of  Management 


July  13,  2017.  HVAC  Subcommittees  on  Oversight  and  Investigations  and  Disability  Assistance  and 
Memorial  Affairs  wt!!  hold  a  hearing  on  “Examining  VA’s  Processing  of  Gulf  War  Illness  Claims." 

1 0:00  A.M.;  334  Cannon 

Witness:  Brad  Flohr,  Senior  Advisor  for  Compensation  Service,  VBA,  and  Patrick  Joyce,  Chief, 
Occupational  Health  Clinics,  Washington  VAMC,  VHA. 

POC:pK6)  ' 


July  13,  2017.  Mr.  Michael  Amaral,  Director,  El  Paso  VA  Flealth  Care  System,  will  have  a  brief 
introductory  meeting  with  Rep.  Pearce.  He  will  also  discuss  staff  concerns  he  has  learned  of 
since  his  appointment  as  facility  Director. 

1:00  P.M.;  2432  Rayburn 

POC:|(b)(6)  ^ 


July  13,  2017.  Dr.  Wendy  Tenhula,  Deputy  Chief  Consultant  for  Specialty  Mental  Health  and  Dr. 
Joseph  Thornton,  Mental  Health,  North  Florida/South  Georgia  VHS,  will  brief  staff  from  the  offices 
of  Congressmen  Al  Lawson  (FL-05)  and  John  Rutherford  (FL-04)  on  VA  mental  health  initiatives. 
2:00  P.M.;  421  Cannon 
PQC:[(b)^  '  I 

July  13,  2017.  HVAC  Subcommittee  on  Health  will  meet  in  open  session  to  conduct  a  hearing  on 
VA  Clinical  Productivity  and  Efficiency. 

2:00  P.M.:  334  Cannon 
P0C:IW) 


July  13,  2017.  Dr.  Peter  Alemenoff,  Deputy  Executive  Director,  Clinical  Integration,  Office  of 
Community  Care  will  meet  with  SVAC  minority  staff  for  a  discussion  on  the  SAIL  data  for  Montana. 
3:00  P.M.;825A  Hart 
POC: 


(b)(6) 


July  13,  2017.  VISN  19  leadership  will  provide  a  “State  of  the  VISN  19  Network  and  Medical 
Centers”  briefing  to  members  within  the  VISN  catchment  area.  Meetings  for  Thursday  include: 
Rep.  Markwayne  Mullin  (R-OK-02) 

Sen.  Mike  Lee  (R-UT) 

Sen.  Michael  Bennet  (D-CO) 

Sen.  Orrin  Hatch  (R-UT) 

Rep.  Chris  Stewart  (R-UT-02) 

Meetings  will  be  held  at  varying  times  and  locations 


(b)(6) 


Government  Accountability  Office  fGAOl  Activity: 


Entrance  Conferences 
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July  13,  2017.  In  response  to  a  request  from  the  Chairman  of  House  Veterans  Affairs  Committee, 
GAO  is  beginning  its  review  on  Healthcare  Facilities  Operations  and  Maintenance  {GAO  Code 
102114). 

GAO’S  Objectives  are  to  answer  the  following  questions: 

VA’s  process  for  planning  for  operations  and  maintenance  needs  at  VA  medical  facilities, 
including  budgeting  and  cost  estimations; 

The  effectiveness  of  VA’s  oversight  of  VA  medical  facilities  operations  and  maintenance 
needs,  at  the  national  and  local  levels; 

The  challenges,  if  any,  VA  faces  in  operation  and  maintaining  medial  facilities,  and  how  those 
challenges  are  addressed. 

1 1 :00  A.M.;  VACO,  Room  630 
pnn-libK^  I 


Upcoming  Hearings  and  Testimony  Due  to  Congress 


(Tentative)  July  17,  2017.  The  HVAC  full  committee  is  tentatively  scheduled  to  hold  a  legislative 
hearing  on  one  draft  bill  related  to  Gl  Bill  benefits 
Time:  TBD  Room:  TBD 


POC: 


July  18,  2017.  The  House  Committee  on  Veterans  Affairs  Chairman,  Rep.  Phil  Roe,  will  hold  a 
roundtable  discussion  on  the  opioid  crisis.  The  discussion  will  center  on  how  the  opioid  crisis  is 
affecting  our  Veteran  population  and  what  are  some  potential  solutions  to  curbing  opioid  abuse. 
1 0:00  A.M.;  334  Cannon 


POC: 


July  18,  2017.  HVAC  DAMA  intends  to  hold  a  Roundtable  on  Disability  Examinations. 

2:00  P.M.;  334  Cannon 

Witnesses:  Beth  Murphy,  Director,  Compensation  Service,  VBA;  Mary  Glenn,  Deputy  Director  for 
Contract  Exams,  Compensation  Service,  VBA;  Patricia  Murray,  Chief  Officer,  Office  of  Disability 
and  Medical  Assessment,  VHA 


(b)(6) 


July  19,  2017.  SVAC  will  convene  a  hearing  to  consider  the  pending  nominations  of  Tom 
Bowman  to  be  Deputy  Secretary  of  the  Department  of  Veterans  Affairs,  Jim  Byrne  to  be  General 
Counsel  of  the  Department  of  Veterans  Affairs,  Brooks  Tucker  to  be  Assistant  Secretary  of 
Congressional  and  Legislative  Affairs  of  the  Department  of  Veterans  Affairs,  and  possibly  others  to 
be  named  later. 

Witnesses:  Tom  Bowman,  Jim  Byrne,  Brooks  Tucker,  and  possibly  others  to  be  named  later 
2:30  P.M.:418  Russell 
POC: 


(b)(6) 


July  25,  2017.  HVAC  Subcommittee  on  Disability  Assistance  and  Memorial  Affairs  will  hold  a 
hearing  on  VBA’s  processing  of  claims  for  benefits  based  on  Post-Traumatic  Stress  Disorder. 
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10:30  A.M.;  334  Cannon 
Witness:  TBD 
POC: 


(b)(6) 


TBD.  Field  Hearing  on  Access  to  Care  and  Care  in  the  Community  both  in  rural  areas.  The 
hearing  will  be  held  in  Duluth,  MN,  with  the  full  committee.  This  hearing  was  at  the  request  of  the 
minority,  it  is  a  possibility  Chairman  Roe  will  not  be  in  attendance,  so  another  member  of  the 
majority  will  serve  as  the  Chairman.  They  are  requesting  Dr.  Yehia,  someone  from  the  Office  of 
Rural  Health,  and  a  local  witness  (MCD). 

Time  and  Location  TBD 


POC:  (b)(6) 


TBD.  The  HVAC  EO  Subcommittee  will  hold  a  legislative  hearing  on  the  agenda  set  out  below. 


Agenda 

H.R.  43  -  To  authorize  the  use  of  Post-9/1 1  Educational  Assistance  to  pursue  independent 
study  programs. 

H.R.  245  -  Veterans’  Education  Equity  Act. 

H.R.  1104  -  Veterans  To  Enhance  Studies  Through  Accessibility  Act. 

H.R.  1112  -  Shauna  Hill  Post-9/1 1  Education  Benefits  Transferability  Act. 

H.R.  1216  -  Protecting  Veterans  from  School  Closures  Act  of  2017. 

H.R.  1331  -  Veterans  Success  on  Campus  Act  of  2017. 

H.R.  1384  -  Reserve  Component  Benefits  Parity  Act. 

H.R.  1793  -  Veteran  Education  Priority  Enrollment  Act  of  201 7. 

H.R.  1956  -  To  increase  the  amounts  of  educational  assistance  payable  under  Survivors’ 
and  Dependents’  Educational  Assistance  Program  of  the  Department  of  Veterans  Affairs. 
H.R.  1989  -  Veteran  Employment  Through  Technology  Education  Courses  Act. 

H.R.  1994  -  Vocational  Education  and  Training  Enhancement  for  Reintegration  Assistance 
Now  Act. 

H.R.  2099  -  Gl  Bill  Fairness  Act  of  2017  Act. 

H.R.  2100  -  Work  Study  for  Student  Veterans  Act. 

H.R.  2103  -  To  include  the  Frye  Scholarship  in  the  Yellow  Ribbon  Gl  Education 
Enhancement  Program. 

H.R.  2108  -  Gl  Bill  STEM  Extension  Act  of  201 7. 

H.R.  2257  -  To  consolidate  certain  eligibility  tiers  under  the  Post-9/1 1  Education  Assistance 
Program  of  the  Department  of  Veterans  Affairs. 

Draft  Bill  -  Gl  Bill  Processing  Improvement  Act. 

Draft  Bill  To  provide  for  an  election  requirement  and  reduction  in  basic  pay  for  members  of 
the  Armed  Forces  entitled  to  educational  assistance  under  Department  of  Veterans  Affairs 
Post-9/11  Educational  Assistance  Program. 

Witness:  Curtis  Coy,  Deputy  Under  Secretary  for  Economic  Opportunity. 

10:00 
POC: 


A.M.;  334  Cannon 

(b)(6) 
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Sen 

Tester 

Jon 

MT 

Travel 

8/24/2017 

SecVA  State  Visit  Request 

Sen 

Daines 

Steve 

MT 

Travel 

8/24/2017 

Ft  Harrison,  MT 

Rep 

Bishop 

Sanford 

GA 

Speech 

9/22/2017 

VA  health  care  system  for  2040, 
specifically  for  women  and  minorities 

Sen 

Rubio 

Marco 

FL 

Meeting 

5/4/2017 

Accountability  Legislation 

Sen 

Sullivan 

Dan 

AK 

Travel 

2/1/2017 

SecVA  State  Visit  Request 

Sen 

Manchin 

Joe 

wv 

Travel 

2/1/2017 

SecVA  State  Visit  Request 

Rep 

Esty 

Elizabeth 

CT 

Travel 

3/15/2017 

Newington  &  Farmington,  CT 

Rep 

Kuster 

Ann 

McClane 

NH 

Travel 

3/15/2017 

Nashau,  NH 

Homelessness/Suicide  White  River 
Junction  -  Opioid 

Rep 

Bacon 

Don 

NE 

Meeting 

3/23/2017 

Omaha  Ambulatory  Care  Center 

Rep 

Moulton 

Seth 

MA 

Meeting 

5/10/2017 

Priorities 

Rep 

Arrington 

Jodey 

TX 

Meeting 

4/5/2017 

VA  Priorities  -  Proactive 

Rep 

Lieu 

Ted 

CA 

Travel 

5/30/2017 

West  LA 

Rep 

Gonzales- 

Colon 

Jennifer 

PR 

Meeting 

6/7/2017 

Puerto  Rico  Concerns 

Rep 

Norcross 

Donald 

NJ 

Meeting 

6/8/2017 

Constituent 

Sen 

Tillis/Tester 

NC/MT 

Meeting 

6/20/2017 

Choice 

Rep 

Rooney 

Francis 

FL 

Travel 

6/23/2017 

Rep 

Davis/Bost 

Rodney/ 

Mike 

IL 

Travel 

6/30/2017 

Forum 
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Morning  Report:  Monday,  March  20,  2017 

Fri  Mar  17  2017  17:12:35  CDT 

EAS 


All, 


Attached  is  the  Morning  Report  for  Monday,  March  20,  201 7.  This  document  is  for  internal  use  only. 


Thank  you  kindly. 


(b)(6) 


Department  of  Veterans  Affairs 

Health  Program  Analyst,  Office  of  Congressional  and  Legislative  Affairs 
81 0  Vermont  Ave  NW 
Washington,  DC  20420 


Phone:  (b)(6) 


Secretary's  Morning  Report 

Prepared  by  the  Office  of  Congressional  &  Legislative  Affairs 
Monday,  March  20,  2017 
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Hot  Issues 


‘March  16  and  17;  House  floor  action:  The  House  passed  the  following  three  bills. 


By  a  vote  of  240-175,  H.R.  1181,  the  Veterans  2nd  Amendment  Protection  Act  would  prevent  the 
names  of  Veterans  who  have  been  deemed  incompetent  for  VA  benefits  purposes  from  being  provided 
to  the  database  used  for  firearms  purchases,  unless  they  have  been  found  by  a  judicial  authority  to  be  a 
danger  to  themselves  or  others.  The  Administration  issued  a  statement  in  support  of  the  bill; 


By  a  vote  of  237-178,  H.R.  1259,  the  VA  Accountability  First  Act  would  establish  expedited 
removal  authority  for  VA  employees  generally.  It  also  includes  measures  to  recoup  relocation  expenses 
and  performance  awards,  allowing  direct  hiring  for  VAMC  and  VISN  directors,  and  reduce  benefits  for 
VA  employees  convicted  of  certain  crime.  The  Administration  issued  a  statement  in  support  of  the  bill. 
Two  significant  amendments  failed  which  would  have  narrowed  or  modified  the  removal  provisions  in 
the  bill,  and  a  number  of  minor  or  technical  changes  were  adopted  by  voice  vote; 


By  a  vote  of  412-0,  H.R.  1 367,  which  has  been  put  forward  as  an  effort  to  help  VA  hire  and  retain 
VA  employees.  Among  the  provisions  are  measures  that  would  establish  a  fellowship  program  to 
encourage  interchange  of  employees  from  the  private  sector,  require  performance  appraisals  of  political 
appointees,  broaden  the  application  of  Veteran’s  preference  in  employment,  allow  speedier  hiring  of 
former  VA  employees,  require  a  centra!  vacancy  database,  and  strengthen  training  for  HR 
professionals.  The  bill  was  modified  in  a  number  of  respects  to  reduce  the  estimated  cost  of  some 
provisions.  A  number  of  other  minor  or  technical  amendments  were  approved  by  voice  vote. 


Emerging 


None 

Congressional  Letters  and  Meeting  Requests  Received 


None 

Friday,  March  17,  2017  Events 


March  17,  2017.  Mr.  Michael  Valentino,  Chief  Consultant,  Pharmacy  Benefits  Management, 
briefed  Mr,  James  Cari,  Manager,  Legislative  Policy  and  Strategy  Development  for  the  U.S.  Postal 
Service,  and  discussed  the  loss  of  medications  that  occur  during  the  shipping  process.  During  the 
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February  27,  2017,  Hearing  before  HVAC-O&I,  Dr.  Clancy  testified  that  91.4  percent  of  reported  drug 
losses  occur  in  the  mail  (USPS  and  UPS). 

10:00  A.M.;  Teleconference 


Summary:  Mr.  Valentino  and  others  from  Pharmacy  Benefits  Management  (PBM)  and  the  Consolidated 
Mail-Order  Pharmacy  Team  were  on  line  for  VA.  Mr.  Cari  was  joined  by  U.S.  Postal  Service 
Investigators  and  a  representative  from  USPS  Office  of  Government  Relations.  After  the  February  27 
HVAC-O&I  hearing  on  Drug  Diversions,  the  Committee  asked  USPS  for  follow  up  concerning  VA’s 
testimony  that  94.1  percent  of  reported  controlled  substance  losses  occur  during  shipping.  USPS 
requested  the  call  with  VA  subject  matter  experts  to  get  more  information  in  order  to  better  understand 
VA’s  data.  Mr.  Valentino  explained  the  context  of  the  hearing  and  what  the  data  represented.  USPS 
asked  for  an  additional  breakdown  to  include  the  number/percentage  of  controlled  substances  shipped 
by  USPS  vs  UPS,  the  number/percentage  shipped  vs  disbursed  from  a  VA  pharmacy  and  the  actual 
amount  of  losses  vs  reported  losses  given  that  a  delayed  delivery  may  initially  be  reported  as  a  loss  as 
well  as  the  number/percentage  of  actual  losses  attributable  to  USPS.  PBM  agreed  to  parse  VA  data  to 
provide  the  requested  breakouts. 


March  17,  2017.  Sean  Clark,  National  Coordinator,  Veterans  Justice  Outreach  Program,  briefed 
Representative  Coffman’s  on  the  Veterans  Justice  Outreach  (VJO)  program. 


2:00  P.M.;  Teleconference 


POC: 


Summary:  Mr.  Clark  explained  VJO  Coordinators  identify  justice-involved  Veterans  and  contact  them 
through  outreach,  in  order  to  facilitate  access  to  VA  services  at  the  earliest  possible  point  by  building 
and  maintaining  partnerships  between  VA  and  key  elements  of  the  criminal  justice  system.  The  staff 
expressed  concern  that  the  program  doesn’t  have  the  resources  it  needs  to  be  fully  successful.  Mr. 

Clark  conceded  that  there  are  resource  problems.  In  closing,  the  staff  said  Rep.  Coffman  is  interested  in 
introducing  legislation  along  with  Senator  Flake  to  allocate  additional  resources  to  the  Veterans  Justice 
Outreach  Program. 


March  17,  2017.  (Continued  -  March  9,  2017)  Rob  Thomas,  01  &T,  Acting  Assistant  Secretary, 
briefed  SVAC  minority  staff  on  "VA’s  Major  IT  Projects.” 

2:00  P.M.;  VACO,  Room  703 


POC; 


Summary:  Due  to  the  timing  of  the  event,  a  summary  will  be  provided  in  tomorrow’s  report. 


March  17,  2017.  Willie  Clark,  Deputy  Under  Secretary  for  Field  Operations,  VBA  and  Mike 
Frueh,  Chief  of  Staff,  VBA,  briefed  SVAC  minority  staff  regarding  mandatory  overtime. 

2:00  P.M.;  Teleconference 


POC:(t’j(6'> 
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Summary:  VBA  staff  provided  a  friendly  update  to  SVAC  minority  staff  regarding  VBA’s  mandatory 
overtime  effort  beginning  March  7.  SVAC  minority  seemed  to  appreciate  the  information  and  expressed 
interest  in  VBA’s  assessment  of  the  situation  when  the  current  30-day  effort  ends  in  early  April, 


March  17,  2017.  (Postponed  -  March  14,  2017).  Dr.  Neil  Evans,  Co-Director,  Connected  Health, 
VHA  briefed  the  Senate  Veterans  Affairs  Committee  on  how  VA  provides  mental  healthcare  to  those  in 
rural  areas  of  the  country  -  either  through  mobile  providers  or  through  telemedicine. 


3:30  P.M.;  VACO  511 


POC: 


Summary:  Dr.  Evans  explained  that  Tele-Mental  Health  of  information  and  telecommunication 
technologies  to  deliver  mental  health  services  when  the  provider  and  the  Veteran  are  separated  by 
geographical  distance.  The  SVAC  staff  were  interested  to  know  about  VA’s  plan  for  the  Tele-Mental 
Health  Hub  in  South  Dakota  and  if  VA  had  capacity  to  help  treat  National  Guard  soldiers  that  are  in  rural 
areas  but  not  within  their  deployment  window  for  coverage  under  Tricare.  Dr.  Evans  responded  that  the 
Sioux  Falls  Telemental  Health  Hub  plans  to  expand  Tele-Mental  Health  services  though  implementation 
of  Behavioral  Health  Interdisciplinary  Program  (BHIP)  teams  in  the  northern  and  southern  CBOC  tiers. 
The  congressional  staff  were  also  interested  in  how  Congress  can  help  expand  VA’s  Telehealth 
program.  Dr.  Galpin  explained  VA  providers  delivering  Teiehealth  across  State  lines  from  a  location  not 
on  Federal  property,  or  to  a  patient  not  located  on  Federal  property,  have  no  clear  protection  from  the 
enforcement  of  State  laws  that  require  local  licensure.  He  also  mentioned  that  VA  is  seeking  legislation 
that  allows  VA  providers  to  care  for  Veterans  using  Telehealth  irrespective  of  the  location  of  the 
provider  or  Veterans. 


Look  Ahead-  Monday,  March  20,  2017 


March  20,  201 7.  Dr.  Yehia,  Deputy  Under  Secretary  for  Health  for  Community  Care,  will  brief 
SVAC  Minority  staff  along  with  Sen.  Tester’s  local  staff  on  the  Choice  Program  Scheduling  Options  for 
Montana, 


10:30  A. M.;  Teleconference 


(b)(6) 


March  20,  2017.  Dr.  Baligh  Yehia,  Assistant  Deputy  Under  Secretary  for  Health  -  Community 
Care  will  brief  members  of  Senator  Steve  Daines’s  staff  regarding  the  Choice  Program. 


12:30  PM,  Teleconference 


(b)(6) 


March  20,  2017.  Margarita  Devlin,  Executive  Director,  Benefits  Assistance  Service,  will  brief  staff 
from  Congressman  Robert  Aderholt’s  {R-AL-04)  office  on  education  and  training  benefits  available  to 
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service  members  upon  departing  the  military. 
1 :30  P.M.;  235  Cannon 


POC; 


Government  Accountability  Office  (GAO)  Activity: 


Entrance  Conference 


March  20,  201 7.  In  response  to  a  request  by  the  Chairs  of  the  House  Armed  Services  Committee 
and  the  House  Veterans’  Affairs  Committee,  GAO  is  beginning  its  work  on  Reverse  Auctions  (GAO 
Code  101428). 


GAO’s  key  questions: 

What  are  the  trends  in  use  of  reverse  auctions  over  the  past  5  years? 

What  steps  have  the  agencies  taken  to  improve  the  use  of  reverse  auctions? 

To  what  extent  did  agencies  achieve  benefits  through  reverse  auctions,  such  as  enhanced 
competition  and  savings,  with  consideration  of  fees  paid? 


1:00  P.M.;  VACO,  Room  632 


(b)(S) 


Upcoming  Hearings  and  Testimony  Due  to  Congress 


March  21, 2017.  (Tentative).  The  HVAC  EO  Subcommittee  has  informally  notified  VA  it  intends 
to  hold  a  legislative  hearing.  The  only  bill  on  the  agenda  at  this  time  concerns  “official  time"  and  other 
labor  management  and  personnel  matters.  VA  witnesses  have  not  been  established. 

Time; 


POC: 


TBD.;  Room  TBD 

(bK6) 


March  22,  201 7.  Joint  Hearing  of  the  House  and  Senate  Committee’s  on  Veterans’  Affairs  to 
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receive  the  Legislative  Presentation  of  Multiple  Veterans  Service. 
10:00  A. M.;  G-50  Dirksen 


March  22,  2017.  (Postponed  -  March  16,  2017).  The  House  Committee  on  Veterans’  Affairs, 
Subcommittee  on  Health  will  conduct  an  oversight  hearing  on  “Healthy  Hiring:  Enabling  VA  to  Recruit 
and  Retain  Quality  Providers.” 

Witnesses;  Mr,  Steve  Young,  Deputy  Under  Secretary  for  Health  for  Operations  and  Management  and 
Dr.  Paula  Molloy,  Assistant  Deputy  Under  Secretary  for  Health  for  Workforce  Services. 


2:00  P.M.;  334  Cannon 


(b)(6) 


March  28,  201 7.  The  HVAC  DAMA  Subcommittee  will  hold  a  roundtable  discussion  on  the  topic 
of  Veteran’s  appeals,  with  a  focus  on  the  VA/VSO  appeals  modernization  proposal.  The  Subcommittee 
requested  a  VBA  and  a  BVA  representative  participate  in  the  discussion  -  those  participants  have  not 
been  established. 


Time  1:30  pm.;  Room:  Cannon  334 


POC::b)<6) 


March  29,  201 7.  The  HVAC  Health  Subcommittee  will  hold  a  legislative  hearing  on  the  agenda 
set  out  below.  VA  witness  will  be  Dr.  Jennifer  Lee,  DUSH  for  Policy  and  Services  accompanied  by 
Susan  Blauert,  Deputy  Chief  Counsel. 


Time  8:00  A.M.;  334  Cannon 


(b)(6) 


H.R.  91  -  The  Building  Supportive  Networks  for  Women  Veterans  Act. 

H.R.  95  -  The  Veterans'  Access  to  Child  Care  Act. 

H.R.  467  -  The  VA  Scheduling  Accountability  Act, 

H.R.  907  -  The  Newborn  Care  Improvement  Act. 

H.  R.  918  -  The  Veteran  Urgent  Access  to  Mental  Healthcare  Act. 

H.R.  1005  -  To  improve  the  provision  of  adult  day  health  care  services  for  Veterans. 
H.R.  1058  -  The  VA  Provider  Equity  Act, 
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H.R.  1162  -  The  No  Hero  Left  Untreated  Act. 


H.R.  1545-  VA  Prescription  Data  Accountability  Act  of  2017 
Draft  Bill  -  The  Veterans  Affairs  Medical  Scribe  Pilot  Act  of  201 7. 
Draft  Bill  -  To  prohibit  smoking  in  any  VHA  facility. 


April  5,  2017.  (Tentative).  The  HVAC  Disability  and  Memorial  Affairs  Subcommittee  has  informally 
notified  VA  it  intends  to  hold  a  legislative  hearing  on  the  agenda  set  out  below.  VA  witnesses  have  not 
been  established. 


Time  TBD;  Room  TBD 


(b)(6) 


Tentative  Agenda  (Couple  more  bills  may  come) 

HR  1328  (Bost)-Auto  COLA 
HR  1329  {Bost)-Annual  COLA 

HR  1390  (Banks)-Transportation  to  State  and  Tribal  Cemeteries 
Draft  Bill  Beneficial  Travel  for  VBA  (authorization  fix)  will  send) 

HR  105  (Brownley)-Repayment  of  Misused  Benefits  of  Veterans  with  Fiduciaries 
Draft  Bill  (Walz)  Quicker  Veterans  Benefits  Delivery  Act 
HR  299  (Valadao)  Blue  Water  Navy 


Member  Engagement  Requests  for  Senior  Leaders 


Sen/Rep 
Last  Name 
First  Name 
State 

Type  of  Engagement 

Received 

Date  Scheduled 
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Topic 

Rep 

Brownley 

Julia 

CA 

Meeting 

3/15/2017 

VA  Priorities 

To  Be  Rescheduled  from  3/15 
Rep 

O’Rourke 

Beto 

TX 

Meeting 
3/1 5/2017 

VA  Priorities 

To  Be  Rescheduled  from  3/15 
Rep 

Bergman 

Jack 

Ml 

Meeting 

3/15/2017 

VA  Priorities 

To  Be  Rescheduled  from  3/15 
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Rep 


Bost 

Mike 

IL 

Meeting 

3/15/2017 

VA  Priorities 

To  Be  Rescheduled  from  3/15 
Sen 

Sullivan 

Dan 

AK 

Travel 

2/1/2017 

SecVA 

State  Visit  Request 

Sen 

T  ester 

Jon 

MT 

Travel 

2/1/2017 

SecVA 

State  Visit  Request 
Sen 
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Manchin 


Joe 

WV 

Travel 

2/1/2017 

SecVA 

State  Visit  Request 

Sen 

Carper 

Tom 

DE 

Travel 

4/3/2017 

SecVA 

De!a\ware  State  Veterans  Summit 
Sen 

McCaskill 

Claire 

MO 

Call 

3/21/2017 
Aria  Harrell  Act 
Sen 

Gillibrand 

Kirsten 
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NY 

Call 

3/22/2017 

Blue  Water  Navy 

Sen 

Sanders 

Bernie 

VT 

Meeting 

3/23/2017 

Privatization,  Choice,  Drug  Costs 

(Meeting  in  Office  of  Secretary) 

Rep 

Mast 

Brian 

FL 

Meeting 

4/3/2017 

Meet  &  Greet 

Sen 

Murray 

Patty 

WA 

Call/Meeting 

3/8/2017 
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Caregivers 

Rep 

Sablan 


Gregorio 

NMI 

Meeting 

3/7/2017 

Access  to  Care  in  the  Northern  Marianas  Islands 
Sen 

Duckworth 

Tammy 

IL 

Call 

3/8/2017 

TBD 


HVAC  Minority  Member  Retreat 


Meeting 

(Annapolis) 

3/24/2017 

SecVA's  Way  Forward  for  VA 
Rep 


Page  939  of  974 


McMorris  Rogers 

Cathy 

WA 

Meeting 

3/24/2017 

VA  issues  and  Moving  Forward  in  the  11 5th 
Rep 

Arrington 

Jodey 

TX 

Meeting 

3/14/2017 

VA  Priorities  -  Proactive 

Sen 

Daines 

Steve 

MT 

Travel 

1/25/2017 

Ft  Harrison 

Rep 

Esty 

Elizabeth 

CT 

Travel 
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3/1 5/2017 


Newington  &  Farmington,  CT 

Rep 

Kuster 

Ann  McClane 
NH 

Travel 
3/1 5/2017 

Nashau,  NH  Homelessness/Suicide 
Sen 

Klobuchar 

Amy 

MN 

Cai! 

3/16/2017 


Burn  Pit  Legislation 
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(b)(6) 
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(b)(6) 


Morning  Report:  Friday,  March  17,  2017 
Thu  Mar  16  2017  16:36:51  CDT 
EAS 


All, 


Attached  is  the  Morning  Report  for  Friday,  March  17,  2017.  This  document  is  for  internal  use  only. 


Thank  you  kindly. 


(b)(6) 

Department  of  Veterans  Affairs 

Health  Program  Analyst,  Office  of  Congressional  and  Legislative  Affairs 
81 0  Vermont  Ave  NW 
Washington,  DC  20420 


Phone‘^**^^ 


Secretary's  Morning  Report 


Prepared  by  the  Office  of  Congressional  &  Legislative  Affairs 


Friday,  March  17,  2017 
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Hot  Issues 


None 

Emerging 


None 


Congressional  Letters  and  Meeting  Requests  Received 

March  16,  2017.  Ranking  Member  Senator  Jon  Tester  (SVAC),  and  17  other  Senators  expressed 
concern  over  sexual  harassment  reports  regarding  female  service  members  and  Veterans. 

o  Received  March  16,  2017;  VAIQ  #7781860 


Thursday  March  16,  2017  Events 


March  15,  2017.  Barbara  Ward,  Director,  Center  for  Minority  Veterans,  briefed 

Rep.  Sanford  Bishop  (D-GA-02)  on  services  the  Center  provides  and  the  advisory  committee’s  most 
recent  recommendations  from  their  2016  annual  report. 


4;00  P.M.;  2407  Rayburn 


POCs: 


(b)(6) 


Summary:  Barbara  Ward,  opened  the  dialogue  providing  background  knowledge  and  statute  history  of 
the  VA  Center  for  Minority  Veterans  (CMV)  and  the  Advisory  Committee  on  Minority  Veterans  (ACMV), 
of  which  Rep.  Bishop  stated  he  was  familiar  with  due  to  his  years  of  Congressional  Black  Caucus- 
Veterans'  Braintrust  Committee  engagement  and  commitment.  In  addition,  Ms.  Ward  highlighted  the 
recently  published  2017  Minority  Veterans  Report,  which  reflects  current  and  future  Minority  Veterans’ 
demographics  and  utilization  of  VA  benefits  and  services,  Ms,  Ward  also  covered  the  CMV  strategic 
plan  and  current  targeted  outreach  initiatives.  She  reviewed  the  role  of  the  Advisory  Committee  on 
Minority  Veterans  and  pointed  out  specific  recommendations  within  the  2016  ACMV  report.  Rep.  Bishop 
asked  questions  regarding  the  ACMV,  especially  screening  and  the  selection  process  of  committee 
members,  and  support  from  senior  VA  leadership.  Ms.  Ward  provided  assurance  that  VA  senior 
leadership  is  critical  to  and  supportive  of  the  AMCV  member  selection  process  and  that  VA  leadership 
value  the  recommendations  submitted  annually  by  the  ACMV.  In  addition  to  leadership  support  of  the 
ACMV,  Ms.  Ward  indicated  leadership  support  for  the  CMV’s  targeted  outreach  efforts.  Rep.  Bishop 
asked  for  specific  information  regarding  challenges  identified  as  a  result  of  the  2016  ACMV  Report,  In 
response,  Ms.  Ward  and  Mr.  Newsome  (Deputy  Director,  CMV)  referred  to  the  AC  MV’s 
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recommendations  with  specific  attention  towards  the  VA  gathering  comprehensive  demographic 
(race/ethnicity)  data  to  enhance  access  to  VA  benefits  and  services,  and  support  for  the  VA  Office  of 
Health  Equity  to  identify  and  address  health  disparities.  Lastly,  Rep.  Bishop  encouraged  ensuring  that 
members  within  the  HVAC  and  Tri-Caucus  have  access  to  the  2017  Minority  Veterans  Report  and  the 
2016  Advisory 

Committee  on  Minority  Veterans  Report, 


March  16,  2017.  Subject  Matter  Experts  from  VBA’s  Pension  and  Fiduciary  Services  had  a 
teleconference  with  SVAC  Minority  staff  to  discuss  VA's  FY17  legislative  proposals  on  fiduciaries. 


12:30  P.M.;  Teleconference 


POC:=^’‘^> 


Summary:  SVAC  Minority  staff  requested  information  to  gather  context  on  fiduciary  misuse  and  the 
legislative  proposals  from  the  VA.  Two  of  the  proposals  discussed  were  on  the  reissuance  of  VA  benefit 
payments  to  all  victims  of  misuse  and  the  exemption  to  the  right  to  the  Financial  Privacy  Act  by 
fiduciaries  of  VA  beneficiaries.  Minority  staff  indicated  that  the  proposal  to  reissue  VA  benefit  payments 
of  fiduciary  misuse  was  noncontroversial  within  the  Committee.  SVAC  minority  staff  appreciated  the  call 
and  predicted  that  these  issues  will  likely  be  brought  up  in  the  near  future  but  did  not  give  a 

specific  timeframe. 


March  16,  2017.  Dr.  Ron  Maurer,  Acting  Deputy  Assistant  Secretary  for  Congressional  and 
Legislative  Affairs,  met  with  staff  from  Congressman  Brian  Mast’s  (R-FL)  office  to  discuss  the  recent 
engagement  at  the  West  Palm  Beach  VAMC. 


2;30P.M.;  2184  Rayburn  House  Office  Building 


(b)(6) 


Summary:  Dr.  Maurer  and  the  Congressman’s  staff  discussed  the  Congressman’s  visit  to  the  West 
Palm  Beach  VAMC  on  Tuesday, 


March  16,  2017.  Bridget  McGregor,  RN  Manager,  HCBS,  Patient  Care  Services  and  Curtis 
Jordan,  VISN  19  Network  Contract  Manager  provided  an  overview  of  the  current  nursing  home  situation 
in  Montana  to  the  Senate  Veterans  Affairs  Committee  and  Senator  Tester’s  State  Staff. 


3:30  P.M.;825AHart 


POC: 


(b)(6) 


Summary:  SVAC  staff  is  concerned  with  potential  access  issues  to  nursing  homes  for  Veterans  in 
Montana  and  nationwide  because  local  nursing  home  companies  have  reported  they  are  not  renewing 
their  contracts  because  they  are  unsatisfied  with  the  government’s  payment  rates.  The  staff  asked  if  VA 
was  working  with  nursing  homes  via  contracts  or  provider  agreements.  Mr.  Jordan  said  that  he  found  it 
problematic  that  VA  did  not  use  provider  agreements.  The  Senate  staff  thanked  him  for  his  response 
and  stated  that  they  would  continue  to  urge  VA  to  use  provider  agreements  more  often.  Mr.  Curtis  also 
explained  the  Service  Contract  Act  requires  general  contractors  performing  services  on  contracts  to  pay 
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service  employees  in  various  classes  no  less  than  the  wage  rates  and  benefits  found  in  the  locality 
which  some  nursing  homes  cannot  afford.  The  congressional  staff  also  asked  if  there  are  enough 
contracts  in  place  to  meet  the  demand.  Ms.  McGregor  explained  that  there  are  115  Veterans  in  nursing 
homes  in  Montana  across  36  contracts  and  that  there  is  never  a  waitlist  to  gain  access  to  nursing 
homes.  In  closing,  the  congressional  staff  said  the  meeting  was  very  helpful  and  asked  that  VA  provide 
them  with  a  schedule  of  contract  renewals  and  a  description  of  what  is  being  done  at  VA  Central  Office 
to  track  access  and  availability  of  nursing  homes. 


Look  Ahead-  Friday.  March  17,  2017 


March  17,  2017.  Mr.  Michael  Valentino.  Chief  Consultant,  Pharmacy  Benefits  Management,  will 
speak  with  Mr.  James  Cari,  Manager,  Legislative  Policy  and  Strategy  Development  for  the  U.S.  Postal 
Service,  to  discuss  loss  of  medications  that  occur  during  the  shipping  process.  During  the  February  27, 
2017,  Hearing  before  HVAC-O&l,  Dr.  Clancy  testified  that  91.4  percent  of  reported  drug  losses  occur  in 
the  mail  (USPS  and  UPS). 


10:00  A.M.;  Teleconference 


POC:  fbX6) 


March  17,  2017.  Sean  Clark,  National  Coordinator,  Veterans  Justice  Outreach  Program,  will  brief 
Representative  Coffman’s  on  the  Veterans  Justice  Outreach  (VJO)  program. 


2:00  P.M.;  Teleconference 


POC: 


(b)(6) 


March  17,  2017.  (Continued  -  March  9,  2017)  Rob  Thomas,  01  &T,  Acting  Assistant  Secretary, 
provided  a  briefing  to  SVAC  minority  staff  on  “VA’s  Major  IT  Projects.” 


2:00  P.M.;  VACO,  Room  703 


POC:(^)(^) 


March  17,  2017.  Willie  Clark,  Deputy  Under  Secretary  for  Field  Operations,  VBA  and  Mike 
Frueh,  Chief  of  Staff,  VBA,  will  provide  a  briefing  to  SVAC  minority  staff  regarding  mandatory  overtime. 


2:00  P.M.;  Teleconference 


(b)(6) 


March  17,  2017.  (Postponed  -  March  14,  2017).  Dr.  Neil  Evans,  Co-Director,  Connected  Health, 
VHA  will  brief  the  Senate  Veterans  Affairs  Committee  on  how  VA  provides  mental  healthcare  to  those  in 
rural  areas  of  the  country  -  either  through  mobile  providers  or  through  telemedicine. 
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3:30  P.M.;  VACO  511 


POC: 


.  (b)(6) 


Upcoming  Hearings  and  Testimony  Due  to  Congress 


March  21, 2017.  (Tentative).  The  HVAC  EO  Subcommittee  has  informally  notified  VA  it  intends 
to  hold  a  legislative  hearing.  The  only  bill  on  the  agenda  at  this  time  concerns  “official  time"  and  other 
labor  management  and  personnel  matters.  VA  witnesses  have  not  been  established. 


Time;  TBD.;  Room  TBD 


POC: 


(b)(6) 


March  22,  201 7.  Joint  Hearing  of  the  House  and  Senate  Committee’s  on  Veterans’  Affairs  to 
receive  the  Legislative  Presentation  of  Multiple  Veterans  Service. 


10:00  A.M.;  G-50  Dirksen 


POC: 


(b)(6) 


March  22,  2017.  (Postponed  -  March  16,  2017).  The  House  Committee  on  Veterans’  Affairs, 
Subcommittee  on  Health  will  conduct  an  oversight  hearing  on  “Healthy  Hiring:  Enabling  VA  to  Recruit 
and  Retain  Quality  Providers." 


Witnesses:  Mr.  Steve  Young,  Deputy  Under  Secretary  for  Health  for  Operations  and  Management  and 
Dr.  Paula  Molloy,  Assistant  Deputy  Under  Secretary  for  Health  for  Workforce  Services. 


2:00  P.M.;  334  Cannon 


POC: 


March  28,  2017.  The  HVAC  DAMA  Subcommittee  will  hold  a  roundtable  discussion  on  the  topic 
of  Veteran’s  appeals,  with  a  focus  on  the  VA/VSO  appeals  modernization  proposal.  The  Subcommittee 
requested  a  VBA  and  a  BVA  representative  participate  in  the  discussion  -  those  participants  have  not 
been  established. 


Time  1:30  pm.;  Room:  Cannon  334 


(b)(6) 


March  29,  2017.  The  HVAC  Health  Subcommittee  will  hold  a  legislative  hearing  on  the  agenda 
set  out  below.  VA  witness  will  be  Dr.  Jennifer  Lee,  DUSH  for  Policy  and  Services  accompanied  by 
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Susan  Blauert,  Deputy  Chief  Counsel. 
Time  8:00  A.M.;  334  Cannon 


POC: 


(b)(6) 


H.R.  91  -  The  Building  Supportive  Networks  for  Women  Veterans  Act. 

H.R.  95  -  The  Veterans’  Access  to  Child  Care  Act. 

H.R.  467  -  The  VA  Scheduling  Accountability  Act. 

H.R.  907  -  The  Newborn  Care  Improvement  Act. 

H.  R.  918  -  The  Veteran  Urgent  Access  to  Mental  Healthcare  Act. 

H.R.  1005  -  To  improve  the  provision  of  adult  day  health  care  services  for  Veterans. 
H.R.  1058  -  The  VA  Provider  Equity  Act. 

H.R.  1162  -  The  No  Hero  Left  Untreated  Act. 

Draft  Bill  -  The  Veterans  Affairs  Medical  Scribe  Pilot  Act  of  201 7. 

Draft  Bill  -  To  prohibit  smoking  in  any  VHA  facility. 


April  5,  2017.  (Tentative).  The  HVAC  Disability  and  Memorial  Affairs  Subcommittee  has  informally 
notified  VA  it  intends  to  hold  a  legislative  hearing  on  the  agenda  set  out  below.  VA  witnesses  have  not 
been  established. 


Time  TBD;  Room  TBD 


(b)(0) 


Tentative  Agenda  (Couple  more  bills  may  come) 

HR  1328  (Bost)-Auto  COLA 
HR  1329  (Bost)-Annual  COLA 

HR  1390  {Banks)-Transportation  to  State  and  Tribal  Cemeteries 
Draft  Bill  Beneficial  Travel  for  VBA  (authorization  fix)  will  send) 

HR  105  (Brownley)-Repayment  of  Misused  Benefits  of  Veterans  with  Fiduciaries 
Draft  Bill  (Walz)  Quicker  Veterans  Benefits  Delivery  Act 
HR  299  (Valadao)  Blue  Water  Navy 
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Member  Engagement  Requests  for  Senior  Leaders 


Sen/Rep 
Last  Name 
First  Name 
State 

Type  of  Engagement 

Received 

Date  Scheduled 

Topic 

Rep 

Brownley 

Julia 

CA 

Meeting 
3/1 5/2017 

VA  Priorities 

To  Be  Rescheduled  from  3/15 
Rep 

O’Rourke 

Beto 

TX 

Meeting 
3/1 5/2017 

VA  Priorities 
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To  Be  Rescheduled  from  3/15 


Rep 

Bergman 

Jack 

Ml 

Meeting 

3/15/2017 

VA  Priorities 

To  Be  Rescheduled  from  3/15 

Rep 

Bost 

Mike 

IL 

Meeting 
3/1 5/2017 

VA  Priorities 

To  Be  Rescheduled  from  3/15 
Sen 

Sullivan 

Dan 

AK 

Travel 

2/1/2017 

SecVA 

State  Visit  Request 
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Sen 


T  ester 

Jon 

MT 

Travel 

2/1/2017 

SecVA 

State  Visit  Request 
Sen 

Manchin 

Joe 

WV 

Travel 

2/1/2017 

SecVA 

State  Visit  Request 

Sen 

Carper 

Tom 

DE 

Travel 

4/3/2017 

SecVA 

Delaware  State  Veterans  Summit 
Sen 
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McCaskill 


Claire 

MO 

Cali 

3/21/2017 
Aria  Harrell  Act 
Sen 

Gillibrand 

Kirsten 

NY 

Call 

3/22/2017 

Blue  Water  Navy 

Sen 

Sanders 

Bernie 

VT 

Meeting 


3/23/2017 

Privatization,  Choice,  Drug  Costs 

(Meeting  in  Office  of  Secretary) 

Rep 

Mast 

Brian 

FL 
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Meeting 


4/3/2017 

Meet  &  Greet 

Sen 

Murray 

Patty 

WA 

Cail/Meeting 

3/8/2017 


Caregivers 

Rep 

Sablan 

Gregorio 

NMI 

Meeting 

3/7/2017 

Access  to  Care  in  the  Northern  Marianas  Islands 
Sen 

Duckworth 

Tammy 

IL 

Call 

3/8/2017 

TBD 
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HVAC  Minority  Member  Retreat 


Meeting 

(Annapolis) 


3/24/2017 

SecVA’s  Way  Forward  for  VA 
Rep 

McMorris  Rogers 

Cathy 

WA 

Meeting 

3/24/2017 

VA  issues  and  Moving  Forward  in  the  1 15th 
Rep 

Arrington 

Jodey 

TX 

Meeting 

3/14/2017 

VA  Priorities  -  Proactive 

Sen 

Daines 

Steve 


Page  955  of  974 


MT 

Travel 

1/25/2017 

Ft  Harrison 

Rep 

Esty 

Elizabeth 

CT 

Travel 
3/1 5/2017 


Newington  &  Farmington,  CT 

Rep 

Kuster 

Ann  McClane 
NH 

Travel 
3/1 5/2017 

Nashau,  NH  Homelessness/Suicide 
Sen 

Klobuchar 

Amy 

MN 

Call 

3/16/2017 


Page  956  of  974 


Burn  Pit  Legislation 


Page  957  of  974 


Owner; 

Filename: 

Last  Modified; 


(b)(0) 


(b)(0) 


</o=va/QU=vba  DhiladelDhia/cn=reciDients/cn4^>^ 


EAS 

Thu  Mar  16  16:36:51  CDT  2017 


Page  958  of  974 


Document  ID:  0.7. 10678.59044-000001 


Attachment  Name:  EAS 

Locator.  esa.pst  *;  \'aausdcdsc\v201  MS  CoHections  GCLAWS  97074  VoteVets  Action  Fundv.  VA'Batch  1  Online  David 
Slmlkm  David-ShuBdiLpstOOOOOOOOc63b368bb46 1 5  54d9ed46b  1 7677400  084c52c00: 
C0700c3a5d359dc0d4677b72525d94f6dbf9255f719ac84e30c6a00cdl5caf0al67b7 

Reasoa-  :  This  ffle  is  empt>'  (i.e..  its  lengdi  is  zero  b>tes) 


Page  959  of  974 


From: 
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Cc: 
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Subject: 

Date: 

Attachments: 


(b)(6) 
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philadelphia/cn=recipients/cn 


:{b)(6) 


Morning  Report:  Thursday,  March  16,  2017 

Wed  Mar  15  2017  16:44:53  CDT 

EAS 


All, 


Attached  is  the  Morning  Report  for  Thursday,  March  16 , 2017.  This  document  is  for  internal  use  only. 


Thank  you  kindly. 


(b)(6) 


Department  of  Veterans  Affairs 

Health  Program  Analyst,  Office  of  Congressional  and  Legislative  Affairs 
81 0  Vermont  Ave  NW 
Washington,  DC  20420 


Phone: 


Secretary's  Morning  Report 


Prepared  by  the  Office  of  Congressional  &  Legislative  Affairs 


Thursday,  March  16,  2017 
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Hot  Issues 


House  floor  action  expected  Thursday,  March  16  or  Friday,  March  17:  The  House  is  scheduled  to 
take  up  the  following  bills,  subject  to  a  process  to  be  established  by  the  House  Rules  Committee.  None 
of  the  bills  has  been  the  subject  of  a  hearing  in  the  1 15th  Congress: 


H.R.  1181,  the  Veterans  2nd  Amendment  Protection  Act  would  prevent  the  names  of  Veterans  who 
have  been  deemed  incompetent  for  VA  benefits  purposes  from  being  provided  to  the  database  used  for 
firearms  purchases,  unless  they  have  been  found  by  a  judicial  authority  to  be  a  danger  to  themselves  or 
others; 


H.R.  1259,  the  VA  Accountability  First  Act  would  establish  expedited  removal  authority  for  VA 
employees  generally.  It  also  includes  measures  to  recoup  relocation  expenses  and  performance 
awards,  allowing  direct  hiring  for  VAMC  and  VISN  directors,  and  reduce  benefits  for  VA  employees 
convicted  of  certain  crimes;  and. 


H.R.  1367,  which  has  been  put  forward  as  an  effort  to  help  VA  hire  and  retain  VA  employees.  Among 
the  provisions  are  measures  that  would  establish  a  fellowship  program  to  encourage  interchange  of 
employees  from  the  private  sector,  require  performance  appraisals  of  political  appointees,  broaden  the 
application  of  Veteran’s  preference  in  employment,  allow  speedier  hiring  of  former  VA  employees, 
require  a  central  vacancy  database,  and  strengthen  training  for  HR  professionals. 


Emerging 


None 


Congressional  Letters  and  Meeting  Requests  Received 


March  2,  2017.  Chairman  David  P.  Roe  (HVAC)  requested  information  in  reference  to  a  case  at 
the  VA  Caribbean  Healthcare  System. 

o  Received  March  15,  2017:  VAIQ  #7781579 


March  13,  2017.  Sen.  Tammy  Baldwin  (D-WI)  expressed  concern  about  the  Choice  Program  in 
Wisconsin. 
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o  Received  March  13,  2017;  VAIQ  #7781469 


March  13,  2017.  10  Members  of  Congress  expressed  concern  in  reference  to  the  GAO,  High  Risk 
Series. 

o  Received  March  13,  2017.  VAIQ  #7781330 


March  15,  2017.  Sen.  John  Boozman  (R-AR)  and  Rep.  French  Hill  (R-AR)  requested  VA’s  plan  to 
resolve  the  solar  panel  project  at  the  John  L.  McClellan  Memorial  Veterans  Hospital  in  Little  Rock, 
Arkansas. 

o  Received  March  15,  2017;  VAIQ  #7781465 


Wednesday  March  15,  2017  Events 


March  15,  2017.  Thomas  F.  Klobucar,  PhD,  Acting  Director,  Office  of  Rural  Health,  briefed  a 
Rural  Health  Care  update  to  the  staff  of  Congressman  Tim  Walz. 


10;00  A.M.;  Teleconference 


Summary:  Dr.  Klobucar  \A/alked  the  Representative  Walz's  staff  through  a  VA  Office  of  Rural  Health  101 
brief,  highlighting:  the  office’s  history,  including  statute  which  authorized  the  establishment  of  the 
program  as  well  as  recognition  of  the  rural  health  resource  centers;  current  and  impending  challenges 
Vets  in  rural  locations  face  (#1  is  provider  and  specialist  shortages);  current  rural  health  initiatives  and 
projections;  and  rural  health  solutions  within  MyVA  access  initiative.  The  briefing  was  well  received  by 
the  Congressman’s  office.  As  VA  looks  to  the  future  of  VA,  particularly  within  the  care  in  the  community 
realm,  the  Congressman’s  staff  asked  that  the  Office  of  Rural  Health  play  a  major  role  in  those 
discussions. 


March  15,  2017.  Senate  Veterans’  Affairs  Committee  held  a  hearing  on  Government 
Accountability  Office’s  (GAO)  High  Risk  List. 

Witness:  Dr.  Carolyn  Clancy,  Under  Secretary  for  Health  for  Organizational  Excellence 


2:30  P.M.;  418  Russell 


POC: 


Summary:  At  the  opening  of  the  hearing  GAO  criticized  VAfor  not  acting  on  their  recommendations  with 
a  sense  of  urgency.  During  her  opening  remarks.  Dr,  Clancy  countered  that  VA  takes  GAO’s  work 
seriously  and  appreciates  the  advice  and  feedback  VA  has  received  from  GAO.  VAOIG  in  their 
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testimony  called  attention  to  a  few  examples  of  programs  that  have  been  vulnerable  to  waste,  fraud, 
and  abuse.  Senator  Tester  was  specifically  concerned  with  an  0!G  report  which  assessed  the  extent 
that  patients  experienced  delays  and  the  impact  of  any  delays  on  patient  outcomes  at  the  VA  Montana 
Health  Care  System  (system),  Fort  Harrison,  MT.  Dr,  Clancy  acknowledged  the  Senator’s  concerned 
and  not  only  explained  the  ways  in  which  the  facility  is  addressing  issues,  but  also  explained  how  the 
facility  was  reviewing  the  root  causes  of  the  original  issues.  Senator  Tester  expressed  satisfaction  with 
the  new  VA  leadership  in  Montana,  A  topic  of  concern  for  Senator  Tillis  was  the  OIG’s  Audit  of  Veteran 
Wait  Time  Data,  Choice  Access,  and  Consult  Management  in  VISN  6.  Dr.  Clancy  discussed  some  of 
the  initiatives  implemented  within  VA  since  the  timeframe  of  the  OIG  report.  Overall,  the  duration  of  the 
hearing  was  short  and  the  discussion  was  not  contentious. 


March  15,  2017.  Barbara  Ward,  Director,  Center  for  Minority  Veterans,  briefed 

Rep.  Sanford  Bishop  (D-GA-02)  on  services  the  Center  provides  and  the  advisory  committee’s  most 
recent  recommendations  from  their  2016  annual  report. 

4:00  P.M.;  2407  Rayburn 


{b)(6) 


Summary:  Due  to  the  timing  of  the  event,  a  summary  will  be  provided  in  tomorrow’s  report. 


Look  Ahead-  Thursday,  March  16,  2017 


March  16,  2017.  Dr.  Neil  Evans,  Co-Director,  Connected  Health,  VHA  will  brief  the  Senate 
Veterans  Affairs  Committee  on  how  VA  provides  mental  healthcare  to  those  in  rural  areas  of  the  country 
-  either  through  mobile  providers  or  through  telemedicine. 


3:30  P.M.;  Teleconference 


POC: 


.  (b)(6} 


Upcoming  Hearings  and  Testimony  Due  to  Congress 


March  21, 2017.  (Tentative).  The  HVAC  EO  Subcommittee  has  informally  notified  VA  it  intends  to 
hold  a  legislative  hearing.  The  only  bill  on  the  agenda  at  this  time  concerns  “official  time”  and  other 
labor  management  and  personnel  matters,  VA  witnesses  have  not  been  established. 


Time:  TBD.;  Room  TBD 


March  22,  2017.  Joint  Hearing  of  the  House  and  Senate  Committee's  on  Veterans’  Affairs  to 
receive  the  Legislative  Presentation  of  Multiple  Veterans  Service. 
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10:00  A.M.;  G-50  Dirksen 


(b)(6) 


March  22,  2017.  (Postponed  -  March  16,  2017).  The  House  Committee  on  Veterans’  Affairs, 
Subcommittee  on  Health  will  conduct  an  oversight  hearing  on  “Healthy  Hiring:  Enabling  VA  to  Recruit 
and  Retain  Quality  Providers," 


Witnesses:  Mr.  Steve  Young,  Deputy  Under  Secretary  for  Health  for  Operations  and  Management  and 
Dr.  Paula  Molloy,  Assistant  Deputy  Under  Secretary  for  Health  for  Workforce  Services. 


2:00  P.M.;  334  Cannon 


(b)(6) 


March  28,  2017.  The  HVAC  DAMA  Subcommittee  will  hold  a  roundtable  discussion  on  the  topic 
of  Veteran’s  appeals,  with  a  focus  on  the  VA/VSO  appeals  modernization  proposal.  The  Subcommittee 
requested  a  VBA  and  a  BVA  representative  participate  in  the  discussion  -  those  participants  have  not 
been  established. 


Time  1:30  pm.;  Room:  Cannon  334 


POC: 


(b)(6) 


March  29,  201 7.  The  HVAC  Health  Subcommittee  will  hold  a  legislative  hearing  on  the  agenda 
set  out  below.  VA  witness  will  be  Dr.  Jennifer  Lee,  DUSH  for  Policy  and  Services  accompanied  by 
Susan  Blauert,  Deputy  Chief  Counsel. 


Time  8:00  A.M.;  334  Cannon 


(b)(6) 


H.R. 
H.R. 
H.R. 
H.R. 
H.  R 
H.R. 
H.R. 
H.R. 


91  -  The  Building  Supportive  Networks  for  Women  Veterans  Act. 

95  -  The  Veterans’  Access  to  Child  Care  Act. 

467  -  The  VA  Scheduling  Accountability  Act. 

907  -  The  Newborn  Care  Improvement  Act. 

.  918  -  The  Veteran  Urgent  Access  to  Mental  Healthcare  Act. 

1005  -  To  improve  the  provision  of  adult  day  health  care  services  for  Veterans. 
1058  -  The  VA  Provider  Equity  Act. 

1 162  -  The  No  Hero  Left  Untreated  Act. 
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Draft  Bill  -  The  Veterans  Affairs  Medical  Scribe  Pilot  Act  of  2017. 


Draft  Bill  -  To  prohibit  smoking  in  any  VHA  facility. 


April  5,  2017.  (Tentative).  The  HVAC  Disability  and  Memorial  Affairs  Subcommittee  has  informally 
notified  VA  it  intends  to  hold  a  legislative  hearing  on  the  agenda  set  out  below.  VA  witnesses  have  not 
been  established. 


Time  TBD;  Room  TBD 


(b)(6) 


Tentative  Agenda  (Couple  more  bills  may  come) 

H  R  1 328  { Bost)-Auto  C  O  LA 
HR  1329  (Bost)-Annual  COLA 

HR  1390  {Banks)-Transportation  to  State  and  Tribal  Cemeteries 
Draft  Bill  Beneficial  Travel  for  VBA  (authorization  fix)  will  send) 

HR  105  (Brownley)-Repayment  of  Misused  Benefits  of  Veterans  with  Fiduciaries 
Draft  Bill  (Walz)  Quicker  Veterans  Benefits  Delivery  Act 
HR  299  (Valadao)  Blue  Water  Navy 

Member  Engagement  Requests  for  Senior  Leaders 

Sen/Rep 
Last  Name 
First  Name 
State 

Type  of  Engagement 

Received 

Date  Scheduled 

Topic 

Rep 
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Brownley 

Julia 

CA 

Meeting 
3/1 5/2017 

VA  Priorities 

To  Be  Rescheduled  from  3/15 
Rep 

O’Rourke 

Beto 

TX 

Meeting 

3/15/2017 

VA  Priorities 

To  Be  Rescheduled  from  3/15 
Rep 

Bergman 

Jack 

Ml 

Meeting 

3/15/2017 

VA  Priorities 

To  Be  Rescheduled  from  3/15 

Rep 

Bost 
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Mike 


IL 

Meeting 
3/1 5/2017 

VA  Priorities 

To  Be  Rescheduled  from  3/15 
Sen 

Sullivan 

Dan 

AK 

Travel 

2/1/2017 

SecVA 

State  Visit  Request 

Sen 

T  ester 

Jon 

MT 

Travel 

2/1/2017 

SecVA 

State  Visit  Request 
Sen 

Manchin 

Joe 
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wv 

Travel 

2/1/2017 

SecVA 

State  Visit  Request 

Sen 

Carper 

Tom 

DE 

Travel 

4/3/2017 

SecVA 

Delaware  State  Veterans  Summit 
Sen 

McCaskill 

Claire 

MO 

Call 

3/21/2017 
Aria  Harrell  Act 
Sen 

Gillibrand 

Kirsten 

NY 

Call 
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3/22/2017 


Blue  Water  Navy 
Sen 

Sanders 

Bernie 

VT 

Meeting 

3/23/2017 

Privatization,  Choice,  Drug  Costs 

(Meeting  in  Office  of  Secretary) 

Rep 

Mast 

Brian 

FL 

Meeting 

4/3/2017 

Meet  &  Greet 

Sen 

Murray 

Patty 

WA 

Call/Meeting 

3/8/2017 


Caregivers 
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Rep 


Sablan 

Gregorio 

NMI 

Meeting 

3/7/2017 

Access  to  Care  in  the  Northern  Marianas  Islands 
Sen 

Duckworth 

Tammy 

IL 

Cal! 

3/8/2017 

TBD 


HVAC  Minority  Member  Retreat 


Meeting 

(Annapolis) 

3/24/2017 

SecVA’s  Way  Forward  for  VA 
Rep 

McMorris  Rogers 
Cathy 
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WA 

Meeting 

3/24/2017 

VA  issues  and  Moving  Forward  in  the  115th 
Rep 

Arrington 

Jodey 

TX 

Meeting 

3/14/2017 

VA  Priorities  -  Proactive 

Sen 

Daines 

Steve 

MT 

Travel 

1/25/2017 

Ft  Harrison 
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